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[Captioner standing by]  

(recording in progress)  

>>  All right.  Welcome everybody to today's webinar.  The addiction 

professional's mini guide to SBIRT for adolescents.  Presented by Brett and 

Carlo.  We're glad you are with us here today.  It is great you can join.  My name 

is Jesse and I'm the training and professional development content manager.  

I'm the facilitator for the training experience.  The permanent home page for 



 

NAADAC is www.naadac.org/webinars.  Closed captioning, I don't know if you 

say the link in the chat box, it is provided by caption access today and you can 

check the chat box for the link for using closed captioning.  Allison posted it 

again for you there so you can find it.  We're using Zoom webinar for today's 

event.  One feature is the chat box.  We didn't used to so it is fun to interact and 

hear from you all.  We're going to utilize the Q&A box at the bottom of your 

menu.  And that you can write questions for our presenter.  Or if you have 

technical difficulties and want to question staff, feel free to type in them in there 

as well.  We will use the questions to lead the Q&A at the end of the 

presentation.  A fun feature is if you see a question you like, you can up vote it.  

It will raise the question up towards the top of the list.  Chat box and Q&A.  We 

also put a handout of the slides in the chat box as well.  They may have flown 

back.  Allison can post the link again where you can download the handout for 

the slides.  As you remember, every NAADAC has its own web page that houses 

everything you need to know about the event including a link for the CE quiz.  

There is a user friendly instruction guide if you haven't gotten a certificate with 

us before, be sure to download that and use it to guide you when you go 

through the process.  A quick reminder or note, if you need your certificate to 

say live on it, some CE organizations need that, and you need to make sure to 

complete the CE quiz within the next 24 hours. 

All right.  So let me introduce you to today's presenters.  Dr. Brett Harris is 



 

a senior research scientist where she specializes in behavioral health and is a 

professor at the university of -- New York state suicide prevention office.  

Dr. Harris was selected for the foundation's inaugural list of 40 in their 40s in 

public health. 

Dr. DiClemente directs the MDQWIT tobacco resource centers, center for 

community collaboration and home visiting training center at UMBC.  He's the 

author of over 150 scientific publications on motivation and behavioral change.  

He's conducted research for over 35 years with funding from NIH institutes. 

His book addiction and change, how addictions develop and addicted 

people recover -- using the lens of the human behavior change process.  He's 

received numerous awards for his work.  I'll pass it over to you Dr. DiClemente 

and it is all yours. 

>>  Well, that is wonderful. 

Thank you and I'm glad to be here and participate on this with Brett and 

all of you who are on board here. 

So, what we're going to talk about today is screening, brief intervention 

and referral to treatment, SBIRT for sure. 

We use it for (indiscernible) and other health threatening conditions.  Brett 

will talk about that as we go down the road. 

Okay. 

So I'll start with history.  Some of this, the history of brief intervention, 



 

there is bill Miller's brief drink or checkup build in a number of years ago, are you 

worried about your drinking, come and we will give a checkup.  He did an 

assessment, neuro psych and GGT, physiological measures as well as self-report.  

And gave them feedback and followed up later.  What he found is basically 

people changed their drinking after objective feedback as long as it was done 

with (indiscernible) as the concern. 

The other historical root is the stages of change.  People working on 

people working with people who are in early stages of change. 

Originally kinda what I got in the field, you had to bring your motivation 

into treatment yourself.  This stage is enabled us to see about pre-action and 

understand that these people in pre-action can be reached and influenced, but 

we have to do it a different way.  Don't just give action oriented treatment.  You 

need to check readiness when you are offering a brief intervention. 

And the third area was they were screening for risk in primary care and 

other health settings that got this program going. 

In tobacco even in the 80s they were doing the 5As.  Trying to train 

doctors to ask, advise, assess, assist, and arrange for follow up.  It was difficult 

to get doctors to do all those things in one sitting, but that was the goal.  And 

what we found, people who had more of those actually had more success in 

quitting smoking.  And there was also a lot of work on screening for risky 

drinking.  So that began in AAA and a variety of on folks worked on looking at 



 

drinks.  Those are the historical roots. 

Integrated public health approach to deliver early interventions and to give 

people access to treatment services. 

So you're trying to identify, deliver interventions with risky levels of alcohol 

use or substance use, with -- we try to screen for that now as well. 

With health risks, so they are screening for HIV, depression, suicide and 

STDs.  There are more screenings happening that focus on obesity and quality of 

sleep, physical activity, domestic violence.  There are lots of screenings now.  

And screening has kind of gone wild in lots of ways into a lot of different places.  

Today we will be talking about screening for adolescents. 

So, you know, with a number of these areas, there is screening for 

adolescents.  I have done several programs for looking at adolescents and 

tobacco use.  We've done things with adolescents and alcohol.  The brief 

intervention works for adults and for the adolescents. 

This keeps jumping a little further ahead than I want it to. 

So, screening is a quick assessment of substance use or risk behaviors and 

its severity.  You try to identify the appropriate level of intervention if they need 

an intervention.  There is increase in insight is what you are trying to do with a 

brief intervention and you're trying to promote motivation. 

In the referral to treatment, you're provides those identified as needs 

extensive treatment with access to specialty care.  That was another piece they 



 

had. 

So, the different, when we talk about screening, it is important to make 

the distinction between screening and assessment.  Screening is to identify 

immediate and current health needs. 

[READING] 

So that is why we're trying to encourage lots of people to incorporate 

screening in what they do in terms of intakes. 

And then you are able to do that.  Or whenever you meet what we're 

trying to do is actually, whenever you meet the health provider meets a client, 

there should be some screening going on.  An assessment is different.  

Assessment is more comprehensive, considers multiple domains of functioning. 

[READING] 

So it's a more extensive process, more comprehensive process. 

So what is a brief intervention, and why do it? 

A brief intervention is a motivational enhancing conversation.  You're 

trying to increase insighted awareness.  It can be established over a single 

encounter or multiple encounters. 

It can be a standalone intervention similar to what bill did with his 

assessment.  You can give someone, you know, do a screening, realize they're at 

risk, give them advice, and then they move on and, and hopefully you have 

motivated them to kinda make some changes. 



 

If they need additional support, you could also engage them, motivate 

them and engage them?  Specialized care.  Identification and advice improves 

health outcomes if it is done in a motivational enhancing matter.  That is where 

we start with that. 

So, it's a little wonky. 

Okay.  A lot of people complain.  We have to do these screenings, brief 

interventions is going to take a lot of time.  The issue is if you screen and it is 

negative, you just move on. 

You know, for many people, we try to convince docks, you know, you're 

going to find substance use in 20, 30 percent of the clients.  That 20 percent you 

move on but 70 percent will continue with the appointment.  If the screen is 

positive, you want to go into a brief intervention and then the pathway is either 

to referral and treatment, or the just the brief intervention and maybe 

recontacting them later.  In any case whether you do referral and treatment or a 

brief intervention, you want to do a follow-up. 

The other reason for why we do is about s because of the causes of 

mortality.  What we are understanding in terms of global health, non-

communicable diseases make up seven of the world’s top 10 causes of death.  It 

is up from four of the 10 in 2000.  It accounts for 74 percent of all deaths 

worldwide in 2019.  That is 60 million plus deaths. 

What we are finding is that the four main causes of the non-communicable 



 

diseases, we're worried about Ebola and COVID, but the four main causes of 

non-communicable diseases and death are cardiovascular disease, cancer -- all 

are influenced by lifestyle choices and in high income countries, they have the 

highest proportions of all deaths by these NCD and substance use a s a 

significant cause in the Americas and other well developed countries. 

I don't know how many of you screen for tobacco with adolescents, that is 

important.  Tobacco use is a major cause of many of the world's top killer 

diseases.  It is responsible for 8 million deaths globally.  7 million from direct 

exposure, 1.2 from secondhand exposure.  We need to identify them and do 

early interventions.  Do an early intervention or prevention.  And I will talk more 

about that.  I will hand it over to Brett to talk about the screening tools. 

>>  Thanks Carlo.  I'm going to do an overview of screening and then 

walk you through screening tools.  Carlo gave a great introduction for SBIRT and 

S is screening, it's a critical part of the model.  It is difficult having a patient walk 

into the office being able to really identify any risk of substance use or any 

substance use problems.  Even just having a conversation or asking a few 

questions.  It is hard to know if you identify use whether, what does that mean?  

Essentially what kind of intervention is necessary?  Do they need to go to 

substance use disorder treatment?  What do you do?  The good thing about 

screening in the SBIRT model is that we recommend using standardized tools.  

There are -- these are as Carlo was saying -- they're different from assessment 



 

because they are short and made to be utilized in busy settings.  A set of 

questions (indiscernible) to look into other issues as well.  There are these 

(indiscernible) can take less than five minutes.  They can take a couple minutes, 

or quicker.  They are a set of standardized questions that ask about quantity, 

frequency and -- also how to do it and by whom so the screens can be 

administered by paper and pencil, vertically by computer it really kind of it is 

done across the board.  A lot of times computers digital administration is 

preferred by young people.  Also gives a sense of anonymity which individuals 

like.  It also like paper and pencil is more difficult to enter if you're looking to 

enter that information and then there is an interview format.  Verbally.  

Sometimes there is more of someone trying to answer like in a certain way 

because they think that they might be trying to answer in like a socially 

acceptable way.  There are pros and cons to administering in any different way.  

This is a discussion to have when you're looking to set and make plans 

communication.  It can be delivered over the phone.  There are times doing 

outreach and follow-up that way.  There are many tools available. 

When I worked with sites and I know a lot of others as well and large 

organizations as well as with states, it is important to identify a few tools that 

would be recommended.  It is very difficult to have a very long list of tools and 

not know where to start.  So there are many tools available.  We have the craft 

plus N2.1.  S2BI, APA at night modify assist P stat PhD CSSRS.  For now, we will 



 

talk about substance use screenings, and we're going to talk about the craft plus 

N3.1 and STBI and then provide more resources for other tools and later jump 

into a few other tools. 

So just talking about screening administration, as I was saying, there are 

pros and cons to everything. 

And it's also important to consider how it fits into the workflow.  You can 

talk about doing something, walking in, being self-administered.  It saves time 

and -- really integrate into the check in process.  It can be done in a waiting 

room or when individuals waiting to be seen by the provider while in the exam 

room. 

Just want to make sure that that individual has a sense of privacy, 

especially because we're asking about sensitive information. 

With adolescents it is important to inform their parent or caregiver 

because a lot of times they are present that this is something the adolescent 

should complete on their own.  If parents are sitting next to you, they may want 

to look over or help to complete it.  This is something the adolescent needs 

privacy and it has to be their responses particularly because of the sensitive 

nature of the questions.  Even if itself administered, the feedback I get with 

self-administration is one you need to be sure that the patient knows what the 

question means and how to answer it. 

And also, not fully completing the form.  It is not just that this form is 



 

placed somewhere.  It is reviewed and verified during the visit.  So the provider 

will take a look at it and go over it before making any kind of level of care 

determination.  And then providing a brief intervention.  And to really introduce 

the screening, we don't just kinda get started in asking questions because really 

for the most part with SBIRT someone is coming into for some other reason.  

Say you're going in for an annual, your primary care visit.  You're not expecting 

to be all of a sudden asked questions about your alcohol use or substance use.  

You want to make sure you're introducing it in the right way to get the patient to 

be open and willing to respond to these questions.  You want to introduce, here 

are some examples.  Essentially as a way to help me get to know you, I would 

like to ask you some questions I ask all my patients.  You see it's a simple 

question.  That type of question is all that is really needed to make the 

introduction. 

And then you can see, again, confidentiality is important.  Once you 

introduce, you want to make sure that the patient is aware whatever is discussed 

will be confidential.  This an example of something you can say to convey 

confidentiality. 

[READING] 

So for adolescents who are aware of confidentiality, they really understand 

that what they are discussing is confidential.  They are more likely to not only 

talk about substance use with a provider but to seek out and utilize healthcare. 



 

Now we will go briefly into a few different screening tools like I talked 

about.  First is the CRAFFT plus N21.  You may be familiar with the CRAFFT plus 

N2.1.  It can be administered in multiple ways.  You might be wondering that is 

a long name CRAFFT plus N2.1.  There was the -- N2.1, lots of versions but the 

good news is each version is, the intention is to make an update, improvement 

based on how administration and information is research is conducted into the 

tool.  Based on those results.  The craft plus N2.1 includes, has all the recent 

updates of the 2.1 plus question on nicotine. 

But essentially it is administered in very much the same way.  If you are 

familiar with craft, we will go over the new version.  It has parts A and B.  Part 

A.  A lot of times people in SBIRT arena call this a pre-screen.  Essentially it 

determines any use of alcohol, marijuana or drugs.  Now with that N, tobacco 

and nicotine in the past 12 months.  About asks about the adolescent's 

experiences with alcohol and drugs. 

So the part A questions, you are asking how many days they interest v 

done any of this during the past 12 months.  I like to just explain to people that 

in the original CRAFFT they switched to ask about the number of days rather 

than any answering yes no because I feel like reporting on a number of days is 

more objective. 

So there is not any kind of social pressures and socially desirable response. 

So, the questions are how many, during the past 12 months on how many 



 

days did you -- 

[READING] 

You put zero if the answer is none. 

[READING] 

And then the last question which is the unique N part of the screening 

tool. 

[READING] 

So the N version is very popular nowadays because of how adolescents 

that the use of vaping is increasing and public health field is looking at that and 

how to address vaping and the negative impacts. 

All six CRAFFT questions should be asked.  It is not the numbers and the 

number of days of use are not added up, it is essentially trying to see if there are 

any days of use and to then tell you to really instruct you to move to part B. 

The adolescent hasn't used at all, so zero to all of the opening frequency 

questions, only the car question of the CRAFFT should be asked. 

So as you can see here, this is part B. 

Why would we ask the car question if they haven't used at all?  The 

answer is because this isn't -- have you ridden in a car driven by someone who 

was high or using alcohol and drugs.  You may have been riding in a car with 

somebody.  You can see why the question is asked.  If they answer yes, that 

would be a driving risk or riding risk.  The R is do you ever use -- 



 

[READING] 

Like I was saying, the questions in part A, they are not actually scored.  

They indicate whether to move on to part B and which questions to ask in part B.  

You might just ask the car question or you might ask all of the questions.  In 

part B gets a one point score.  No points for no answers. 

Or for answer no.  Tally points to obtain the final score.  There is really no 

hard and fast rule to this, but there are guidelines on how to interpret this 

American academy of pediatrics puts out an easy to understand guidelines.  

There is always, you know, there is always a low risk with adolescents 

particularly, so we need to continue to monitor use because this is the time of 

initiation increase in use.  The score of zero to one can indicate that there are no 

problems.  As I say, can because there could be.  We have to make sure to 

provide positive reinforcement and the course of one it is looked at as like a 

moderate risk and we want to provide brief advice so that they don't kind of in 

time move up and receive a higher score.  A score of two or more can indicate a 

more significant problem may exist.  This is where you want to provide a brief 

intervention and depending on the score you might want to provide additional 

sessions of brief intervention or referral to substance use disorder treatment. 

We're going to move to the S2BI.  This is a more recently developed 

screening tool.  I would say also pretty widely used in the SBIRT world. 

It was, so it was introduced in 2014.  Many years after the CRAFFT but an 



 

important addition to SBIRT.  It is validated electronic and paper screening tool 

for youth 12 to 17 years.  It can be self-administered and conducted as an 

interview.  This begins with a single question.  Essentially looking to assess the 

frequency of substance use in the past year. 

There is a bunch of categories of what we mean by substances including 

alcohol, marijuana, cocaine and prescription drugs. 

This is this tool was based off the DSM5. 

In order to introduce this screening tool, we want to start using by saying 

the following questions will ask about your use -- 

[READING] 

So you see that there are a few answer choices there on the right.  Never, 

once or twice, monthly, weekly. 

So we start off in the past year, how many times have you used tobacco -- 

[READING] 

So you are going to have never, once or twice, monthly, weekly.  The 

answers are never that you stop.  You can see how quick you can (indiscernible) 

the screening tool if all the responses are never.  When the responses are never, 

you can still provide positive reinforcement and education.  If they answer that 

they have used in the past year at all, you would then continue to ask about 

prescription drugs not prescribed for you, illegal drugs, inhalants, herbs and 

other synthetic drugs.  Again, they use the same scale. 



 

So then you use the answers to the questions to determine again like I 

said the remaining questions to be administered. 

And then you see so once or twice you ask the remaining questions and 

then provide brief advice.  Monthly and weekly, you ask the remaining questions 

and provide brief motivational intervention and/or provide referral to treatment.  

They score on the CRAFFT a one, that is not necessary a positive screen, but you 

have the opportunity to provide brief advice. 

So that would be where this one falls.  If you say monthly and weekly, that 

is similar to the CRAFFT if you are scoring a two or above.  This gives you the 

opportunity to provide brief intervention or referral to treatment.  Scoring the 

S2BI, if they answer never, that means that there is no use, but you have the 

opportunity to provide brief positive reinforcement.  You think okay they're not 

using, okay I'm done.  This is a great opportunity to provide positive 

reinforcement and which is shown to prevent initiation and reduce use in the 

future.  If they answer once or twice, no substance use disorder, you want to 

provide brief advice.  If they answer monthly, that is mild to moderate substance 

use disorder.  You want to further assess them.  This is just a brief screening 

and then provide brief motivational intervention.  If weekly or more for an 

adolescent, it is severe substance use disorder.  You want to do further 

assessment, brief motivational intervention with the goal for the patient to 

accept the referral to treatment and then provide the referral. 



 

As I was saying, there are many other screening tools, and so we just did 

a brief introduction to two of the widely used screening tools.  I want to provide 

additional information.  NORC put out the learner's guide to adolescent SBIRT.  

It is almost 300 pages long and you can pick out individual items from this 

learner's guide and there is a nice and comprehensive informative piece on 

screening tools so you can get information about all of the screening tools there.  

There is also the BSTAD.  This is a two stage screen looking at risky substance 

use by adolescent patients by asking a single frequency question for past year 

use of the three substances most commonly used by adolescents.  Tobacco, 

alcohol and marijuana.  Then the NIAAA youth screening.  This is widely used as 

well.  It is simple, quick and empirically derived used to identify risk for alcohol 

related problems in adolescents ages nine to 18.  Focusing on alcohol. 

Just some references based on what we just discussed and when I first 

started the presentation, I had a couple other screening tools listed as well.  

Later on in the presentation, we will get to one of those. 

So I'm going to hand it off to Carlo. 

>>  Thank you.  Those are great and in my role as being the tobacco 

control resource center for the state of Maryland, I encourage you to use some 

of these that include tobacco.  That is critical for more the vaping now than the 

smoking.  Okay.  Let's move on to the -- okay. 

So the brief intervention.  Once have you screening and you say, okay, 



 

they have some risky pattern.  Again, it depends on the level of what you have 

heard.  You want to do a brief intervention.  It's a motivational discussion with a 

goal of incompetent creasing awareness and readiness for change.  That is what 

you're trying to do.  So brief interventions are really what we call teachable 

moments.  Teachable moments are newly diagnosed conditions.  If somebody 

comes and they're coming in for a cough or for other kinds of things, you are 

trying to use that to become a teachable moment for substance use prevention 

and treatment. 

You know, emergency rooms are using it now regularly trying to screen 

and do interventions if you go see a specialist, we're trying to get docks.  I had a 

project I did with SAMHSA training residents and trying to build inside the 

residency program an SBIRT component.  Pregnancy is another area you would 

think about that.  Naturally occurring health events, asthma or something like 

that, you want to look at the student's use of that.  So brief interventions take 

advantage of the teachable moments. 

The basics again of the brief are three to five minutes conducted 

face-to-face, can be done on the phone, connected with feedback that you get 

from the screening. 

So you talk about whatever it is I said to you.  It can be done with 

additional materials used to supplement it.  You can use sometimes we have 

little handouts that you can give to people about here is information for smoking.  



 

We can say here is how you call the quit line.  Here is information about that. 

The purpose CSAT stated the purpose. 

[READING] 

So that is what we are really looking for to do that.  Brief intervention in 

research, we did a review of brief intervention in all of the different substances in 

2020.  Published that.  But there is a lot of support for brief intervention in 

multiple settings.  Even on the web with populations of all ethnicities and ages 

for a variety of health behaviors.  The severity and type of substance have a 

moderating effect on its effectiveness.  The more severe the problem, the less 

we find that brief intervention is -- you haven't been able to connect them with 

resources and specialists, that outcome is not as good.  The type of substance, 

and brief intervention often with heroin individuals is harder to work with and to 

get good outcomes on, but marijuana, alcohol, tobacco, all of those have shown 

to have good outcomes with effective outcomes with adolescents. 

What is behind the brief intervention.  Many people know we talk about 

the stages of change if you heard me before I have probably talked about that 

once or twice.  People change voluntarily only when they become interested and 

concerns with the need for change -- 

[READING] 

Depending where they are, we're trying to interest them, convince them, 

have them convince themselves really, build an action plan and begin to take 



 

some action. 

So, the stages of change really identify all of those key issues. 

So, one thing that we have been teaching is trying to have people 

understand where people are on a readiness ruler on stages of change to help 

them understand where a person is.  If you're in pre-contemplation, you want to 

shape your brief intervention to encourage interest and concern in 

contemplation, you want to do the risk reward analysis.  That is what you are 

trying to encourage.  All of these stages have tasks that you want to help people 

with.  Sometimes once you kinda say, you know, this seems like a problem that 

is effecting your health, a person says I want to do something about this, you 

have an opening to move in and offer some help, whatever that help is.  

Referral, intervention or however you want to do that. 

So, again, you have all of those aspects that are there for that. 

So, when I think about addictions, what I see is there is a process of 

becoming addicted, developing a substance use disorder, and there is a process 

of recovery.  A lot of times when working with adolescents, we're actually 

working in this process of initiation. 

We're trying to keep the adolescents in pre-contemplation.  Even if 

somebody says no as Brett mentioned I don't do any of those things, you want 

to reinforce that.  That is great because those can affect your performance in 

school and other things you do.  Terrific, you should be proud of yourself.  You 



 

try to keep them in pre-contemplation.  If you have them moving along in the 

stages of initiation, you want to help them move back to pre-contemplation.  Or 

begin to disrupt if they're in action phases. 

When working with adolescents, a lot of times you're working with 

prevention and you need to be thinking about the stages of initiation. 

Once the individual has created the pattern that is, you know, says a 

weekly pattern, I saw a question that says why not daily, if they're doing it 

weekly and they're adolescents, it's a problem.  You need to think of them as 

they have really moved down the road.  Once they're there, you need to talk 

about treatment, recovery and whatever.  Whether recovery is abstinence, the 

issue is how to get them out of the trouble and building a better life. 

So, so that is really what we're trying to do.  This is how I (indiscernible) 

that.  So you will see that basically the stages of initiation are similar to the 

stages of recovery.  That you have expectancies and beliefs in pre-contemplation 

and contemplation.  It's pushed some of the use moving people out of that is 

pushed by mental health problems, environmental pressures, get kids to move 

forward to in the stages toward adoption of a substance.  But they have to make 

decisions along the way.  Then they have to become good at it because they're 

adolescents, many of these behaviors they're engaged in are either illegal to buy 

or illegal to use. 

And so basically they have to become good at using these substances. 



 

And what we're trying to do in our prevention is really to interrupt that 

process. 

What we're trying to go.  That is why parental monitoring, for example, 

parental monitoring is a very important tool for prevention.  Once the parents 

get in and see what is happening and realize that they're doing it, if they really 

take some significant action, they can disrupt the student from moving on to 

action and getting into maintenance.  You're trying to disrupt the process.  Again 

you have it down here and they're using on a regular bases, you get the brain 

and physiology changes and you have to think about how to get that going and 

how to deal with that. 

So this is prevention.  If you got no problems or very little problems when 

you do the screening, you're working in that pre-con testimony plagues, 

contemplation preparation process and moving them backwards.  If you're at 

risk, students are using, that is where the brief intervention focuses on how can I 

change the metric for this student, how can I get this person moving back into 

contemplation.  How can I get them to rethink the process or stop doing all of 

this and maybe changing the way that they are doing some other things or get 

them involved in something else.  You're always trying to think about that 

process. 

I want to put this slide in because I want to remind you that people can be 

in different stages with different substances.  So this is a picture of an adolescent 



 

where you have the adolescent in pre-contemplation for heroin, cocaine, they 

don't gamble, have an eating disorder, but they have messed around with 

substances like LSD, and they are actively drinking, not significantly, but drinking 

so they're in the action phase of kind of beginning to drink regularly. 

And they regularly use nicotine and marijuana.  So they're in maintenance 

for the nicotine and marijuana.  If I were going to screen this person, I would 

focus on supporting the fact that they are not using other substances and really 

focus in and say, well, yeah, what makes nicotine and marijuana so attractive to 

you?  How does this work for you?  And try to get them to talk a little bit about 

that. 

Those who have been in the field can realize there is probably a single 

expectation that might drive both of these aspects of pre-contemplation and 

maintenance.  Kids will say oh, I don't do any hard drugs.  I only do nicotine and 

marijuana. 

So there is some sense that nicotine and marijuana are protective and 

they go okay so I'm in pre-contemplation for heroin and cocaine but that same 

belief helps them move forward into action and maintain for other substances. 

Those are the three substances that typically they will use. 

The one that most of them use will study looking at which gets used first, 

alcohol is actually the drug.  It used to be people would say smoking is a 

gateway to drug use.  It is actually drinking alcohol that is the gateway to a lot 



 

of substances and using multiple substances.  Once you have people in 

maintenance, they're often doing all three of these.  That is just to keep you to 

understand where that they are. 

So now let's think about the adolescent process of change because you 

have to think about the when we're talking to adolescent what is going on.  The 

time perspective is different. 

They really are focused on now and not long-term consequences.  They're 

executive cognitive function, the decision making process and affect regulation is 

a work in progress. 

It, brain and maturity doesn't happen well into the 20s.  People talk about 

26 before the brain is fully developed.  Basically both brain and behavior 

immaturity is there.  They have a good bit of impulsivity.  My girls were 

adolescents, what was planning.  Planning was driven by the text.  Whatever 

text you got, that was what you were going to do next. 

So, they're impulsive.  Social influences are also very important to them in 

decision making.  You can't pooh-pooh that, you have to take that into account.  

It is hard for us as adults and as we get older it gets harder to value the decision 

making of some of these youth.  The arguments they make you go oh, my God, 

you don't really think that do you?  They do.  You can't be judgmental.  You 

need to make sure you're understanding their decision.  And planning is not 

usually a strength.  And commitment to change quickly. 



 

So yes, they do it but they see somebody that they really value doing this 

so that can change their contemplation and decision making and also change 

their commitment. 

And for many of them, you know, there are some stress and distress 

tolerance issues related to anxiety and depression and, you know, building and 

finding their own identity that is difficult and interferes with sustained action.  

And may promote using some of the substances. 

You need to be aware of all those things as you work with adolescents. 

I'm going to do a quick thing here on brief interventions.  I'm assuming 

most of you have had some training or exposure to motivational interviewing, so 

the brief interventions are based on it, but it is not motivational interviewing.  I 

call it motivational communication.  You try to use the principles and practices 

and spirit of motivational interviewing to use that to inform your brief 

intervention. 

Because you can't do a long extended thing because then it is no longer a 

brief intervention.  What we're thinking is people can change.  That is an 

important assumption.  These students can change. 

Motivation is a state of readiness.  It can fluctuate from one time or 

situation to the next.  That is why we're talking about teachable moments. 

[READING] 

Whether you're a psychologist, social worker, addiction counselor, 



 

whoever, you can influence this. 

You cannot force people to be motivated. 

Or be motivated for them.  But you can make a difference.  I think that is 

really the motivational communication message.  The goals of the brief 

intervention as we talked about before is increased awareness. 

[READING] 

Change the way the adolescent understands or feels about a particular risk 

factor or behavior.  That is what the conversation and brief intervention, the goal 

of it is. 

The principles if you're in medical settings, people talk about patient 

centered communication, but it is really based on motivational interviewing 

strategy as I said.  Empathy, collaboration, skillful management of resistance.  

Don't go head on and yell at them about if they're being resistant. 

[READING] 

So you really want to be collaborative with them in this intervention. 

And you know the basic skills.  The skills are the oars.  Open ended 

questions, affirmations, supporting them, giving them kudos for achievements 

they have had.  Using reflective listening.  Listening to what they are saying and 

feed it back to them and summarizing.  These can help you engage, can help 

you lead them to motivational statements and help support reasons and 

concerns for change. 



 

So quickly, what are you trying to reflect when you hear the adolescent 

talk about things?  It shouldn't be a random reflection.  You're looking for 

anything they say that is change talk rather than sustain talk.  You hear both of 

those often.  You go I know, I don't know about vaping and nicotine, we will talk 

about this stuff and vaping and the vape and what is in it and all that, but I don't 

think it is that harmful because my friend does it and has done it a long time.  

You hear both and you try to pick out, so tell me more about the concerns that 

people have told you about in terms of vaping. 

So you are trying to direct the conversation into the change talk, and help 

them develop more motivation to change. 

So reflections can help move the conversation forward. 

As you know, there are two kinds of change talk.  Preparatory.  The darn 

language, desire, ability, reasons needs to change.  When you see people further 

along, they have commitment, ready, beginning to take steps, whatever. 

Oftentimes, that is doing initial stuff.  I'm going to start exercising.  I want 

to run and do that kinda stuff.  Great.  I think that will help you and could really 

help with the vaping as well. 

So here is some dos. 

Listen closely to the client.  Ask evocative questions.  How would you like 

things to change?  What do you think you might be able to change?  What is the 

downside of things going on now?  You're trying to elicit with questions evoke 



 

the concerns and -- the pros of change. 

The end game is get a sense of how information is impacted the client.  

Roll with resistance. 

[READING] 

Approximate they're saying I'm willing to cut back, getting the client to yes 

is what you want. 

Yeah.  Ultimately you want to move from risk to readiness to referral. 

Besides telling them to do something they don't want to do or are not 

ready to do, they're not going to do.  Keep that in mind. 

When you try to offer advice, when I teach motivational interviewing to 

students, I say there are two experts in the room.  You're an expert on the 

substance use stuff and other mental health stuff and whatever, but they're an 

expert on their experiences. 

You need to honor their expertise if you want them to honor yours. 

And we use this elicit provide elicit for motivational interviewing as a way 

to provide information or advice.  You ask permission even for the screening 

Brett talked about ask permission.  I do this with my clients, is it okay to ask a 

few questions.  If they say yes, there is more opportunity to buy into the 

information you're offering them.  Provide the information in an objective and 

compelling manner. 

You're trying to kinda give them, you know, here, let me tell you what I 



 

know about alcohol and heavy drinking.  Give them information about that. 

And then you elicit.  You get the reactions.  How, what did you think about 

that?  And use these reactions to get to negotiating a plan. 

And again, plans can, I'm going to consider this feedback, you know, 

maybe look at the monitor the impact of the substances, cut down harm 

reduction change risk use or stop the behavior completely. 

So, there could be any of those plans that the adolescent comes up with.  

The key for adolescents, accept referral and willingness to engage, facilitating 

the referral process, and trying to connect them, and then recognizing, this is 

very important for them, when a mental health problem is involved and may 

provide a hook.  Some of these students have experienced trauma.  These 

students have high anxiety problems or some students may experience 

depression.  You want to make sure you're really looking for all of those things 

when working with adolescents. 

And again I'll quickly, what you're trying to do is build a plan.  You're 

looking for signs of readiness, and then you're trying to consider taking steps.  

What would be the next step for you. 

And then making a referral for help when you need a more intensive 

assessment or intervention. 

So here Bernstein at Harvard talked about brief negotiating interview.  He 

talked about five steps working with adolescents. 



 

[READING] 

Those are the critical dimension of the brief intervention that you are 

trying to do with them.  What you're trying to do is screen, brief intervention, 

recommend follow up, referral, you treat them.  If possible, or recommend 

specialized treatment if that is not in your bailiwick.  If you're going to do 

referral, there is something we know about hand offs.  Hand offs are the ways 

you talk about but also the way you actually refer a person. 

So, these are ways that impact engagement and adherence.  Hot hand off 

is the best.  Matching patient to provider, talking about the provider, aiding in 

direct contact.  Walking them down the hall, and bringing them in to meet the 

person right there right after the intervention that you have done with that. 

A warm hand off is similar to some degree.  You're trying to match the 

patient to the provider.  There is some kind of indirect notification to the 

provider, maybe a note in the chart or electronic message, something like that.  

It is just not as person.  And then cold hand off is what happens, there is no 

notification a provider is giving you, you need a -- here are five places you can 

go and you have to decide without telling you anything about that and during 

that.  It requires so much self-activation by the patient.  You really want to try to 

avoid that and get to as close to a hot hand off as you can when trying to do the 

referral. 

And I think that with that I do a hot hand off to Brett and she will finish up 



 

here looking at how to expand the model to other health concerns. 

>>  Thanks Carlo. 

All right.  So, we talked about SBIRT for substance use.  That is how 

generally and historically it has been used.  It is an evidence based model with 

substance use and it's a model that is increasing in use across the country. 

Being implemented in organizations.  In the SBIRT field, we talk about, 

you know, how we want organizations to implement this more often.  

(indiscernible) mental health and suicide prevention I feel like there is less 

uptake there.  There is an opportunity to address these cooccurring issues within 

the SBIRT model.  So this is a model that is being used and it is increasing in 

use.  This is a great opportunity to integrate these depression, anxiety and 

suicide risk. 

So you can see that depression and anxiety cooccur with substance use.  

1.7 percent of adolescents 12 to 17 had both substance use disorder and a 

major depressive episode in the past year.  Those with past year major 

depressive episode are likely to use illicit drugs, marijuana and opioids.  You can 

see the percentages there on the screen.  And then my area of expertise is 

suicide prevention. 

I want to give information about suicide risk in general.  We're talking 

about youth, we know that suicide rates may be lower among youth and 

adolescents in particular but the rate is increasing faster among youth than any 



 

other age category.  I'm talking about adolescents.  Right now I have the 

transitional age youth provided here, you have a rate of 10.5 per hundred 

thousand.  That is 6500 total deaths in 2019 by suicide in that age category.  

That is the 2019 data is the most recent data we have available. 

So at risk substance use is the second most common risk factor for suicide.  

I want to point out those with an opioid use disorder have six times the suicide 

rate as the general population.  That rate is 87 percent 100,000 population.  

Parental opioid use is associated with youth suicide.  That is two times the risk, 

being in an opioid crisis which is especially troubling.  Students who misuse 

prescription opioids -- one and a half times more likely to have had suicidal 

thoughts.  One and a half times more likely to make a suicide plan and one and 

a half times more likely to have attempted suicide. 

So based on the information and the data we have and what we are 

seeing, there have been calls to jointly address substance use and suicide.  It is 

so important.  I put a screenshot here from the trust for America's health and 

report their pain in the nation series to address the crisis.  We talk about, you 

know, deaths of despair which is also death from alcohol intoxication, and stuff 

about drug overdose and suicide.  It is essentially looking at self-injury mortality 

rather than looking at it drug overdose and suicide.  They should be addressed 

together. 

Oftentimes, there is misclassification as suicide unintentional particularly 



 

with drug overdose.  We know that in the opioid -- it is definitely possible that 

suicide prevention could be a missing link in that if we look at suicide prevention, 

we may be able to work at this crisis.  In 2019, there was minimum standards 

for suicide care and accredited facilities. 

So there are many commonalities in SBIRT.  We can introduce suicide risk 

screening intervention as well as screening and intervention for depression and 

anxiety.  I'm not going to get based on time too much into depression and 

anxiety.  I put more information on the right of the screen for the PHQ9 and 

GAD7.  I will talk more specifically on the left side screening using the craft 2.1 

or craft N2.1 for anxiety with the GAD2 and seven, depression and 

suicide -- CSSRS, that is self-harm and suicide questions.  The PHQ3 asks an 

additional question about suicide risk which can be used as a prescreen.  We will 

get more into the (indiscernible) screen -- the brief intervention 

for -- (indiscernible). 

And for suicide we have a safety planning intervention. 

Extended brief intervention would be a return visit for additional brief 

intervention for substance use. 

And structured phone follow up for suicide risk and then, of course, we 

have referral. 

The Columbia suicide severity rating scale is an eight item scale, some of 

the questions have multiple questions in them.  Some people like to break them 



 

out.  You will see it looks like six questions.  It covers the full range of ideation 

and behavior including intensity, frequency and changes over time.  It is an 

important tool to use.  It will have a question like you wish you were, you know, 

wish to be dead or go to sleep and not wake up.  That is the question from the 

PHQ.  You don't have enough information to assess level of risk.  This 

categorizes different types of lifetime and recent behavior.  And then you get 

passive, active, method, plan, intent. 

That one question example I gave you gives you just passive.  You don't 

have enough information to determine risk level and intervention. 

This is the Columbia screen.  The first question is have you wished you 

were dead or wished you could go to sleep and not wake up.  That is passive 

ideation.  If someone answered that they have had that, it is, it may just be low 

risk.  That is all they answer. 

[READING] 

That is active suicidal ideation.  You can see both of those are yellow.  

Someone can be thinking about suicide and still have low risk level. 

The answer no to these questions, you go on to six.  You want to know 

about behavior. 

If they answered yes, you want to ask the remainder of the questions.  

Question three, have you thought about how you might do this?  That is asking 

about a method.  That increases your risk to a moderate level.  Next question, 



 

have you had any intention of acting on these thoughts of killing yourself as 

opposed to thoughts that you would definitely not act on.  That is intent.  That 

increasing the risk to high risk.  Question five. 

[READING] 

This covers plan and intent.  That is also high risk.  And then you're 

looking for recent behavior.  Lifetime versus recent. 

[READING] 

Actual behavior is high risk.  How do you interpret this?  I was going over 

it briefly on the last screen.  You have, so for the low risk, you want to refer the 

individual for behavioral health services.  It may be in house if you have those 

services in your setting or it could be to an external provider.  Medium risk, 

suicidal thoughts with a method but not a plan or intent to carry out the plan.  

You may want a behavioral health consultation. 

Suicidal intent without a plan is high risk.  You want to take patient safety 

precautions, same with plan plus intent. 

It depends because if it's more than a year ago, just a referral, if it's less 

than a year ago, it is higher risk. 

Because, of course, the longer it is in the past makes it less of a risk. 

Again behavioral health consultation and patient safety precautions. 

What do you do after the screening?  So for low risk and this is kind of 

we're talking about with substance use and like positive reinforcement, it is 



 

similar.  Low risk if it were everyone you want to give universal precaution.  

Information about how it is okay to feel down and where to seek help.  And then 

for moderate and high risk, you want to complete a risk assessment using the 

safe T, there is more information there as well.  If you have the time where 

someone else on staff can complete a risk assessment of. 

And then conduct a safety planning intervention which we will get to in a 

moment.  If imminent risk, do what needs to be done to keep the person safe.  

Emergency evaluation or hospitalization. 

Sorry I'm going a bit quickly here.  I want to keep my eye on the time.  I 

see there are questions coming in as well.  So safety planning intervention is 

really a clinical intervention for those at risk of suicide. 

The idea is that it is to help them make it through a time suicidal crisis and 

manage those thoughts.  Suicide risk does fluctuate over time.  A lot of times 

you feel like, you know, this is where you are and this is what your situation is 

like and there is no end to it but there is.  This provides an actual tangible plan 

for managing suicidal feelings and saying when the feelings emerge.  The idea is 

they come but also go.  How do you manage that urge until they go.  It provides 

a simple format as a problem solving.  Diminishes during a cries.  This helps the 

individual to improve problem solving skills and increases their self-efficacy to 

handle issues as they come up on their own in the community.  When people are 

in the field are new to this and you're not trained, you think about someone 



 

says, you know, they're thinking about killing themselves or they want to kill 

themselves, (indiscernible) hospitalization that is a very negative experience for 

someone, particularly if they're just having thoughts and have no intent or don't 

even have a method.  To see what the risk level is, we want to provide care in 

the least restrictive environment.  It is best to keep them in the community if 

possible and they will have a more positive experience.  If they have a negative 

experience, they will be less likely to be open and honest and disclose any 

feelings that they are having in the future. 

This determines, so the safety planning (indiscernible) behavioral 

strategies to use during suicidal crisis and the clinician guides the patient and 

family to generate their own ideas.  Similar to the SBIRT brief intervention in that 

it is directed by the client. 

And you also want to be careful it is not a general crisis plan.  There is a 

specific one for suicide prevention because triggers and coping responses are not 

the same. 

So there are six steps to the safety planning intervention.  Recognizing 

warning signs, employing internal coping strategies. 

[READING] 

That means reducing access to legal means. 

When it is used by someone, they recognize their own specific warning 

signs.  Each person has their own.  When they recognize that, they know a crisis 



 

is coming, they feel an urge, they can employ the steps one by one in order so 

you can start by employing an internal coping strategy.  That could be going for 

a walk, doing some kind of exercise or listening to music.  Doing something on 

your own.  It is really supposed to distract you.  If that doesn't work, socialize 

with others as a way of distraction.  Not talking about what is bothering you, it is 

about doing something for distraction.  Meeting a friend and watching football.  

If that doesn't work, you contact family members and friends to resolve the 

crisis.  It is important to identify these people and confirm with those individuals 

that they know they're playing this role and they agree to do that.  When the 

time comes, you want to make sure they're involved. 

And then if that doesn't work, it is cabbing mental health professionals and 

agencies so they will then put specific agencies and providers and numbers, and 

then making the environment safe.  You want to make sure if there is a gun in 

the home, that is given to someone else or stored safely or not loaded.  If there 

are prescription medications, those are placed somewhere else. 

And so on the next slide, I have examples of how to as an intervention 

and as a provider to elicit the information and build the safety plan.  Based on 

time, I'm not going to go through all of these but there is a safety planning guide 

which has this information.  I hope you access the link there below and take a 

look at that.  There is also an app that, I think it's an easy to use app that an 

individual can put their safety plan on that so they have it at all times.  The steps 



 

are there.  Providers like to have the client enter their information, safety plan 

into the app before they leave the office. 

And then following up after referral so there is many ways to do a follow 

up, like on demand care and contact.  You can see the picture on the side, a 

simple text, it's been time since you were here.  We hope things are well.  If you 

wish to drop a note, we'll be glad to hear from you.  There is warm hand off to 

other levels of care to provide suicide specific treatment.  Substance use disorder 

treatment it's the suicide prevention version of that.  And structured phone 

follow up.  You can reach out by the phone.  This is evidence based practice tied 

to safety planning and prevention which has shown positive results.  It's a brief 

suicide assessment and mood check. 

[READING] 

And then you can monitor missed appointments. 

All right.  Sorry for going over quickly but just some final thoughts here.  

SBIRT for -- practice is needed to become proficient.  We know it is important to 

continue brushing up on skills, getting clinical supervision and making sure 

everyone is comfortable working with patients addressing sensitive issues.  

Patients is really needed to foster change.  Based on what we have been talking 

about, the end of the presentation is important to understand that the SBIRT 

(indiscernible) real opportunity to integrate other issues that cooccur with 

substance use so we can address the issues they are facing, not just adolescents 



 

but adults today. 

All right.  So thank you for, you know, listening to us and open up for 

question. 

>>  Yes.  Thank you. 

>>  All right. 

So we have quite a few questions that came in.  I will get right to them. 

The first is at what point does substance use qualify as danger to self as it 

relates to confidentiality?  Does it ever? 

>>  Hmm.  I will take a stab and maybe Brett, you want to say something.  

Obviously it's a danger to self at the point that people are using where it 

becomes dangerous.  Drinking and driving, now, do, we don't have a way to 

refer these people to kinda say okay we have to break confidentiality because I 

need to tell somebody that you are doing this.  It is really hard to know when 

you do that, and what does that?  We know that the heroin, you 

know -- currently we don't have a way to say you can't go.  You have to stay 

here. 

It depends on the limits of really the ability to intervene in a more forceful 

manner in terms of that.  It always can be, if heavy drinking binge drinking, drug 

use, all of these can lead to significant morbidity and mortality. 

>>  All right.  When are we required to share information with parents?  

This is always a tough question. 



 

>>  You want to take that Brett about suicide, how do you handle that? 

>>  Yeah.  Actually just got this question on a different webinar. 

The question was, you know, if there's a positive screen on a suicide 

screen that information is confidential, and then the next thing that is done, the 

provider has to do an assessment and find more information.  And then do the 

safety planning intervention. 

So but it is really important to engage the parents or caregivers in care 

and in the essentially with suicide and also for substance use, they're a critical 

part of the care plan. 

So that is when you would want to tell the, to really encourage the 

adolescent to kind of support and approve the inclusion of the parent or the 

caregiver. 

I think this is really a similar case with substance use.  You don't want to 

do something against the youth's will.  For the most part, that is usually okay 

with the youth, so I haven't really in my case seen that been refused but yeah.  

So that was really the process for involving parents and caregivers. 

>>  I would just add I think it is important to look at the age also.  If 

we're talking about an 18-year-old versus a 12-year-old, I think you have some 

more leverage to really talk with them and try to convince them to talk to 

parents about the issues. 

>>  All right.  Thank you.  This is from Leslie.  If a minor is using a 



 

substance such as heroin or other opioid which have a high risk of fatality, would 

this information be withheld from parents if minor is unwilling to consent in info 

sharing.  Parents normally have to sign consents for minors to engage in 

services. 

>>  Again, I think that depends on the level of risk that you assess.  If 

you think this person is not just using substances but using substances in a way 

that they are going to commit suicide or kill themselves, I think you then have, 

that falls under the confidentiality piece you talked to them about if you're a 

danger to yourself or others.  So but that's a judgment call.  You have to judge 

when that is, not just say well every cocaine people die from cocaine, so if the 

person is using cocaine, I have to call in, refer them or get an emergency hold or 

something like that on these folks.  You have to be careful not to do that.  

Because then as Brett said they won't tell you anything else anymore if it's a bad 

experience.  You're really always walking that line.  I think you want to assess 

suicidality if you are thinking this is a level of substance use that they are really 

out of control. 

>>  Okay. 

>>  I don't know if that answers it. 

>>  I think it does.  Okay.  Next one says when provided positive 

reinforcement and trying to do a brief intervention with other risks, what is a 

good way of saying/doing this?  I have worked with young adults and adult 



 

clients who said they don't like getting positive feedback about not doing 

something and negative feedback about doing other things because it doesn't 

seem objective or empathic and feels judge-y. 

>>  Affirmations are always tricky.  A lot of times if you are oh, you're 

doing well I'm glad you don't do -- it's too much.  You have to be careful.  It's 

gotta be genuine. 

You have to genuinely kinda believe, oh, that is, so you're not doing any of 

these substances.  That seems, and you got some goals about going on to 

college and doing those things, that is helpful because this will be supportive of 

your goals. 

So trying to build it in a way that is credible and genuine and not 

something that is just rah-rah.  I think that they do see thing that and that is not 

what they want. 

Especially if the rara is then balanced by criticism. 

Okay.  Well this is what you're doing wrong.  You're not going to get 

there.  You have to let them move through this process.  I don't know Brett if 

you have thoughts about that. 

>>  I completely agree with that.  That's the way you word it.  I was just 

saying about positive – sorry -- about the universal precautions, the way that is 

worded too because it is done differently for adults.  There isn't a lot on how to 

do it for adolescents.  It is not the same way, it is not worded the same way.  



 

You need to word it in a way that adolescents will accept it.  For positive 

reinforcement, you can't just be like great that you don't use alcohol or drugs 

and you're only drinking this much, great behavior, keep it up.  It has to be 

framed in a way that it is seen like good behavior but also in a way that they're 

going to accept that and it would be positive to them.  So it is definitely in the 

wording of it. 

>>  We have time for one more.  I'll squeeze in this person asked our 

school district has problems -- how can teachers do interventions, do we need a 

certificate to do so? 

>>  Well, schools are hard to get into. 

It is very difficult.  Unless you're a school counselor or nurse, those folks 

are there.  You might want to consult with them and see if they need any help 

so that you could talk to the school nurse or counselor and see if they need 

anything, especially a peer or talk or something like that that might be helpful 

that you can do.  But really getting inside the school and getting access to 

students and trying to screen all of them, that is not going to work unless you 

have some kind of platform that gives you a role in the school. 

Because they're not going to just bring you in and say we're just going to 

put a counselor here and screen all our kids. 

>>  This is a teacher.  The person is in the school.  She's asking if she's 

able to do that or if you have to have a certificate for that. 



 

>>  No I think teachers can be impactful in terms of working with 

students that are there.  Using a brief thing.  I don't know if you are comfortable 

doing screening, you may want to kinda, you know, have some kind of thing that 

you do where you have, I'm worried about you, I want you to see the school 

nurse or guidance counselor and talk to them about that and then talk to the 

counselor about your concerns and have them maybe do the brief intervention 

and screening. 

But you are capable certainly of asking a couple of questions and certainly 

intervening there without a certificate. 

>>  I'm going to add too, there is not really, right, like it's not necessarily 

a certificate.  The role that a teacher would play I feel like in suicide prevention 

we call them gatekeepers.  I think it would apply in this case too.  You come into 

contact with youth who could be misusing substance could be at risk of suicide 

and you can be the gatekeeper to identify something that is not right.  If there is 

a system in place like Carlo was talking about for SBIRT or the school nurse or 

health center that you would provide a referral, give the youth an opportunity to 

go over there to get screened and possibly get a brief intervention.  That is how 

it would work best.  Pulling in administration and getting everyone on board that 

we identified we want to provide substance use for students and develop a 

process for it.  So what is the role the teachers play, what would you do if you 

identify someone you think is at risk, where do they go and who plays what role. 



 

>>  Great.  We're running out of time.  I have to close up.  But thank you 

Dr. Harris and Dr. DiClemente.  For questions we didn't get to, we will e-mail 

these to them and they can type answers and we will post them on the web 

page where all of the other information is for the, this webinar.  So stay tuned if 

you have further questions.  Just a reminder the link to the CE quiz is on the 

same page where you registered.  The website is on the top of the screen.  

Follow the guide if you haven't gotten a certificate with us before.  It will make it 

seamless and easier and reminder that if you need your certificate to say live, 

make sure to complete the quiz within the next 24 hours.  Here are upcoming 

webinars.  Take a look and hopefully you can join on some of those.  A reminder 

to register for the annual conference.  You can save up to $151 if you register 

before September 15th.  We had a great turn out and it is virtual again this year.  

In addition, we have preconference days.  There are three days, two sessions 

each day to choose them.  You can take them all on demand.  The cost for 

NAADAC members is $60, and it is 65 for non-members. 

We have gotten wonderful content.  I hope you can be there for that.  

We're doing an online training series for advances in technology in the addiction 

profession.  It is designed for the professional in how to incorporate technology 

in treatment and recovery.  There's been a lot of good information.  Hopefully 

you can check that out.  The website is at the bottom of the screen.  Reminder 

of the benefits of NAADAC.  My favorite is just if you're a member, there is a lot 



 

of CE credits that are included.  And as a license professional, it is important for 

us to do our continuing education, so if you're not a member with us already, 

please consider joining.  And that is it.  Thank you again Dr. Harris and 

Dr. DiClemente for your valuable expertise and knowledge and support in the 

field.  Stay connected with us on social media y'all and I hope you have a 

wonderful rest of your week.  Take care.    

 


