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Abstract

Background: The United States Preventive Services Task Force recommends annual alcohol 

screening and brief behavioral intervention (alcohol SBI) with general adult and pregnant 

populations. Implementation of alcohol SBI in primary care has encountered numerous barriers 

to adapting procedures and infrastructure to support its routine delivery. This collection of case 

studies describes the implementation strategies used by 4 academic health system teams that 
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were funded by the Centers for Disease Control and Prevention to implement alcohol SBI within 

healthcare systems to prevent alcohol-exposed pregnancies.

Methods: We used constructs from the Framework for Reporting Adaptations and Modifications-

Expanded (FRAME) to describe planned and unplanned adaptations to implementation strategies, 

and the SBIRT (Screening, Brief Intervention, and Referral to Treatment) Program Matrix 

to identify key questions, challenges, and recommendations for improving alcohol SBI 

implementation. Participating systems were 2 regional affiliates of a national reproductive 

healthcare organization, an integrated non-profit healthcare system, and an urban medical center 

and its affiliated network of community health centers.

Results: Planned adaptations included expanding the target population for brief interventions 

to include patients drinking at low levels who could become pregnant, modifying workflows 

and systems to support routine screening, and customizing training content and logistics. 

Unplanned adaptations included varying site recruitment and pre-implementation awareness-

building strategies to enhance local receptivity of systems with decentralized management, and 

pivoting from in-person to virtual training during the COVID-19 pandemic. Fewer unplanned 

adaptations were observed for health systems with centralized management structures and practice 

teams that were fully engaged in implementation planning, training, roll-out, and problem-solving.

Conclusions: Unplanned adaptations were observed across the 4 cases and emphasized the 

importance of flexible, adaptive designs when implementing evidence-based practice in dynamic 

settings. Participation of the health system in planning, including decisions to modify electronic 

health records and workflows, supported adapting to unplanned circumstances to achieve 

implementation goals.
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Introduction

Alcohol is a teratogen that can cause miscarriage, low birth weight, and lifelong behavioral, 

intellectual, and physical disabilities, known as fetal alcohol spectrum disorders (FASDs).1 

Alcohol consumption during pregnancy is the sole risk factor for FASDs.2 Because there 

is no known safe amount, no safe time, and no safe type of alcohol use during pregnancy, 

clinicians should advise patients who are pregnant or trying to conceive to abstain from 

using any alcohol.3

The United States Preventive Services Task Force “recommends screening for unhealthy 

alcohol use in primary care settings in adults 18 years or older, including pregnant 

women, and providing persons engaged in risky or hazardous drinking with brief 

behavioral counseling interventions to reduce unhealthy alcohol use.”4-6 Standardized 

alcohol screening and brief intervention (alcohol SBI) has been widely promoted to meet 

this need.7,8 Adapting alcohol SBI to reach individuals at risk for an alcohol-exposed 

pregnancy (AEP) could provide a systematic way to identify patients with low levels of 

alcohol use (ie, those who screen negative for excessive use on standardized screeners) 
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who are or might be pregnant and provide them with the necessary guidance to make 

informed health choices.9 Despite the effectiveness of alcohol SBI in addressing excessive 

alcohol use for adult patients, and its potential to be used as an FASD prevention strategy, 

the adoption of alcohol SBI in primary care practice faces numerous barriers, including 

competing demands and priorities,10 challenges adapting systems-level infrastructure 

and workflows,11 clinician beliefs and self-efficacy related to discussing alcohol use,12 

complexities targeting multiple behaviors for AEP prevention (ie, the need to assess 

any alcohol use and contraception method),13 concerns about stigma,14 and insufficient 

reimbursement.15 Technology-supported electronic SBI (e-SBI) addresses some known 

barriers but still requires adaptation to be integrated within clinical operations.16

Adapting alcohol SBI to improve its feasibility within healthcare environments11,15,17 

while preserving its effectiveness and fidelity is expected and necessary.18,19 Proactive 

(ie, planned) adaptations made in response to anticipated circumstances include modifying 

content to enhance cultural acceptability; customizing systems and procedures to support 

delivery; and tailoring training to meet provider and staff needs.18 When unanticipated 

circumstances arise, such as the COVID-19 pandemic, planned strategies may need to 

be paused or modified. The literature acknowledges that reactive (ie, unplanned, but 

contextually responsive) adaptations can still support implementation aims if they consider 

data, theory, best practice, and the potential impact on intervention outcomes.20,21

This paper describes the observations and reflections of 4 multidisciplinary project teams 

funded by the Centers for Disease Control and Prevention (CDC) to implement alcohol 

SBI and AEP prevention protocols within structurally diverse primary care systems and 

the planned and unplanned strategy adaptations used to promote the adoption of alcohol 

SBI into clinical practice. We used a logic model designed by the CDC to guide the work 

of the projects and the SBIRT (Screening, Brief Intervention, and Referral to Treatment) 

Program Matrix22 to describe multi-level strategies used by teams. Constructs from the 

Framework for Reporting Adaptations and Modifications-Expanded (FRAME)18,20 were 

used to describe whether adaptations were planned or unplanned, what was modified (ie, 

content, context, training, evaluation, or implementation), why it was modified, and lessons 

learned.

Project Context and Timeframe

Over a 4-year project period (2018-2022), 4 multidisciplinary project teams led by 

researchers experienced in alcohol SBI training and implementation, partnered with a multi-

clinic healthcare system within their respective regions to implement alcohol SBI and AEP 

prevention protocols. Key strategies for these projects, with their associated outputs and 

outcomes, are outlined in Figure 1.

Methods

This study is a descriptive, multiple case study of 4 alcohol SBI implementation projects, 

led by the authors of this manuscript. Each author reviewed their project team’s original 

proposals, action plans, and progress reports to develop their case. Cases were structured 

to describe the 5 components of the SBIRT Program Matrix: (1) performance site type 

King et al. Page 3

Subst Use Addctn J. Author manuscript; available in PMC 2025 April 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



(services provided), location (urban/rural), receptivity to alcohol SBI and AEP prevention; 

(2) management structure (centralized/decentralized administration and systems, training 

methods, quality management); (3) providers and staff involved in implementation; (4) 

patient demographics (if available); and (5) services planned.22

Applying constructs from FRAME,18 each team summarized their implementation 

strategies, adaptations made, reasons for and goal of the adaptation, whether the adaptation 

was planned or unplanned, and how the adaptation promoted the implementation of alcohol 

SBI.20 Teams also identified the SBIRT Program Matrix level impacted by the adaptations 

(ie, structure, provider, patient, or service level).22

Over a period of 9 months, the authors independently developed and reviewed drafts of 

their 4 cases and convened monthly on a series of 1-hour, group videoconferences to 

discuss similarities and differences in implementation contexts, strategies, adaptations, and 

whether adaptations were planned (proactive) or unplanned (a reaction to unanticipated 

circumstances).23,24 Group discussions, which included representatives from the 4 project 

teams, focused on describing the implementation contexts, understanding and reflecting on 

each team’s experiences implementing alcohol SBI,25 summarizing planned and unplanned 

strategies across projects to implement alcohol SBI, and documenting key challenges and 

strategies by SBIRT Program Matrix levels associated with alcohol SBI implementation.

Results

Cases

Implementing Alcohol SBI in Two Multistate Reproductive Healthcare 
Systems.—Cases 1 and 2: Planned Parenthood Great Northwest, Hawai’i, Alaska, 

Indiana, Kentucky (PPGNHAIK) and the University of Alaska Anchorage (UAA); Planned 

Parenthood of Southern New England (PPSNE) and University of Connecticut School of 

Medicine at UConn Health (UCH).

The 2 participating health systems, PPGNHAIK and PPSNE, are regional affiliates of the 

Planned Parenthood Federation of America (PPFA), that support the lifelong reproductive 

and sexual health of individuals through health services, education, and advocacy. 

Leadership at both of these systems, when approached by their prospective University 

partners about the alcohol SBI implementation funding opportunity, were highly receptive to 

implementing alcohol SBI across all health centers, participated in developing the proposal, 

and agreed to participate fully in adapting alcohol SBI protocols to align with their services 

and practice philosophy. Each affiliate has its systems that support clinical operations (eg, 

NextGen® electronic health record [EHR] at PPGNHAIK and Athena EHR at PPSNE), 

training, and quality assurance. Strategic direction for operations is provided by the affiliate 

executive leads. Health center managers provide on-site supervision to clinical assistants and 

providers. Regional directors of clinical services provide quality assurance oversight and 

collaborate with the training and education department to maintain patient care standards. 

Patient care is provided by mid-level clinicians, advanced practice nurses, nurse-midwives, 

and certified physician assistants.
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Implementation Strategies.—Strategies for both projects emphasized full participation 

from affiliate key personnel, with some differences in approach. PPGNHAIK formed a 

planning team with representatives from leadership, clinical operations, quality assurance, 

informatics, and training who met semi-monthly. This planning team was tasked with 

adapting the processes and infrastructure as necessary to fully integrate alcohol SBI into 

systems, workflows, and practice to assure its long-term sustainability,26 following the 

steps recommended in the CDC guide: Planning and Implementing Screening and Brief 
Intervention for Risky Alcohol Use: A Step-by-Step Guide for Primary Care Practices.17 

Protocol development and systems modifications took about 8 months.

The UCH and PPSNE team formed an academic health system partnership for their 

implementation initiative, “Alcohol Screening in Planned Parenthood to Increase Resiliency 
(ASPPIRE).“ ASPPIRE partners created a semi-monthly working group to assist in 

health center-specific protocol development and guide the program roll-out. Health center 

managers served as alcohol SBI champions, who assisted in adapting, organizing, and 

managing the program at their health centers. ASPPIRE partners prioritized systems-level 

implementation strategies, which included modifying the Athena EHR system. In addition to 

deciding which patients would be offered alcohol SBI (adults) and when (annual wellness 

visits), both PPGNHAIK and ASPPIRE selected the United States Alcohol Use Disorders 

Identification Test (USAUDIT) as the screening tool,27 which was integrated into the patient 

visit. Both project teams also worked with the health system’s technology support to add 

documentation fields (eg, checkboxes, note fields, “order-sets,” referral links) to the EHRs 

for billing and quality monitoring.

Both PPGNHAIK and PPSNE provided staggered on-site training that was required for 

all providers and staff. Delivery of training for the 2 projects differed somewhat, with 

PPGNHAIK using a combination of online modules that were completed prior to an 

in-person health center training that included skills practice role-playing and was co-led 

by a PPGNHAIK clinical leader and a UAA trainer. ASPPIRE’s training and technical 

assistance (TA) was directed by UCH’s SBIRT Training Academy in collaboration with 

PPSNE staff. Both PPGNHAIK and PPSNE supplemented group training with professional-

oriented strategies (eg, in-service education, preceptor training, chart audit, and feedback) 

and patient-oriented strategies (eg, printed/online educational materials).

Both project teams made iterative adaptations to patient flow and systems based on EHR 

data and health system feedback. For the PPGNHAIK team, planning questions and 

process evaluation measures were informed by RE-AIM (Reach, Effectiveness, Adoption, 

Implementation, Maintenance), which guided criteria for alcohol SBI eligibility (eg, adults 

presenting for their annual wellness visit); how and by whom the key components of 

alcohol SBI would be delivered (eg, how would screening be administered; who would 

deliver the BI); and methods for assessing the consistency of delivery of alcohol SBI’s key 

components across sites (eg, documentation fields added to the EHR), including methods for 

obtaining feedback from providers and staff involved in delivering SBIRT.28,29 System-level 

implementation fidelity was monitored using visit documentation data extracted from the 

EHR, to calculate screening and BI rates at the clinic and health system level. In addition, 

semi-structured questions guided a scheduled post-training call with health center teams 

King et al. Page 5

Subst Use Addctn J. Author manuscript; available in PMC 2025 April 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



to identify problems and improvement suggestions.26,30 These data informed additional 

adaptations to enhance feasibility and service quality. In addition to incorporating alcohol 

SBI procedures into the EHR, strategies to sustain implementation (maintenance) included 

migrating training to the PPGNHAIK Learning Management System (LMS) and adding 

alcohol SBI process fidelity metrics into performance quality reports.

For ASPPIRE, continuous program improvement was guided by the SBIRT Program 

Matrix.22 Progress was reported to health centers and staff via bi-monthly reports and 

newsletters. Strategies for sustaining alcohol SBI delivery and quality post-funding included 

certifying PPSNE staff as trainers using a Training-of-Trainers model, embedding alcohol 

SBI and FASD competencies into PPSNE’s online LMS, and incorporating alcohol SBI into 

new-hire training.

A Training and Technical Assistance Approach to Implementing Alcohol SBI 
in an Urban Safety Net System.—Case 3: Boston HealthNet and The Boston Medical 

Center (BMC); The B SMART (Boston Sustainable Models for unhealthy Alcohol use 

ReducTion) Program.

Boston HealthNet serves minority and underserved populations with culturally sensitive care 

through a network of community health centers (CHCs) and a hospital (BMC). Receptivity 

to enhancing alcohol SBI through the B SMART program was mostly enthusiastic. The 

executive leadership was supportive and facilitated contacts between B SMART and clinic 

leadership; however, they had little authority over individual CHCs or BMC’s involvement 

in the program given that BMC and each CHC are managed independently. B SMART 

reached out to leaders at each primary care clinic whose responses ranged from “highly 

interested” to “unable to participate,” mostly due to competing priorities. BMC’s General 

Internal Medicine and Family Medicine departments and 10 out of 12 CHCs participated, 

with varying degrees and types of engagement.

Implementation Strategies.—Strategies were initially targeted to the management and 

provider levels, providing education to BMC leadership on the topics of alcohol SBI, 

AEP risks, and FASDs. Since all clinics were implementing some level of alcohol SBI, 

B SMART offered tailored education, training, and TA to clinics interested in improving 

SBI services. B SMART emailed medical and behavioral health directors and grand round 

series course directors and coordinators. Once interest was expressed, B SMART met with 

clinic leadership and completed an environmental scan to understand the sites’ needs in 

terms of education and training, and how widely and effectively alcohol SBI was already 

being done. Staff at participating clinics were then trained together to establish baseline 

knowledge about excessive alcohol use, AEP, and FASDs and to understand how alcohol 

SBI fits into their practice. Healthcare teams were trained during existing educational 

venues (eg, grand rounds). Sub-sequent trainings were targeted to staff roles (providers, 

nurses, behavioral health, medical assistants) in delivering SBI and tailored to each clinic’s 

delivery model and workflow. Educational strategies included didactic and interactive 

formats, including “brainstorming,” case discussions, skills practice sessions, modeling 

provider-patient conversations, and a demonstration video. Continuing medical and nursing 

education (CME/CNE) credits were offered at all trainings. B SMART provided TA to 
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facilitate the enhancement of the EHR to optimize the universal delivery of alcohol SBI. 

Strategies for promoting alcohol SBI sustainability included offering refresher training and 

ongoing TA to participating clinics.

Implementing Technology-Delivered Alcohol SBI (e-SBI) in Primary Care and 
Women’s Health Clinics.—Case 4: Henry Ford Health (HFH) and SBI-Tech Michigan.

Henry Ford Health is a non-profit corporation comprised of hospitals and medical centers, 

including 50 primary care and 21 women’s health clinics. Receptivity for adopting alcohol 

SBI within HFH was driven by an interest in improving the integration of behavioral 

health within primary care. HFH stakeholders from primary care, women’s health, and 

behavioral health acknowledged that universal, standardized alcohol screening was not 

routinely occurring. Prior to funding, expansion of alcohol SBI efforts was not being 

actively sought by the HFH administration. However, HFH was receptive to the idea of 

integrating a technology-based version of alcohol SBI (e-SBI) if funded.

Implementation Strategies.—A primary goal of HFH’s SBI-Tech Michigan program 

was to develop and implement e-SBI to reduce commonly reported provider and staff-level 

barriers (time, training, confidence) to screening and conducting BIs while facilitating key 

components of alcohol SBI.16,31,32 System-level strategies used by the HFH information 

technology team included building a secure interface between the e-SBI software and EHR 

and developing a Best Practice Advisory (BPA) and referral order.

While waiting for their appointment, patients access e-SBI using tablets provided by front 

desk staff, with the screening and BI both being done by the software application. The 

e-SBI was provided in English only, and patients could opt out of receiving the e-BI after 

completing screening. Screening scores and a one-page summary for providers are sent from 

the e-SBI software and filed in the patient’s EHR. For patients scoring above recommended 

cutoffs, a BPA alerts the provider and includes talking points for initiating a discussion with 

the patient and the option to submit a referral to behavioral health for additional resources or 

treatment.

Clinic-level implementation strategies included formal appointment of physicians in 

leadership to serve as women’s health and primary care champions and assist in 

planning implementation procedures and troubleshooting problems. Within clinics, informal 

champions, usually clinic nurse managers, assisted with implementation.

Provider- and staff-level implementation strategies included e-learning modules combined 

with the use of publications, meetings, and training about alcohol and its effect on health 

and the importance of alcohol SBI. Quality improvement strategies included piloting in an 

exemplar clinic prior to scaling to additional clinics. The implementation team also provided 

regular clinic updates and progress reports. See Table 1 for a summary of key characteristics 

across the participating health systems. (Table 1).
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Planned and Unplanned Adaptations to Strategies

Throughout implementation, planned and unplanned adaptations were required to respond 

to dynamic circumstances. Planned adaptations that all projects used included modifying 

training materials to reflect patient demographics, adding educational content on FASDs 

for providers, and promoting a universal approach to alcohol SBI that included strategies 

for preventing AEP (ie, asking about any alcohol use). For example, staff training and 

patient education materials were adapted to include “case” scenarios for patients who 

were drinking at lower risk levels, but due to their alcohol use and current contraception 

practices, were at risk for AEP. Planned systems-level strategies to adapt infrastructure, 

such as modifying the EHR to include the screening instrument and automated scoring, 

scripted statements for introducing screening questions to patients, provider alerts for 

patients that screen positive, fields for documenting alcohol SBI encounters, and codes that 

support alcohol SBI billing, were accomplished in the health systems where authority to 

make system-level modifications was centralized. In the health systems with decentralized 

management structures, modifying the EHR depended on local authority, capacity, and 

willingness to make the required changes. Strategies for monitoring alcohol SBI quality 

also varied by health setting, with some healthcare systems establishing performance goals 

(eg, 80% of eligible patients/visits screened) and then monitoring reach and fidelity using 

EHR-generated data. Performance data were communicated via standardized dashboards, 

newsletters, or reports, and used to identify systems glitches, booster training needs, or 

necessary refinements.

The health systems with decentralized decision-making structures require customization 

of implementation strategies at the clinic level. For example, in a system like Boston 

HealthNet, where sites are autonomous, pre-implementation strategies that targeted the 

network and administrator levels were developed to increase awareness and receptivity 

to enhancing alcohol SBI protocols. At the clinic level, implementation strategies were 

informed proactively by conducting environmental scans to identify site-level needs, such 

as adapting systems and infrastructure to support universal alcohol SBI. Accomplishing 

such systems-level adaptations was complicated by the variety of EHRs in use by clinics. 

While most of these systems already contained some universal screening protocols, and 

all systems used moderate drinking guidelines to define recommended drinking limits,33 

screening practices varied widely. In some cases, screening prompts were added to the EHR 

for staff and decision support with recommended education, intervention, or referral being 

added for point-of-care providers.

Evaluations of e-SBI for alcohol use in the perinatal period have shown preliminary but 

encouraging results.31,32,34-36 The complexity of integrating e-SBI into visit systems and 

workflows required the SBI-Tech Michigan team to react with some unplanned adaptations. 

For example, a planned implementation strategy was to use e-learning to reduce the burden 

and facilitate consistency of training clinic teams, a method that has repeatedly demonstrated 

its efficacy in building knowledge and skills, and in reviews has shown better results 

than face-to-face learning.37 However, providers expressed a lack of interest in e-learning 

models that required dedicated time to complete. In response, HFH used a multi-pronged 

training approach with providers—email, grand rounds, and clinic huddles—that did not 
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require separate scheduling, and also offered one-on-one training, consistent with preceptor 

training models. Also, the initial BPA was designed to be minimally disruptive to providers’ 

workflow but was not attended to by providers. Following provider feedback, the BPA was 

adapted to be more “interruptive” in the Epic EHR workflow.

An unanticipated cross-cutting change in implementation circumstances was the COVID-19 

pandemic, which disrupted clinical services across all implementation sites due to paused 

delivery of prevention services for varying periods of time, increased use of telehealth, 

and staff shortages and turnover. Adaptations made in reaction to this unforeseen change 

varied by program site. At the reproductive healthcare sites, the continued uncertainty of the 

pandemic and limited access to sites was addressed by converting live or hybrid training 

strategies to all-virtual platforms, such as digital modules delivered asynchronously through 

the health systems’ LMS, synchronous online modules delivered during clinical staff 

meetings, and facilitated practice/role play sessions delivered via remote videoconferencing.

Since all training ceased for the Boston HealthNet sites during the spring and summer of 

2020, B SMART produced a publicly available three-part podcast to continue their education 

strategy for healthcare teams, providing CME/CNE credits to listeners.38 Once training 

began again virtually, additional topics of interest and interactive online formats were added.

The pandemic also prompted unplanned adaptations for HFH’s e-SBI. The original design 

was to have patients complete e-SBI on clinic-owned tablets while in the waiting area. 

Distancing precautions, along with increased use of telehealth, resulted in fewer in-person 

appointments and limited the time patients spent in the waiting area. In response, the e-SBI 

software was adapted for patients to use on personal devices, allowing them to complete the 

e-SBI from home using a link sent via patient portal message prior to their appointment. 

Table 2 provides a cross-case summary of planned and unplanned adaptations to strategies.

Supports, Challenges, and Lessons Learned

The 4 project teams identified key questions associated with successful implementation 

at each SBIRT Program Matrix level, drawing on constructs from the implementation 

science literature.23,24 These questions can be used to guide adaptations made to content 

or implementation methods, whether planned or unplanned, to identify supports and 

address challenges identified at each level. Table 3 summarizes key questions, challenges, 

and suggested strategies to pre-empt or address challenges related to alcohol SBI 

implementation.

Discussion

The findings of these case studies replicate previously noted supports and challenges 

associated with implementing alcohol SBI including the need for multi-level buy-in and 

alignment with priorities,39 the added complexity of working in systems with decentralized 

authority to make system-level changes,40 the constraints related to modifying EHRs,41 

and the concerns about provider and staff burden.11 Although teams planned to adapt 

implementation strategies to improve SBI fit and feasibility, even planned strategies may 

require unplanned adaptations to improve receptivity to making the necessary changes or to 
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address unanticipated barriers to implementing them effectively. We discuss some of these 

examples below.

Adapting alcohol SBI training and content for specific target populations was planned, but 
doing so required unanticipated system-level adaptations.

For example, all project teams expected to adapt alcohol SBI for patients who may be 

at risk for AEPs, which required modifying the interpretation of screening tools as well 

as expanded intervention protocols and training content. Although this planned adaptation 

provided an opportunity to educate healthcare systems and teams about FASD and their role 

in prevention, it also required providers to address any alcohol use (ie, change the definition 

of lower-risk use) for the subset of patients who are pregnant or might be pregnant. Thus, 

addressing the elevated risk of AEP required additional changes to screener interpretation 

and inclusion of other relevant information, such as sexual history and contraception 

practices. These adaptations were challenging from a systems perspective, given the need 

to combine data from different places within the EHR to alert providers. Such complex 

programming was not easily executed within the participating health systems’ EHRs and 

workflows and will continue to require future adaptation.

Adaptability of health system infrastructure to support alcohol SBI was influenced by 
health system management structures.

The ability to proactively adapt alcohol SBI so that it is delivered consistently and 

universally within a setting was facilitated by health system management structures that 

authorized system-level changes such as modifying the EHR to embed screening tools and 

procedures, and documentation fields. While centralized management structures promoted 

the efficiency of planning and adapting alcohol SBI for uniform dissemination across 

multiple sites, we observed that decentralized management structures required greater site-

level participation, local champions, and customization of approaches to enhance acceptance 

among providers and staff. Regardless of structure, the involvement of key personnel 

in logistical planning for implementation, including systems administration and quality 

improvement staff, facilitates the integration of alcohol SBI into routine practice.

Evaluation of implementation process and outcomes also varied by health system 
structure.

Although all 4 of our cases collected data for evaluation purposes, only 3 of the health 

systems were able to adapt the EHR to document delivery of alcohol SBI key components 

during the patient visit. The adapted EHR provided these systems with an integrated method 

for monitoring the reach and consistency of alcohol SBI delivery that could be used to 

inform continuous quality improvement.

Health systems that authorized adapting their systems and procedures to accommodate 
alcohol SBI demonstrated fewer unplanned adaptations.11

While receptivity from health system leadership and providers is fundamental to practice 

change, the willingness or ability of health systems to invest administrator, provider, and 

staff time to participate in pre-implementation planning and start-up activities, including 
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adapting the EHR and procedures, requires an upfront commitment. Our study found 

that the number and type of adaptations made to alcohol SBI implementation strategies 

varied by management structure. Centralized structures using more planned adaptations than 

unplanned adaptations, dropped relatively few planned strategies, likely due to an emphasis 

on pre-implementation planning and structural-level changes that promoted consistency of 

delivery and were maintained when the pandemic struck. Planned adaptations to enhance 

cultural acceptability or support fidelity of intervention delivery, whether they involve 

tailoring training or customizing systems, are considered enhancements provided they do 

not dilute the reach or effectiveness of alcohol SBI.18 However, unplanned adaptations, 

sometimes dismissed as improvisation, can still promote the goals of implementing an 

evidence-based intervention if they relate to the core implementation or pre-implementation 

strategies. These include responding to unanticipated patient visit protocol changes such 

as those implemented during the pandemic, which required unplanned adaptations to allow 

patients to access screening from their personal devices; and responding to unanticipated 

site-level barriers in adopting alcohol SBI that required pre-implementation FASD education 

to increase receptivity to implementing or expanding delivery of alcohol SBI.18-20

The COVID-19 pandemic presented unanticipated challenges across all 4 cases, including 

competing clinical priorities related to patient care, shutdowns, staff shortages, the shift 

to telehealth, and changes to the location and length of patient visits. The importance of 

rapidly reacting and adapting strategies to accommodate the diverse needs of the healthcare 

systems42 provided an opportunity to innovate while still advancing the goals of alcohol SBI 

implementation and AEP/FASD prevention.

Limitations

While we used a theoretically informed logic model and implementation frameworks to 

guide the 4 cases, themes, and lessons learned, our data sources were the observations and 

reflections of the authors, as opposed to standardized measures. Also, we are unable to 

compare the relative success of the implementation strategies used across projects using a 

common metric, such as screening and brief intervention rates, given differences in EHR 

documentation and access to data across the 4 cases. In addition, since implementation 

approaches were targeted to different levels of the SBIRT Program Matrix depending 

on each health system’s receptivity, capacity, priorities, and unique challenges, other 

indicators, such as variation in the use of different types of strategies, whether planned 

or unplanned, were more aligned with this paper’s focus. Finally, while the 4 cases 

illustrate implementation approaches used within different types of healthcare settings and 

management structures, healthcare delivery is context-specific; thus, the lessons from our 4 

cases may not be generalizable to all types of settings.

Conclusions

This paper describes the experiences of 4 multidisciplinary project teams and the strategies 

used to promote the adoption and implementation of alcohol SBI in primary care settings 

to identify and address excessive alcohol use. A key goal was to adapt alcohol SBI so that 

it also identified patients at risk for AEPs. The implementation strategies used were multi-
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level, targeting organizational receptivity, provider and staff knowledge and beliefs, and 

patient needs for information, as well as system-level factors in alignment with management 

structures (eg, centralized and decentralized administration and operations support). While 

most of the implementation strategies used were planned, the COVID-19 pandemic 

required adjustments to implementation plans. In addition, there were unanticipated internal 

challenges related to expanding the use of alcohol SBI to identify patients whose combined 

alcohol consumption and pregnancy prevention practices elevated their risk for AEP. 

This required further adaptations to brief intervention procedures to address multiple risk 

behaviors. A key lesson of this work is that unplanned adaptations do not necessarily detract 

or drift away from implementation goals and may even provide opportunities to enhance the 

adoption or delivery of the intervention, provided they consider the potential for negative 

impacts on outcomes. Areas for future study include measuring the short- and long-term 

impact of planned and unplanned adaptations to implementing alcohol SBI, and whether 

strategies improve the use of alcohol SBI to address and prevent AEP and FASDs.
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Highlights

• Conducting routine alcohol screening and brief intervention (alcohol SBI) 

within primary and reproductive healthcare has potential to prevent alcohol 

exposed pregnancies, but implementing practice change in the “real world” 

requires full involvement from healthcare settings.

• Implementation planning that includes the health system in designing alcohol 

SBI procedures is an effective implementation strategy, but adapting to 

unanticipated circumstances is key.

• Four cases that used planned and unplanned strategies to tailor 

implementation of alcohol SBI to the needs of diverse healthcare settings 

are presented, along with recommended strategies for addressing multi-level 

implementation challenges.
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Figure 1. 
Adapted from the CDC logic model for implementing alcohol screening and brief 

intervention (alcohol SBI) in primary healthcare settings.
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