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I.  Overview of the Manual  
 

This manual is adapted from an earlier manual on Emergency Department (ED) 
clinician administered brief intervention for harmful and hazardous alcohol use.  The 
current manual is designed to provide the ED Research Interventionist with the 
necessary skills to easily and effectively perform a brief intervention, the Brief 
Negotiation Interview (BNI), with ED patients who have been identified as opioid (heroin 
or prescription opioid) dependent.  These patients will be enrolled in a federally-funded 
randomized clinical trial testing the efficacy of 3 treatments: 1) Screening, Brief 
Intervention (BNI) and Facilitated Referral to Treatment (SBIRT), 2) Screening, Brief 
Intervention and ED initiated Treatment with Buprenorphine (SBI+Bup) and 3) Standard 
Care (SC).  All subjects will have consented to participate in the study.  The following 
sections provide background information and the goals of the study, and describe the 
critical components of the BNI.  An easy to follow, step-by-step approach to performing 
the BNI is also included.  The study protocol to be followed by a Research 
Interventionist administering the BNI to subjects is provided along with additional 
motivational and troubleshooting strategies.  While the manual gives the reader a critical 
overview of the BNI, participation in 2 half-day training sessions, followed by successful 
completion of a test case for SBIRT and SBI+Bup treatments is required to be certified 
to begin performing interventions with subjects enrolled in the trial.  Weekly feedback 
and booster sessions will be offered during the course of enrollment to ensure effective 
and consistent performance.  
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II. Background Information 
 
Introduction 

Opioid dependence is a major public health concern and remains primarily an 
untreated medical condition in the United States.  There are approximately 1 million 
heroin dependent individuals and 2.5 million prescription opioid dependent individuals in 
the U.S.1  Economic costs are estimated at greater than $21 billion/year and have far 
reaching implications for the individual, workplace, society and the healthcare system.2 
Opioid agonist treatment, including methadone and buprenorphine, has been 
demonstrated to be the most effective treatment.  However, opioid dependent patients 
do not often seek help through specialized treatment centers, but do frequently visit 
Emergency Department (ED) of hospitals, either for their addictive disorder or for 
associated medical and psychiatric comorbid conditions.3  Many, particularly young 
adults, have few if any other interactions with the health care system.  Therefore, the 
ED visit is often their only contact with a treatment system and represents an ideal 
opportunity for detection, referral and treatment.  

 
 
Brief Interventions Work 

Brief interventions are short counseling session, ranging from 5-60 minutes that 
incorporate feedback, advice, and motivational enhancement techniques to assist the 
patient in reducing their alcohol consumption to low-risk guidelines thereby reducing 
their risk of illness/injury.  

There is compelling evidence in the literature that brief interventions for alcohol 
problems are effective 4,5 in a variety of settings including primary care6,7 and inpatient 
trauma settings.8  ED-based randomized controlled trial testing the effectiveness of 
screening, brief intervention and referral to treatment have had mixed results.  
Researchers in Germany studies a computer-generated intervention in injured patients 
presenting to an ED and found a significant decrease in alcohol consumption in the 
intervention group,9 while two other studies reported a similar decrease in alcohol 
consumption in the intervention and control groups but demonstrated significant 
reductions in negative consequences after the initial brief intervention session10 or a 
booster session11 in the intervention group.  One study detected no difference in 
consumption between the intervention and control groups.12  In our own study, where 
we enrolled both injured and non-injured patients with harmful and hazardous drinking, 
showed similar significant reductions in both groups, without a treatment effect.13  Other 
cohort studies without control groups have shown a significant reduction in alcohol 
use.14  A recently published study conducted at 14 ED sites that used a quasi-
experimental comparison group design that we also participated in revealed that 
screening, brief intervention and referral for treatment on patients with all degrees of 
unhealthy alcohol use was effective.  A total of 1,132 patients were enrolled (581 
control, and 551 intervention (BNI)).  At 3-month follow-up, the BNI group reported 
consuming 3.25 fewer drinks per week than controls. Of the at risk drinkers, 37% no 
longer exceeded NIAAA low-risk guidelines compared with 18.6% in the control group, 
95% CI 11.5% to 25.6%.  A very recent meta-analysis of strategies targeting alcohol 
problems in the ED examined the extent to which interventions were effective in 
reducing alcohol consumption and related harm.15  Thirteen studies were included, 10 
randomized control trials and 3 cohort studies.  The results revealed that interventions 
did not significantly reduce subsequent alcohol consumption, but were associated with 
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approximately half the odds of experiencing an alcohol-related injury (OR=0.59, CI 0.42-
0.84). 

Additionally, brief interventions have long been shown to be effective in treating 
tobacco use and dependence in all populations including adolescents, pregnant women, 
older adults and racial and ethnic minorities.16,17.18,19  Recently Brown reported success 
in identifying patients in a primary care setting that subsequently had an intervention by 
telephone.  As a result formal clinical practice guidelines have been developed for 
treating tobacco use by a US public Health Panel and Consortium. 20  Other studies 
have documented the benefits of brief for those at risk for HIV/AIDS and other health-
risk behaviors.21,22   

 
Despite the above, few studies have investigated the efficacy of brief interventions 

for drug dependence.  Bernstein and colleagues reported their experience with Project 
ASSERT in Boston, which used Health Promotion Advocates to screen for alcohol and 
other drug use in an urban ED.23  This cohort study showed that during a one year 
period of time, 2,931(41%) patients screened positively for substance abuse.  Of the 
1,096 enrolled in a follow up program, 245 kept the appointment and demonstrated a 
significant 45% reduction in severity of drug problems and a 56% reduction in alcohol 
use.  More recently Bernstein and colleagues tested the impact of a single, structured 
encounter by similar peer educators that targeted cessation of dug use in the same 
hospital in Boston’s walk-In Clinics.24  Of the 1175 patients enrolled, the intervention 
group was more likely to be abstinent than the control group for cocaine (22.3% versus 
16.9%), heroin (40.2% versus 30.6%), and both drugs (17.4% versus 12.8%).  These 
findings support further investigation of brief intervention for drug use in the ED.   
 
 
The ED Visit is an Opportunity for Intervention 

Patients with opioid dependence may have more frequent contact with emergency 
departments (EDs) than with primary care or other treatment services.  This level of 
contact with EDs raises the important question of the role of screening, brief 
Intervention, and referral to treatment in EDs.  A statewide hospital ED study of adult 
patients in Tennessee25 revealed a high prevalence of undetected substance abuse and 
need for treatment.  Between 4 and 27% of patients were determined to need treatment 
according to strict DSM-IV criteria or through more comprehensive criteria, including 
self-reported addiction.  Fewer than10% of these patients who were identified as 
needing substance abuse treatment were engaged in substance abuse treatment.  
Treatment need was found to be greater among patients who 1) reported 1 or more 
prior ED visits in the past year (adjusted OR 1.622; 95% CI 1.13 to 2.31) and 2) were on 
Medicaid (OR 1.63; 95% CI 1.30-2.05) and Medicare (2.50 95% CI 1.34-4.65) than 
those privately insured.  Unfortunately only 1% of these patients were identified by the 
practitioner as having a diagnosis of substance abuse at the time of their ED visit.  Of 
note, ED patients with unmet substance abuse treatment need generated much higher 
hospital and ED charges than patients without such need.26  

 While a considerable part of emergency care is occupied with treating medical 
consequences of substance use, and it is well known that medical and psychiatric 
disorders are frequent among populations with alcohol and/or drug disorders,27  the 
drug use is often not addressed at the time of the ED visit.  Therefore an important 
opportunity is missed.  Our own experience with Project ASSERT, an innovative 
program that uses Heath Promotion Advocates to assist with identification and referral 
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of ED patients with drug and alcohol problems highlights the fact that many 
heroin/prescription opioid users use the ED as their primary source of care.  Our 5-year 
program evaluation revealed that 22,500 patients were screened for alcohol and other 
drug use.  Of the 1293 who reported heroin use in the past 30 days, 25% had no health 
insurance, 49% had no regular doctor and 29% used the ED for the regular source of 
care.  Of the 310 patients who used prescription opioids, 22% reported having no health 
insurance, 35% had no regular doctor and 27% used the ED as their regular source of 
care. 
 
 
III. Overview of the BNI  
 

The Brief Negotiation Interview (BNI) described in this grant was first developed in 
1994 by Drs Edward Bernstein, Judith Bernstein and Gail D’Onofrio in consultation with 
Dr. Stephen Rollnick for Project ASSERT in the ED.28,29  It was later refined and tested 
for hazardous and harmful drinkers in the ED by the current investigator group.30   

The BNI is a brief counseling method that incorporates brief feedback and advice 
with motivational enhancement techniques to assist the patient in changing behaviors 
and in this case, following up with a referral to either a specialized treatment center, or 
accepting immediate treatment and following up with our Primary Care Center for office-
based Buprenorphine treatment.31  The BNI procedure is patient-centered and the skills 
used are based in large part on the patient’s motivation and readiness to change.  The 
primary outcome of the BNI procedure is the patient’s agreement to accept a referral to 
a formal specialized treatment center or continue with ED initiated treatment and to 
decrease harm by reducing drug use and HIV risk.  The interventionist and patient come 
to this agreement through a process of negotiation described in the following sections.  
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IV. Components of the BNI 
 
The BNI procedure consists of 4 major steps: 
 

1) Raise The Subject/Establish Rapport 
• Raise the subject of drug use  
• Ask Permission to discuss opioid dependence 
• Assess level of physical discomfort    
 

2) Provide Feedback 
• Review patient’s drug use and patterns  
• Ask the patient about and discuss drug use and its negative 

consequences 
• Make a connection (if possible) between drug use and ED visit or any 

medical issues 
• Provide Feedback on Study Assignment 

i. For SBIRT…Inform patient that they will receive a Facilitated 
Referral and that a variety of treatments work for opioid 
dependence 

ii. For SBI+Bup…Inform patient that they will receive buprenorphine 
maintenance starting in the ED and continuing in the YNHH-PCC, 
and that it is an effective treatment for opioid dependence   

       
3) Enhance Motivation 

• Assess Readiness to Change 
For SBIRT…Assess readiness to formally agree to enroll in a drug  

treatment program    
For SBI+Bup…Assess readiness to formally agree to enroll in 

buprenorphine treatment 
• Enhance Motivation  

o Ask a series of open-ended questions designed to evoke “Change 
Talk” (or self-motivational statements) about entering treatment 
from the patient. 

o Reflect or reiterate the patient’s motivational statements regarding 
entering treatment. 

 
4) Negotiate And Advise 

• Negotiate goal regarding treatment engagement 
• Give advice 
• Complete referral/treatment agreement and Secure & Provide Referral for 
treatment (Buprenorphine/Suboxone or other) 

 
Each step has critical components, specific objectives, actions and necessary 
preparations to be successful.  Details of each step for SBIRT are provided on pages 11 
through 20 and for SBI+Bup on pages 21 through 32.  Prior to detailing the actual BNI 
procedure, it is important for the Interventionist to know how the administration of the 
BNI coincides with the overall study protocol.  A sample of the BNI dialogue for each 
condition appears in Tables 8 and 9. 
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 V.  Study Protocol 
 
Study Period and Target Population 
This study will be conducted in the ED at Yale-New Haven Hospital (YNHH) for an 
estimated 4 years, beginning February 20, 2009.  
 
Inclusion Criteria 
ED patients aged 18 and above who meet DSM-IV-TR criteria for opioid dependence 
are eligible for inclusion.   
 
Exclusion Criteria 
Excluded from the study will be patients who fall into any of the following categories:  

• Inability to read and understand English  
• currently enrolled in a formal substance abuse treatment program 
• Current, active suicidality or homicidal risk 
• Current psychotic disorder 
• condition that precludes interview i.e., life threatening injury/illness 
• in police custody 
• unable to provide to 2 alternate contact numbers for follow-up  
• Unwilling to be randomized to one of the three study conditions 
• Requiring opioid agonist medication for a pain-related diagnosis 
 
 

Research Plan 
Patient eligibility will be determined by the study Research Associate (RA) 

through a series of steps, based on the criteria listed above.  360 eligible and 
consenting patients who have completed their baseline assessment by the RA will be 
randomized to one of three study conditions by the Research Interventionist (RI).  One 
group will receive a written hand out from an ED staff member (SC).  Another group will 
receive a BI, namely the BNI from the interventionist and a referral that will link the 
patient directly to a specialized treatment center. The third group will receive a BNI and 
will have treatment with Buprenorphine initiated in the ED. 
  
Every SBIRT and SBI+Bup intervention will be audio-taped with subject consent.  The 
RI will assist with recorder set-up and will be provided with intervention aids (e.g., the 
BNI laminated reference card, BNI showcards, drug/referral agreement and patient 
health information handout).   



 10 
 

 VI.  Research Interventionist Roles and Expectations 
 
Once the patient has been consented and enrolled into the study, the Research 
Interventionist (RI) will randomize the patient and perform the necessary condition.  
They will need to review the patient’s record prior to beginning the BNI to determine 
reason for the ED visit.  They may discuss medical conditions with the treating 
physician.  Should the patient be randomized to the SBI+Bup group, they will discuss 
treatment with the on-call study physician.  The RI should also review all research 
assessments prior to conducting the intervention.  Finally, the intervention should be 
conducted in a timely manner in a climate as quiet and private as possible.    
      
     
 SBIRT Group 

 
The BNI should be performed exactly as outlined in the procedural steps. 
(REFER to the 4 steps on pages 11 through 20)  It is designed to take 
approximately 20 minutes to complete.  The intervention should conclude with 
the patient receiving a copy of the referral agreement they have completed with 
you and an information sheet.   

 
 
 SBI+Bup Group 
 

The BNI should be performed exactly as outlined in the procedural steps. 
(REFER to the 4 steps on pages 21 though 32. It is designed to take 
approximately 20 minutes to complete. The intervention should conclude with the 
patient receiving their initial dose of buprenorphine, as detailed in the 
“Buprenorphine: Beginning Treatment” handout” in Table 4 of this manual, as 
well as receiving a copy of the referral agreement they have completed with you 
and an information sheet with step-by-step instructions for following up at the 
YNHH-Primary Care Center for continued buprenorphine maintenance treatment. 

 
 
 
SUMMARY 
 
 Review ED record, and ALL research assessments, including the Health Quiz (HQ), 
Structured Clinical Interview for the DSM-IV-TR (SCID), HIV/AIDS Risk Behavior Scale 
(HRBS), Clinical Opioid Withdrawal Scale (COWS), Objective Opioid Withdrawal Scale 
(OOWS) and Insurance Information before seeing the study patient 
 Perform the BNI in a timely fashion, aware of patient discharge plans 
 Adhere to the BNI script 
 Ensure quality audio-taping of BNI; keep recorder near conversation area 
 Discuss any operational problems with Principal Investigator/Project Director 
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The Brief Negotiation Interview (BNI) 
for the SBIRT study condition
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STEP1: Raise the Subject/ 
Establish Rapport 
 

 
PREPARATION: 

• Review ED record, SCID (Table 1), HQ (Table 13), HRBS (Table 14), COWS 
(Table 10), OOWS (Table 11) and Insurance Information, and discuss with 
treating MD, if necessary  

 
OBJECTIVES ACTION(S) QUESTIONS/COMMENTS 
Raise the subject • Introduction and explanation  

      of your role 
• Avoid a judgmental stance 
• Acknowledge the patients     
      situation    
• Set a comfortable climate 

“Hello, I am ____with Project 
ED Health” 
 

Establish Rapport • Ask permission (see Health 
Quiz for drug of abuse) 
 
 
 
 
• Engage the patient 
 
 

“Would you mind if we spend 
a few minutes talking about 
your use of_______(fill in with 
patient’s drugs of 
abuse)?”<PAUSE>  
 
“I want to talk about how it’s 
affected you and how we 
might be able to help.” 

Assess 
discomfort 

• Ask about symptoms of  
withdrawal (see SCID for 
physical dependence symptoms 
endorsed by patient) 
 
 
• Reflective listening 
 

“Tell me about how you are 
feeling right now?” OR “How 
much physical discomfort is 
your drug use causing you at 
the moment? 
 
REFLECT on any stated 
connection between pattern of 
use & discomfort/withdrawal 
symptoms 

Critical considerations: 
1. Be respectful  
2. Remember that asking the patient’s permission to discuss his/her drug use is 

an important aspect of the intervention 
3. Avoid arguing or being confrontational  
4. Be mindful of the patient’s possible physical discomfort 
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EXAMPLE: It sounds like your 
use has caused you a lot of 
physical problems and 
discomfort. 

 
 
 
STEP 1 SUMMARY 
This first step sets the climate for a successful BNI.  Asking permission to discuss the 
subject of drug use formally lets the patient know that their wishes and perceptions are 
central to the treatment, which later enhances the chance that the patient will accept a 
referral for treatment.  Further, reflecting on patient-acknowledged problems and 
discomfort related to their drug use motivates the patient to start considering compelling 
reasons for change, but without being confronted with this information in a threatening 
or harsh (i.e., non-motivational) manner.   
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STEP2: Provide Feedback 

 
PREPARATION: 

• Review  Health Quiz, SCID, HRBS 
• Handouts: Treatment Referral List (Table 7) 

 
OBJECTIVES ACTION(S) QUESTIONS/COMMENTS 
Review patient’s 
drug use & patterns 
 
 
 
 
Ask the patient about 
and discuss drug use 
and its negative 
consequences 
 
 

• Review screening data 
(see Health Quiz & SCID) 
 
 
 
 
• Ask for patient’s 
feedback regarding 
negative consequences 
 
 
 
Give SCID feedback 
• Be non-judgmental 
 
 
 
 
• Express concern 
 
 
 
 
 
 
 
• Assess Drug use & 
HIV-risk connection (see 
HRBS) 

“From what I understand you are 
using… (fill in amounts from 
screening).”  BUT DO NOT RE-
SCREEN.  
 
 
“Besides physical discomfort, how 
bothered are you by your drug 
use, if at all?” OR “What problems 
has it caused you, if any?” 
<PAUSE> 
 
ONLY IF PT NOT BOTHERED… 
“We know that drug use can 
cause serious problems in your 
life. Based on what you told us in 
the screening, drugs have…(LIST 
SCID SYMPTOMS ENDORSED 
BY PT.)   
 
“I am concerned about your 
drug use and how it seems to 
be affecting other things that 
are important to you.” 
<PAUSE> 
 
“What connections might you see 
between the way you use drugs 
and HIV/AIDS risk?” 

Critical components: 
1. Review current drug use and opioid dependence symptoms 
2. Discuss the role of opioid dependence in contributing to negative life 

consequences (financial, family, employment, health, legal) 
3. Ask about and/or make connection between drug use and reason for ED visit   

(if applicable) and risk of HIV/AIDS 
4. Inform patient that a variety of treatments work to effectively reduce and stop 

drug use, and ask for patient’s positive treatment experiences 
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IF PATIENT STATES ANY 
ACCURATE & RELEVANT 
CONNECTION(S) reiterate them, 
acknowledge the patient’s good 
insight and give additional 
relevant facts on HIV/AIDS risk. 
 
IF PATIENT DOES NOT STATE 
ANY ACCURATE & RELEVANT 
CONNECTIONS, MAKE the 
connection based on HRBS or 
general caution about drug use 
and HIV risk  
 
SAMPLE: Any drug use 
compromises good judgment.  
Without good judgment anyone 
can engage in HIV-risky behavior. 

Make connection 
between drug use & 
the ED visit  
(if applicable) 

• Discussion of specific 
patient medical issues, 
e.g., withdrawal, 
overdose, MVC or 
injury, infection, or any 
indirect consequence, 
treatment-seeking, etc. 

 
 
 
 
 

 “What (if any) connection is there 
between your drug use and this 
ED visit?” <PAUSE>  
 
IF PATIENT SEES ANY 
ACCURATE & RELEVANT 
CONNECTION, reiterate what 
they have said.   
 
SAMPLE: You’re right...[reiterate 
pt’s connection]…that’s a good 
connection to make. 
 
IF PATIENT DOES NOT SEE AN 
ACCURATE CONNECTION, then 
make one using facts (if 
applicable)(see ED Record, 
Health Quiz & SCID) 
 
SAMPLE: One of the things that 
we see as a connection is that 
your pattern of drug use may 
have contributed to your fall, 
physical discomfort, or whatever 
they’re in the ED for (if relevant). 
 
IF THERE ACTUALLY IS NO 
CONNECTION between today’s 
visit and drug use, ask about any 
potential connections between 
drug use & overall health issues. 
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Feedback on Study 
Assignment 

• Tell the patient that 
he/she has been 
selected to receive a 
BI and a facilitated 
referral  

 
 
 
 
• Tell the patient that a 

variety of different 
treatments work and 
that they have a choice 
of treatment center. 

“So, in order to help you with all of 
this, you will be receiving a 
Facilitated Referral in the ED 
today (hand patient the Referral 
List), which means that I will help 
you choose from a variety of local 
treatment centers listed in this 
pamphlet.” 
 
“If you decide to accept our 
recommendation, treatment would 
help you with your withdrawal and 
also those problems you 
mentioned above.”  

 
STEP 2 SUMMARY 

This step provides the opportunity to offer feedback and education related to 
patient issues.  In fact, four different levels of feedback have been offered in this step, 
all of which can be used in the next step of enhancing motivation, i.e., (1) Linking drug 
use to negative consequences or problems that they acknowledge they are feeling in 
their life such as financial, family, employment, health, and legal problems and; (2) 
Connecting the ED visit to the drug use if possible, such as overdose, withdrawal, injury, 
lack of follow-up etc; and (3) Connecting drug use and HIV/AIDS risk and ending with 
perhaps the most important piece of feedback, which is (4) that treatment CAN help to 
ameliorate all of the above problems and risky behaviors.  
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STEP3: Enhance Motivation 

 
PREPARATION: 

• "Readiness to Change Ruler" (Table 2) 
• Handouts: Pros/Cons of Treatment (Table 5) 

 
OBJECTIVES ACTION(S) QUESTIONS/COMMENTS 
Assess readiness 
to change 

• Have patient self-
identify readiness 
to change, on a 
scale of 1-10  

[Show Readiness Ruler] “On a scale 
from 1-10, how ready are you to enroll 
in a drug treatment program?”  
 
“1 is not at all, 10 is completely” 

Enhance motivation • Ask motivational    
     questions 
 
 
 
 
 
 
• Reflect 
     motivational  
     answers 
 
 
 
 
 
 
• Ask about their 
initial reason to get a 
more motivating 
answer 
 
• What if the pt 
      picks a “1”? 
 
 

IF PATIENT SAYS:      
    - > 2, ask “Why did you choose that 
number and not a lower one?” (i.e., 
“What are some reasons you would 
engage in treatment?”) “What else?” 
repeatedly OR “How has treatment 
been helpful to you in the past?” 
 
Then REFLECT on their reasons and 
reinforce with clinical information (e.g., 
“Treatment does in fact work to help 
reduce and eliminate use, as well as 
the problems connected with it.”  
 
Take the patient’s answer from the 
above question and ask: 
 
“Why is that reason important to you?”  
 
 
 
 
    - 1 or unwilling, ask “What would it 
take for that “1” turn into a “2”? OR 
“Imagine you did sign up, how could 
that be helpful to you?” OR “What 
would have to happen for you to be 

Critical components: 
1. Assess readiness to engage in treatment  
2. Enhance motivation  
3. Use of Open-ended Questions 
4. Use of Reflective Listening 
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• Additional  
     Motivational 
     Strategies (ONLY 
     if above does  
     NOT lead to  
     readiness to  
    attend treatment) 
    (OPTIONAL) 
 
 
 
 
 
 
 
 
 
 
 
 
• Summarize 
 

ready? and “How important would it be 
for you to prevent that from 
happening?”   
  
- Reflect/reiterate positive reasons for 
  change 
 
To explore possible positive thoughts 
about treatment ask “Why might you 
ever go?  Have you ever thought about 
going before? What were some of the 
reasons why? Why is it important to 
have this conversation now?” 
 
Would you mind if I gave you some 
possible reasons based on your 
screening? 
 
If pt says, “Yes,” reflect on the possible 
positive consequences of treatment 
(i.e., reversing the symptoms endorsed 
on the SCID.   
If pt says, “No,” discuss possible 
benefits of treatment (e.g., reversing 
the negative effects of opioid 
dependence discussed in Steps 1 & 2)  
 
Offer summary reflection of patient’s 
reasons for starting or considering 
treatment, ending with a reinforcement 
of the patient’s autonomy… 
“Ultimately, the decision to seek 
treatment is up to you.” 

 
 
STEP 3 SUMMARY 

Opioid dependent patients spend much of their time justifying their drug use by 
rehearsing reasons to continue using.  However, in Step 3 of the BNI, specific 
motivational enhancement techniques are utilized to reverse this so that the patient 
begins to clarify and, through RI-reflections, reinforce highly personal reasons in favor 
of engaging in treatment for their opioid dependence (vs. continued use).  The primary 
tools to promote such a discussion of reasons or motives for treatment engagement 
are 1) the readiness ruler question (1-10), 2) asking why they did not select a lower 
number and other questions about positive reasons offered, and 3) selectively 
reflecting on reasons that promote treatment-seeking.  Exploring this gap between the 
patient’s current situation and how their life might be if engaged in treatment is what 
often tips the scale in terms of changing behavior.   
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STEP4: Negotiate and Advise 
 

 
Preparation: 

• Treatment Referral List  
• Agreement form 
• Handouts: Information specific to selected treatment agency; Appointment Card 

(Table 12) 
 
OBJECTIVES ACTION(S) QUESTIONS/COMMENTS 
Negotiate goal • Assist patient’s 

selection of a next step 
goal   

 
 
 
• Avoid being 

argumentative 

 “What’s the next step, if any?” 
<PAUSE>  
 
IF YES TO TREATMENT, skip to 
bottom, “Secure Referral.” 
  
IF NO, reiterate reasons patient gave 
above and <PAUSE> 
 
IF STILL NO, then ask if the patient 
might consider it and give advice 
below for patient to have, even if s/he 
does NOT want to consider it, and 
then SKIP TO “Provide Handouts.” 

Give advice • Deliver treatment  
      advice/education     
 
 
              
• Harm reduction 

“If you enter a treatment program or 
referral from here you will be on the 
road to recovery.   
 
 
Specifically, treatment can help you 
take care of (SCID listing of negative 
consequences of patient’s opioid use), 
including reducing the risk of 
contracting HIV, but it is up to you.” 
 

Complete 
Treatment 
Agreement & 
Secure Referral  

• Select a treatment 
agency with patient’s 
input 

 

“Which of these programs might you 
be interested in?” [SHOW LIST] 
 
 

Critical components: 
1. Negotiate a plan on how to engage in treatment and reduce HIV risk 
2. Direct advice 
3. Referral agreement and provide an information handout  
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• Review Treatment 

Agreement 
 
 
 
 
 
• Step out of interaction 

(take recorder) to make 
an appointment for the 
patient 

 
• Provide a referral 
 
 

 
 
 
 
 
 
 
 

• Provide Handouts 
 
 
 
 
 

• Wrap-up 
 

“Ok, based on your preferences, your 
insurance information and availability 
of program slots, I will make an 
appointment for you.  I will be back to 
tell you about it as soon as possible.” 
 
“But, before I go, I would like you to 
complete this referral agreement, 
which will reinforce your decision to 
seek formal drug treatment. This is 
really an agreement between you and 
yourself” 
  

[Pt waits for RI to return] 
 
 
 
 
Here is your referral.  It is for…[GIVE 
ALL DETAILS] “How does this sound 
to you?”   
 
IF PATIENT UNWILLING TO 
ATTEND, remind them that that is up 
to them, but that you would like them 
to have the referral and additional 
information (see below) should they 
change their mind. 
 
Provide: 
    - Agreement (Add Appointment 
Specifics, i.e., date, time, address, 
etc.) Pt keeps 1 copy; 1 copy for study 
    - ED Health Referral Pamphlet 
       
 - Ask the patient if s/he has any 
questions. <PAUSE> 
- Thank patient for his/her time. 

 
STEP 4 SUMMARY 

In this step, the RI has negotiated a referral to specialized drug treatment 
program that the patient is willing to attend. If the patient is not ready, then additional 
advice is given and options discussed in another attempt to negotiate and motivate the 
patient. While the patient is the decision-maker and should ultimately be responsible for 
his/her plan, the RI should provide the referral secured, as well as all of the other 
handouts, stating that this is the information the patient would consult should they 
change their mind.  End by asking if the patient has any questions about the information 
or instructions and by thanking them for their time.  
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The Brief Negotiation Interview (BNI) for 
SBI+Bup study condition 
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STEP1: Raise the Subject/ 
Establish Rapport 
 
PREPARATION: 

• Review ED record, Health Quiz, SCID, HRBS, COWS & OOWS and Insurance 
Information, and discuss with treating MD if necessary  

 
OBJECTIVES ACTION(S) QUESTIONS/COMMENTS 
Raise the subject • Introduction and explanation  

      of your role 
• Avoid a judgmental stance 
• Acknowledge the patients     
      situation    
• Set a comfortable climate 

“Hello, I am ____with Project 
ED Health” 
 

Establish Rapport • Ask permission (see Health 
Quiz for drug of abuse) 
 
 
 
 
• Engage the patient 
 
 

Would you mind if we spend a 
few minutes talking about your 
use of_______(fill in with 
patient’s drugs of 
abuse)?”<PAUSE>  
 
“I mainly want to talk about 
how it’s affected you and how 
we might be able to help.” 

Assess comfort • Ask about symptoms of  
withdrawal (see SCID for 
physical dependence symptoms 
endorsed by patient) 
 
 
• Reflective listening 
 

“Tell me about how you are 
feeling right now? OR “How 
much physical discomfort is 
your drug use causing you at 
the moment? 
 
REFLECT on any stated 
connection between pattern of 
use & discomfort/withdrawal 
symptoms 
 
EXAMPLE: It sounds like your 
use has caused you a lot of 
physical problems and 
discomfort. 

 
STEP 1 SUMMARY 
This first step sets the climate for a successful BNI.  Asking permission to discuss the 
subject of drug use formally lets the patient know that their wishes and perceptions are 
central to the treatment, which later enhances the chance that the patient will accept a 
referral for treatment.  Further, reflecting on patient-acknowledged problems and 
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discomfort related to their drug use motivates the patient to start considering compelling 
reasons for change, but without being confronted with this information in a threatening 
or harsh (i.e., non-motivational) manner.   
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STEP2: Provide Feedback 

 
PREPARATION: 

• Review  Health Quiz, SCID, HRBS 
• Handouts: Benefits of Buprenorphine & Buprenorphine: Beginning Treatment 

handouts (Tables 3 & 4) 
 

 
OBJECTIVES ACTION(S) QUESTIONS/COMMENTS 
Review patient’s 
drug use & patterns 
 
 
 
Ask the patient about 
and discuss drug use 
and its negative 
consequences 
 
 

• Review screening data 
(see Health Quiz) 
 
 
 
• Ask for patient’s 
feedback on 
consequences 
 
 
 
Give SCID feedback 
• Be non-judgmental 
 
 
 
 
 
 
• Express concern 
 
 
 
 
 
 
 

“From what I understand you are 
using… (fill in amounts from 
screening).”  BUT DO NOT RE-
SCREEN.  
 
“Besides physical discomfort, how 
bothered are you by your drug 
use, if at all?” OR “What problems 
has it caused you, if any?” 
<PAUSE> 
 
ONLY IF PT NOT BOTHERED… 
“We know that drug use can 
cause serious problems in your 
life. Based on what you told us in 
the screening, drugs have…(LIST 
SCID SYMPTOMS ENDORSED 
BY PT.)   
 
“I am concerned about your 
drug use and how it seems to 
be affecting other things that 
are important to you.” 
<PAUSE> 
 
 
 

Critical components: 
1. Review current drug use and opioid dependence symptoms 
2. Discuss the role of opioid dependence in contributing to negative life 

consequences (financial, family, employment, health, legal) 
3. Ask about and/or make connection between drug use and reason for ED visit   

(if applicable) and risk of HIV/AIDS 
4. Inform patient that a variety of treatments work to effectively reduce and stop 

drug use, and ask for patient’s positive treatment experiences 
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• Assess Drug use & 
HIV-risk connection (see 
HRBS) 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 

“What connections might you see 
between the way you use drugs 
and HIV/AIDS risk?” 
 
IF PATIENT STATES ANY 
ACCURATE & RELEVANT 
CONNECTION(S) reiterate them, 
acknowledge the patient’s good 
insight and give additional 
relevant facts on HIV/AIDS risk  
 
IF PATIENT DOES NOT STATE 
ANY ACCURATE & RELEVANT 
CONNECTIONS, MAKE the 
connection based on HRBS or 
general caution about drug use 
and HIV risk  
 
SAMPLE: Any drug use 
compromises good judgment.  
Without good judgment anyone 
can engage in HIV-risky behavior. 

Make a connection 
between drug use & 
the ED visit  
(if applicable) 

• Discussion of specific 
patient medical issues 
e.g., withdrawal, 
overdose, MVC or 
injury, infection, or any 
indirect consequence, 
treatment-seeking, etc. 

 
 
 
 
 

 “What (if any) connection is there 
between your drug use and this 
ED visit?” <PAUSE>  
 
IF PATIENT SEES ANY 
ACCURATE & RELEVANT 
CONNECTION, reiterate what 
they have said.   
 
SAMPLE: You’re right...[reiterate 
pt’s connection]…that’s a good 
connection to make. 
 
IF PATIENT DOES NOT SEE A 
CONNECTION, then make one 
using facts (if applicable)(see ED 
Record, Health Quiz & SCID) 
 
SAMPLE: One of the things that 
we see as a connection is that 
your pattern of drug use may 
have contributed to your fall, 
physical discomfort, or whatever 
they’re in the ED for (if relevant). 
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IF THERE ACTUALLY IS NO 
CONNECTION between today’s 
visit and drug use, ask about any 
potential connections between 
drug use & overall health issues. 

Feedback on Study 
Assignment 

• Tell the patient that 
he/she has been 
selected to receive a 
BI+Buprenorphine/ 
Suboxone  

 
 
 
 
 
 
 
 
 
 
• Tell the patient that  

Buprenorphine/ 
Suboxone works for 
opioid dependence. 

 

“So, in order to help you with this, 
we would like to offer you a 
medicine called Buprenorphine or 
Suboxone, as it is commonly 
known, in the ED today (hand 
patient the Buprenorphine/ 
Suboxone Information Handout), 
which means that I will help you 
start suboxone in the ER today 
and follow up for suboxone 
maintenance at the YNHH-
Primary Care Center on a pretty 
frequent basis (about 3x/week to 
start..” 
 
“If you decide to accept our 
recommendation, treatment would 
help you with all of the problems 
we’ve been talking about, but 
especially the physical discomfort 
caused by withdrawal.”  

 
STEP 2 SUMMARY 

This step provides the opportunity to offer feedback and education related to 
patient issues.  In fact, four different levels of feedback have been offered in this step, 
all of which can be used in the next step of enhancing motivation, i.e., (1) Linking drug 
use to negative consequences or problems that they acknowledge they are feeling in 
their life such as financial, family, employment, health, and legal problems and; (2) 
Connecting the ED visit to the drug use if possible, such as overdose, withdrawal, injury, 
lack of follow-up etc; and (3) Connecting drug use and HIV/AIDS risk and ending with 
perhaps the most important piece of feedback, which is (4) that buprenorphine 
treatment CAN help to ameliorate all of the above problems and risky behaviors.  
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STEP3: Enhance Motivation 

 
PREPARATION: 

• "Readiness to Change Ruler"  
• Handouts: Benefits of Buprenorphine Treatment (Table 3) 

 
OBJECTIVES ACTION(S) QUESTIONS/COMMENTS 
Assess readiness 
to change 

• Have patient self-
identify readiness 
to change, on a 
scale of 1-10  

[Show Readiness Ruler] (See Table 
2) “On a scale from 1-10, how ready 
are you to start Buprenorphine/ 
Suboxone treatment in the ER today 
and to continue it in the PCC after 
today?”  
 
“1 is not at all, 10 is completely” 

Enhance motivation • Ask motivational    
     questions 
 
 
 
 
 
 
• Reflect 
     motivational  
     answers 
 
 
 
 
 
• Ask about their 
initial reason to get a 
more motivating 
answer 
 
 
 

IF PATIENT SAYS:      
    - > 2, ask “Why did you choose that 
number and not a lower one?” (i.e., 
“What are some reasons you would 
engage in treatment?”) “What else?” 
repeatedly OR “How has treatment 
been helpful to you in the past?” 
 
Then REFLECT on their reasons and 
reinforce with clinical information (e.g., 
“Buprenorphine/Suboxone does in fact 
work to help reduce and eliminate use, 
as well as the problems connected with 
it, especially all of the physical 
discomfort caused by withdrawal.”  
 
Take the patient’s answer from the 
above question and ask: 
 
“Why is that reason important to you?”  
 
 
 
 

Critical components: 
1. Assess readiness to engage in treatment  
2. Enhance motivation  
3. Use of Open-ended Questions 
4. Use of Reflective Listening 
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• What if the pt 
      picks a “1”? 
 
 
 
 
 
 
 
 
 
 
• Additional  
     Motivational 
     Strategies (ONLY 
     if above does  
     NOT lead to  
     readiness to  
    attend treatment) 
    (OPTIONAL) 
 
 
 
 
 
 
 
 
 
 
 
• Summarize 
 

    - 1 or unwilling, ask “What would it 
take for that “1” turn into a “2”? OR 
“Imagine you did sign up, how could 
that be helpful to you?” OR “What 
would have to happen for you to be 
ready? and “How important would it be 
for you to prevent that from 
happening?”   
  
- Reflect/reiterate positive reasons for 
  change 
 
To explore possible positive thoughts 
about treatment ask “Why might you 
ever go?  Have you ever thought about 
going before? What were some of the 
reasons why? Why is it important to 
have this conversation now?” 
 
Would you mind if I gave you some 
possible reasons based on your 
screening? 
 
If pt says, “Yes,” reflect on the possible 
positive consequences of treatment 
(i.e., reversing the symptoms endorsed 
on the SCID.   
If pt says, “No,” discuss possible 
benefits of buprenorphine (See 
Appendix 3)  
 
Offer summary reflection of patient’s 
reasons for starting or considering 
treatment, ending with a reinforcement 
of the patient’s autonomy… 
“Ultimately, the decision to seek 
Suboxone treatment is up to you.”  

 
 
STEP 3 SUMMARY 

Opioid dependent patients spend much of their time justifying their drug use by 
rehearsing reasons to continue using.  However, in Step 3 of the BNI, specific 
motivational enhancement techniques are utilized to reverse this so that the patient 
begins to clarify and, through RI-reflections, reinforce highly personal reasons in favor 
of engaging in buprenorphine treatment for their opioid dependence (vs. continued 
use).  The primary tools to promote such a discussion of reasons or motives for 
treatment engagement are 1) the readiness ruler question (1-10), 2) asking why they 
did not select a lower number and other questions about positive reasons offered, and 
3) selectively reflecting on reasons that promote buprenorphine treatment-seeking.  
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Exploring this gap between the patient’s current situation and how their life might be if 
engaged in buprenorphine treatment is what often tips the scale in terms of changing 
behavior.   



 30 
 

STEP4: Negotiate and Advise 
 

 
Preparation: 

• Agreement forms 
• Handouts: Buprenorphine: Beginning Treatment handout Information (Table 4), 

Appointment Cards (Table 12) 
 
OBJECTIVES ACTION(S) QUESTIONS/COMMENTS 
Negotiate goal • Assist patient’s 

selection of a next step 
goal  
 

• Avoid being 
argumentative 

 “What’s the next step, if any?” 
<PAUSE>  
 
IF YES TO TREATMENT, skip to 
bottom, “Secure Buprenorphine/ 
Suboxone Treatment.” 
  
IF NO, reiterate reasons patient gave 
above and <PAUSE> 
 
IF STILL NO, then ask if the patient 
might consider it and give advice 
below for patient to have, even if s/he 
does NOT want to consider it, and 
then SKIP TO “Provide Handouts.” 

Give advice • Deliver treatment 
      advice/education     
 
 
             
• Harm reduction 

“If you start Suboxone treatment today 
and follow-up in the PCC, you will be 
on the road to recovery.   
 
 
Specifically, treatment can help you 
take care of (SCID listing of negative 
consequences of patient’s opioid use), 
including reducing the risk of 
contracting HIV, but it is up to you.” 
 
 
 
 
 

Critical components: 
1. Negotiate a plan on how to engage in treatment and reduce HIV risk 
2. Direct advice 
3. Referral agreement and provide an information handout  
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Review 
Treatment 
Agreement & 
Secure 
Suboxone 
Treatment  

• Review Treatment 
Agreement 

 
 
 
 
 
 
 
 
 
• Step out of interaction 

(take recorder) to 
develop Suboxone 
Treatment Plan with 
MD 

 
• Provide a Treatment 

Plan 
 
 
 
 
 
 

 
 

 
 
 
 
 
 
 
• Provide Handouts 

 
 
 
 
 
 
 
 

• Wrap-up 
 

“In a moment, I will be stepping out to 
ask the doctor about your Suboxone 
treatment plan and I will be back to tell 
you about it as soon as possible. But 
before I go, I would like you to 
complete this treatment agreement, 
which reinforces your decision to sign 
up for a formal Suboxone treatment.  
This is really an agreement between 
you and yourself.” 
 

[Pt waits for RI to return] 
 
 
 
 
 
“Here is the doctor that will give you 
your initial Buprenorphine/Suboxone 
treatment plan [Introduce MD].”   
 
Here are your instructions for following 
up at the PCC, which are very 
important to stick to if you want to get 
the most out of treatment [GIVE ALL 
DETAILS]  
 
IF PATIENT UNWILLING TO 
ATTEND, remind them that that is up 
to them, but that you would like them 
to have the referral and additional 
information (see below) should they 
change their mind. 
 
Provide: 
    - Agreement (Pt keeps 1 copy;  
      1 copy for study) 
    - ED Health Study Referral  
      Pamphlet 
    - Buprenorphine Information  
      Handouts 
     - Appointment Cards 
 
- Ask the patient if s/he has any 
questions. <PAUSE> 
 
- Thank patient for his/her time. 
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STEP 4 SUMMARY 
In this step, the RI has negotiated a referral to a Suboxone treatment program.  

If, however, the patient is not ready, then additional advice is given and options 
discussed in another attempt to negotiate and motivate the patient.  While the patient is 
the decision-maker and should ultimately be responsible for his/her plan, the RI should 
provide the referral secured, as well as all of the other handouts, stating that this is the 
information the patient would consult should they change their mind.  End by asking if 
the patient has any questions about the information or instructions and by thanking 
them for their time.  
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VII.  Additional Motivational Strategies 
  

 Refrain From Directly Countering Resistance Statements  
 
           For example, the patient may say “How can I have a drug problem when I  
 use less than all my buddies?”  You can reply noting that dependence can  
 vary between patients and that it is worthy of further assessment and  
 discussion, within the context of this brief interview and advice from  
 treatment professionals. 

 
 

 Focus On The Less Resistant Aspects Of The Statement 
 

For example, the above patient may be wondering about how much their 
drug use is a problem.  The response might be to restate his concern and 
ask about his level of drug use, which is the less resistant part of the 
statement.  “It sounds like you’re confused about how you could have an 
issue with your drug use if you use less than all your friends.  I’d like to 
explain this to you.”  (And remember, this is a statement NOT a question, 
so the intonation should turn down at the end of the remark). 
 
 

 Restate Positive or Motivational Statements  
 

For example, if a patient says: “You know, now that you mention it, 
I feel like I have been using more than I wanted to lately,” the RI could  
say, “It sounds like you realize that your use is out of your control.”).  This  
serves to reinforce the patient’s motivation-even if the motivational  
statement is a relatively weak one.  If the patient says, “I guess I might  
have to change my use” this could be restated as “It sounds like you’ve 
been thinking about stopping your use”. 
 
 

 Other Helpful Hints 
 

Encourage patients to think about previous times they have been 
abstinent, even for a few days.   

             
           Praise patients for their willingness to discuss such a sensitive topic, their  
 willingness to consider change, and their courage for considering  
 treatment.  Acknowledge how hard it is to find treatment options.  
 
           View the patient as an active participant in the intervention. 
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VIII. Common Problems  
 
Certain problems may occur during the course of the intervention steps…. 
 

 Refusal To Engage In The Discussion Of The Topic Of Drug Use 
 

Most patients will agree to discuss the topic, because they have already 
consented to be in the study, but in the unlikely event that someone outright 
refuses to discuss it at all, tell the patient that you will respect their wishes and 
that all you will be doing is giving him 3 pieces of information: 
 

                 1.  His/her drug use meets criteria for treatment 
                 2.  There is no safe level of opioid use 
                 3.  You are concerned and that s/he should cut down and stop to avoid future  

Harm (Steps 2 and 4 only). 
 
 
 Refusal To Self-Identify Along The Readiness Ruler 

 
When this happens, it is usually a problem with understanding the numbers.  
There are several ways of dealing with this: 
 

1. Anchor the numbers with descriptors, such as “1” means not ready 
      at all or 0 per cent ready, and 10 means completely ready or 100% 
      ready to change.   
2. Ask “What would make this a problem for you?” Or, “How important 
      is it for you to change any aspect of your drug use?”    
3. Discussion of Pros and Cons (refer to list).    
 

 
 Unwilling To Associate Visit With Opioid or Drug Use 

 
Don’t force the patient to make the connection, but be sure that he/she hears that 
in your medical opinion there is a connection.  However, this connection may not 
be the thing that ultimately motivates the patient to change.  If this happens try to 
find some other negative consequence of drug use that the patient can agree 
bothersome enough to consider decreasing or stopping their drug use. 
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TABLE 1: Mini-SCID Symptoms 
(Referred to in Steps 1 and 2 of BOTH SBIRT & SBI+Bup) 

 
a. Needing to use more (name the drug/drug class selected) to 

get the same effect that you did when you first started taking 
it 

b. When you reduced or stopped using (name the drug/drug 
class selected), having withdrawal symptoms (aches, 
shaking, fever, weakness, diarrhea, nausea, sweating, heart 
pounding, difficulty sleeping, or feel agitated, anxious, 
irritable, or depressed), or using any drug(s) to keep yourself 
from getting sick (withdrawal symptoms) or so that you 
would feel better. 

c. Finding that when you used (name the drug selected), you 
end up taking more than you thought you would. 

d. Trying to reduce or stop taking (name the drug selected) but 
failed. 

e. On the days that you used (name the drug/drug class 
selected), spending substantial time (>2 hours) obtaining, 
using, or in recovering from the drug, or thinking about the 
drug. 

f. Spending less time working, enjoying hobbies, or being with 
others because of your drug use. 

g. Continuing to use (name the drug selected), even though 
you knew that the drug caused you health or mental 
problems. 
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TABLE 2: READINESS RULER  
(Referred to in Step 3 of BOTH SBIRT & SBI+Bup) 
 
 
 

 
READINESS RULER 

         
 

Not                                                   Completely 
                ready at all                                                         ready 

 
1 2 3 4 5 6 7 8 9 10 
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TABLE 3: Benefits of Buprenorphine Treatment 
(Referred to in Step 3 of SBI+Bup) 
 

Benefits of Buprenorphine: 
 
  

• Patients do not need to go to a methadone clinic to receive Buprenorphine.  
Buprenorphine is prescribed in a doctor's office, is dispensed in local pharmacies, and can 
be taken at home as a sublingual pill.  

• Reduces cravings and prevents withdrawal symptoms such as pain and nausea by 
blocking the effects of other opiates.  

• Long lasting. Taken once a day 

• Safer than heroin or traditional prescription opiates; buprenorphine alone is unlikely to 
result in an overdose. Like methadone, buprenorphine reduces the craving for opiates and 
permits productive living. But buprenorphine has a ceiling effect, which means there is 
less likelihood of abuse or of an overdose.  

• Reduced health risks, especially those related to IV drug use, such as HIV and hepatitis 
B and hepatitis C viruses, skin infections and vein problems.  

• Opioid Agonist Maintenance allows patients to focus on and address psychosocial 
problems 

 
Excerpted from: http://rehabdrchester.com/html/Buprenorphine%20Treatment.htm 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://rehabdrchester.com/html/Buprenorphine%20Treatment.htm
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TABLE 4: Buprenorphine- Beginning Treatment 
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TABLE 5: PROS AND CONS 
(Referred to in Step 3 of BOTH SBIRT & SBI+Bup) 
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TABLE 6: TREATMENT AGREEMENT  
(Referred to in Step 4 of BOTH SBIRT & SBI+Bup) 
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TABLE 7: PROJECT ED HEALTH TREATMENT 
REFERRAL LIST   
(Referred to in Step 4 of BOTH SBIRT & SBI+Bup) 
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TABLE 8: CASE EXAMPLE OF BNI DIALOGUE FOR 
SBIRT CONDITION 
 
SPEAKER DIALOGUE PROCEDURE 
Clinician 
 

Hello, I am one of the ED Health Study RAs. I understand 
that you have discussed some issues related to your use 
of opioids with one of our other RAs.<PAUSE> 
This must be a tough time for you.” <PAUSE> 
Would you mind spending a few minutes talking about 
your use of opioids? 

RAISE THE 
SUBJECT 

Patient  Ok, like what?  
Clinician 
 
 
 

 “I would like to take some time to talk with you about the 
issues related to your use and then to explore how we 
might be able to help with that.”  
 
How are you feeling right now? 

 

Patient 
 

Not great at all.  I like it; it makes me feel good, but it 
would be great to slow down a little or take a break on 
some days without getting sick.  I’m feeling really bad right 
now. 

 

Clinician Sounds like you’re in a lot of physical discomfort and that 
using less would really be something you’d like to do.  
We’d be happy to help you with that.   

 

Patient 
 

Alright…well… PROVIDE 
FEEDBACK 

Clinician 
 

From what I understand you use heroin intravenously 
everyday, about 4-5 bags a day throughout the day, and 
that it’s caused you some problems.  Tell me more about 
those problems. 

Make Connection 

Patient 
 

Well, I mean…nothing I can’t handle, but life does seem to 
suck right now.  People can’t take my crap anymore, 
especially my boss. 

 

Clinician 
 

So, it sounds like heroin has caused some relationship 
and work problems for you.  Although you are able to keep 
your job it’s getting tougher. 

Review Mini-
SCID 

Patient Yes, I spend more and more time trying to get heroin and 
it’s hard to find clean needles.  Sometimes I have to share 
needles. 

 

Clinician So sharing needles can lead to real health problems and 
spending more time trying to find the drug certainly takes 
you away from your work.  How does it affect other parts 
of your life?  

 

Patient Well I had to drop out of my adult ed classes.  And I lost 
my friends ad girlfriend because I have no time to hang 
with them. 

 

Clinician This must be a very hard time for you. So you’re telling me 
that both your work and personal life are in a mess and the 
fact that you’re sharing needles is putting your health at 
even greater risk.  What connection do you see between 
your drug use and this ED visit?   
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SPEAKER DIALOGUE PROCEDURE 
Patient I’m dope sick and I don’t know what to do anymore.  I 

thought you could help me out.  Look, at least I’m being 
straight with you and not giving you a whole story about 
fake pain.  

 

Clinician 
 

We can help you with this by getting you a referral to a 
drug treatment center right now.  
 
Treatment works – it can help you reduce and stop your 
heroin use, which is escalating to a point where you’re 
always in some degree of withdrawal.  So, let’s next talk 
about how ready you might be to do engage in treatment.  
On a scale from 1-10, how ready are you to go to the 
appointment we arrange for you, where 1 means not ready 
at all and 10 means totally ready? 

ENHANCE 
MOTIVATION 
Readiness to 

change 

Patient I don’t know, maybe a 5  
Clinician 
 

OK, so that is good, you are halfway or 50% there. Why 
not less? In other words why did you not pick a 1 or 2? 
What are some reasons why you think starting this 
treatment would be good for you? 

Evoke “Change 
Talk” 

Patient 
 

Well, I am here because I have no place left to get my stuff 
and I’ll just get more and more sick.  I’m also tired of this 
pattern and miss my girlfriend. 

Beginning 
“Change Talk” 

Clinician 
 

Those are 2 good reasons, anything else? Open Question to 
elicit more 

“Change Talk” 
Patient My girlfriend did say that she’d consider taking me back if I 

ever got into treatment. 
More “Change 

Talk” 
Clinician 
 

So, even though the answer to this question should be 
obvious, tell me in your own words why it would be 
important to you to start treatment and get your girlfriend 
back?  

 

Patient Because she’s the only person that has ever gotten me 
and really understood why I am this way.  And she’s totally 
drug-free – she’s never even touched the stuff.  I know I 
can get her back. 

Deeper “Change 
Talk” 

Clinician 
 

So it sounds like starting treatment would give you a 
number of things that are very important to you.  In the 
short-run, it would make you much more physically 
comfortable and you wouldn’t have to be running around 
anymore.  It could also help things between you and your 
boss, because you wouldn’t have to be running around 
anymore and you might even re-connect with your friends.  
But most importantly, it would help you get back together 
with your girlfriend.  Now, if you don’t mind, I’d like to add 
one more thing to the list (wait for permission).  You would 
also reduce the risk of contracting HIV/AIDS. 

Reflection of 
“Change Talk” 
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SPEAKER DIALOGUE PROCEDURE 
Patient I’ve always thought about all the bad stuff heroin was 

doing to me, which only made me want to use more.  Now, 
you make it sound like I could get a lot of good stuff from 
doing this treatment. 

Commitment Talk 

Clinician 
 

So, what’s the next step, if any? NEGOTIATE & 
ADVISE 

Patient I want to try it.  How do I start? Summarize 
Clinician 
 

Well I’m going to review this list with you so we can 
identify the best place for you to get help and I will call to 
try to get an appointment with you today.    Because it is 
sometimes helpful to write down our goals and plans, I’m 
going to ask you to fill out this agreement sheet.  It is an 
agreement between you and your self and is not a part of 
your medical records.   
 
I think you’ve made an excellent decision and I wish you 
all the best. 
 
Thank you for your time. 

Negotiate goal  
 
 

Follow-up 
 
 

Thank patient 
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TABLE 9: CASE EXAMPLE OF BNI DIALOGUE FOR 
SBI+Bup CONDITION 

 
SPEAKER DIALOGUE PROCEDURE 

Clinician 
 

Hello, I am one of the ED Health Study RAs. I understand 
that you have discussed some issues related to your use 
of opioids with one of our other RAs.<PAUSE> 
This must be a tough time for you.” <PAUSE> 
Would you mind spending a few minutes talking about 
your use of opioids? 

RAISE THE 
SUBJECT 

Patient  Ok, like what?  
Clinician 
 
 
 
 
 

 “I would like to take some time to talk with you about the 
issues related to your use and then to explore how we 
might be able to help with that.”  
 
How are you feeling right now? 

 

Patient 
 

Not great at all.  I like it; it makes me feel good, but it 
would be great to slow down a little or take a break on 
some days without getting sick.  I’m feeling really bad right 
now. 

 

Clinician Sounds like you’re in a lot of physical discomfort and that 
using less would really be something you’d like to do.  
We’d be happy to help you with that.   

 

Patient 
 

Alright…well… PROVIDE 
FEEDBACK 

Clinician 
 

From what I understand you use heroin intravenously 
everyday, about 4-5 bags a day throughout the day, and 
that it’s caused you some problems.  Tell me more about 
those problems. 

Make Connection 

Patient 
 

Well, I mean…nothing I can’t handle, but life does seem to 
suck right now.  People can’t take my crap anymore, 
especially my boss. 

 

Clinician 
 

So, it sounds like heroin has caused some relationship 
and work problems for you.  Although you are able to keep 
your job it’s getting tougher. 

Review Mini-
SCID 

Patient Yes, I spend more and more time trying to get heroin and 
it’s hard to find clean needles.  Sometimes I have to share 
needles. 

 

Clinician So sharing needles can lead to real health problems and 
spending more time trying to find the drug certainly takes 
you away from your work.  How does it affect other parts 
of your life?  

 

Patient Well I had to drop out of my adult ed classes.  And I lost 
my friends ad girlfriend because I have no time to hang 
with them. 

 

Clinician This must be a very hard time for you. So you’re telling me 
that both your work and personal life are in a mess and the 
fact that you’re sharing needles is putting your health at 
even greater risk.  What connection do you see between 
your drug use and this ED visit?   
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SPEAKER  DIALOGUE   PROCEDURE  
Patient I’m dope sick and I don’t know what to do anymore.  I 

thought you could help me out.  Look, at least I’m being 
straight with you and not giving you a whole story about 
fake pain.  

 

Clinician 
 

We can help you with that, because you have been 
assigned to receive Suboxone.  Suboxone can help you 
reduce and stop your heroin use, which is getting you to 
the point of withdrawal sooner and sooner.  (REVIEW 
SUBOXONE FACTS) So, let’s next talk about how ready 
you might be to do something different about this.  On a 
scale from 1-10, how ready are you to accept suboxone 
treatment in the ER tonight and to follow-up at YNHH’s 
Primary Care Center next week, where 1 means not ready 
at all and 10 means totally ready? 

ENHANCE 
MOTIVATION 
Readiness to 

change 

Patient I don’t know, maybe a 5  
Clinician 
 

OK, so that is good, you are halfway or 50% there. Why 
not less? In other words why did you not pick a 1 or 2? 
What are some reasons why you think starting this 
treatment would be good for you? 

Evoke “Change 
Talk” 

Patient 
 

Well, I am here because I have no place left to get my stuff 
and I’ll just get more and more sick.  I’m also tired of this 
pattern and miss my girlfriend. 

Beginning 
“Change Talk” 

Clinician 
 

Those are 2 good reasons, anything else? Open Question to 
elicit more 

“Change Talk” 
Patient My girlfriend did say that she’d consider taking me back if I 

ever got into treatment. 
More “Change 

Talk” 
Clinician 
 

So, even though the answer to this question should be 
obvious, tell me in your own words why it would be 
important to you to start treatment and get your girlfriend 
back?  

 

Patient Because she’s the only person that has ever gotten me 
and really understood why I am this way.  And she’s totally 
drug-free – she’s never even touched the stuff.  I know I 
can get her back. 

Deeper “Change 
Talk” 

Clinician 
 

So it sounds like starting treatment would give you a 
number of things that are very important to you.  In the 
short-run, it would make you much more physically 
comfortable and you wouldn’t have to be running around 
anymore.  It could also help things between you and your 
boss, because you wouldn’t have to be running around 
anymore and you might even re-connect with your friends.  
But most importantly, it would help you get back together 
with your girlfriend.  Now, if you don’t mind, I’d like to add 
one more thing to the list (wait for permission).  You would 
also reduce the risk of contracting HIV/AIDS.  

Reflection of 
“Change Talk” 
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SPEAKER  DIALOGUE   PROCEDURE  
Patient I’ve always thought about all the bad stuff heroin was 

doing to me, which only made me want to use more.  Now, 
you make it sound like I could get a lot of good stuff from 
doing this treatment. 

Commitment Talk 

Clinician 
 
 
 

So, what’s the next step, if any?  
 
 

NEGOTIATE & 
ADVISE 

 
Summarize 

Patient I want to try it.  How do I start?  
Clinician 
 

Explain process as per Dr. Fiellin’s protocol and ask the 
patient to sign prepared agreement sheet. 
 
I think you’ve made an excellent decision and I wish you 
all the best. 
 
Thank you for your time. 

Negotiate goal  
 
 

Follow-up 
 
 

Thank patient 
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TABLE 10: Clinical Opiate Withdrawal Scale 
For each item, circle the number that best describes the patient’s signs or symptom.  Rate on just the 
apparent relationship to opiate withdrawal.  For example, if heart rate is increased because the patient 
was jogging just prior to assessment, the increase pulse rate would not add to the score… 
 

Project #:  1   Date: - -   RA:  Time (military)  
Reason for this assessment:__________________________________________________ 
Resting Pulse Rate:             ____beats/minute 
Measured after patient is sitting or lying for 1 
minute  
 0… pulse rate 80 or below 
 1… pulse rate 81-100 
 2…pulse rate 101-120 
 4… pulse rate greater than 120 

GI Upset:  
Over last ½ hour 
 0…no GI symptoms 
 1…stomach cramps 
 2…nausea or loose stool 
 3…vomiting or diarrhea 
 5…multiple episodes of diarrhea or vomiting 

Sweating:  
Over past ½ hour not accounted for by room 
temperature or patient activity. 
 0…no report of chills or flushing 
 1…subjective report of chills or flushing 
 2…flushed or observable moistness on face 
 3…beads of sweat on brow or face 
 4…sweat streaming off face 

Tremor:  
Observation of outstretched hands 
 0…No tremor 
 1…tremor can be felt, but not observed 
 2…slight tremor observable 
 4…gross tremor or muscle twitching 
 

Restlessness:  
Observation during assessment 
 0…able to sit still 
 1…reports difficulty sitting still, but is able to  
          do so 
 3…frequent shifting or extraneous  
         movements of legs/arms 
 5…Unable to sit still for more than a few  
         seconds 

Yawning:  
Observation during assessment 
 0…no yawning 
 1…yawning once or twice during assessment 
 2…yawning three or more times during        
          assessment 
 4…yawning several times/minute 

Pupil size: 
 0…pupils pinned or normal size for room light 
 1…pupils possibly larger than normal for  
          room light 
 2…pupils moderately dilated 
 5…pupils so dilated that only the rim of the  
          iris is visible 

Anxiety or Irritability: 
 0…none 
 1…patient reports increasing irritability or  
           anxiousness 
 2…patient obviously irritable anxious 
 4…patient so irritable or anxious that participation  
          in the assessment is difficult 

Bone or Joint aches:  
If patient was having pain previously, only the 
additional component attributed to opiates 
withdrawal is scored 
 0…not present 
 1…mild diffuse discomfort 
 2…patient reports severe diffuse aching of  
          joints/muscles 
 4…patient is rubbing joints or muscles and is  
          unable to sit still because of discomfort 

Gooseflesh skin: 
 0…skin is smooth 
 3…piloerrection of skin can be felt or hairs  
          standing up on arms 
 5…prominent piloerrection 
 

Runny nose or tearing:  
Not accounted for by cold symptoms or allergies 
 0…not present 
 1…nasal stuffiness or unusually moist eyes 
 2…nose running or tearing 
 4…nose constantly running or tears  
          streaming down cheeks  

The total score is the sum of all 11 items… 
 

 
Total Score:  

 

Score: 5-12 = mild; 13-24 = moderate; 25-36 = moderately severe; more than 36 = severe withdrawal 
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TABLE 11: OBJECTIVE OPIOID WITHDRAWAL SCALE (OOWS) 
Observe the patient during a 5 minute observation period then indicate a score for each of the opioid 
withdrawal signs listed below (items 1-13). Add the scores for each item to obtain the total score 
 

Project #:  1    Date: - -    RA:   Time (military)  
 

Date        
Time        

1 Yawning 
0 = no yawns 
1 = ≥ 1 yawn 

       

2 Rhinorrhoea 
0 = < 3 sniffs 
1 = ≥ 3 sniffs 

       

3 Piloerection (observe arm) 
0 = absent 
1 = present 

       

4 Perspiration 
0 = absent 
1 = present 

       

5 Lacrimation 
0 = absent 
1 = present 

       

6 Tremor (hands) 
0 = absent 
1 = present 

       

7 Mydriasis 
0 = absent 
1 = ≥ 3 mm 

       

8 Hot and cold flushes 
0 = absent 
1 = shivering / huddling for 
warmth 

       

9 Restlessness 
0 = absent 
1 = frequent shifts of position 

       

10 Vomiting 
0 = absent 
1 = present 

       

11 Muscle twitches 
0 = absent 
1 = present 

       

12 Abdominal cramps 
0 = absent 
1 = Holding stomach 

       

13 Anxiety 
0 = absent 
1 = mild – severe 

       

 
TOTAL SCORE 

       

 



 54 
 

TABLE 12: Appointment Cards 
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TABLE 13: PROJECT ED HEALTH III – HEALTH QUIZ 
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TABLE 14: PROJECT ED HEALTH III - HRBS 
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