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Abstract
Screening, Brief Intervention and Referral to Treatment (SBIRT), is an evidence-based approach to screening and early 
intervention for those at risk of substance use disorders. With the ongoing health concerns related to COVID-19, there is an 
increased need for social workers who can competently deliver evidence-based interventions, such as SBIRT, via telehealth. 
Due to the COVID-19 pandemic, traditional SBIRT training approaches using face-to-face (FTF) instruction and FTF simu-
lated practice may not be a safe or feasible way to develop students’ SBIRT- related skills. This study explores 35 social work 
graduate students’ experiences of learning SBIRT skills in a remote learning format and subsequently delivering a SBIRT 
intervention to a live “client” via a peer-to-peer simulated telehealth session. Overall, students reported that the shift from 
FTF to remote learning made learning SBIRT skills difficult, and that providing brief intervention and referral was the most 
difficult step of the simulated SBIRT telehealth intervention. Qualitative feedback indicates that overall, students found the 
simulated telehealth sessions a valuable learning experience, but also reported that richer educational experiences would have 
resulted from additional practice opportunities and real time feedback. Implications for future research, simulation-based 
education and clinical practice are discussed.
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Introduction to SBIRT

Screening, Brief Intervention and Referral to Treatment 
(SBIRT) is an evidence-based approach for identification 
and early intervention for those at risk of substance use 
disorders (SUDs) (Babor et al. 2007; Madras et al. 2009; 
SAMHSA 2011). The SBIRT intervention generally takes 

10–15 min to complete and can be conducted with clients 
of any age that may be at risk of substance misuse. While 
the majority of SBIRT is conducted in healthcare related 
settings (Agerwala and McCance-Katz 2012), it is also 
appropriate for use in child welfare and educational settings 
(Curtis et al. 2014; Mitchell et al. 2012; Wright et al. 2016). 
The SBIRT intervention is comprised of four steps, which 
are delivered in the following order: (1) quickly building 
rapport and inviting the client to have a conversation about 
health; (2) using a standardized tool to conduct a univer-
sal substance use screening; (3) scoring the screening and 
providing the client with feedback on the meaning of their 
scores; and (4) providing a brief intervention and, if indi-
cated, a referral for further treatment (Babor et al. 2007). 
SBIRT can be delivered either in person or remotely using 
a secure online telehealth platform, such as doxy.me, Tela-
doc or Zoom for Healthcare. The combination of flexibility 
of use across multiple practice settings (Sacco et al. 2017) 
combined with its effectiveness (Babor et al. 2017) has led 
to increased adoption of SBIRT as an important component 
of clinical social work training.
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Due to the ongoing “opioid crisis” and continually high 
levels of substance misuse in the general population, it has 
become increasingly important for future social workers to 
be able to competently identify and assist clients with sub-
stance use concerns (Ashenberg Straussner and Senreich 
2002; Berger and DePaolo 2015; Makhaira 2014; Vakharia 
2014). Begun and Clapp (2016) assert that reducing alcohol 
(and drug) misuse and their consequences should be one of 
the foremost goals of social work, due to the widespread 
impact that problematic substance use has on all parts of 
society. Social workers can expect to encounter individu-
als/families with SUDs across practice settings, including 
schools, the justice system, the child welfare system and 
physical and/or behavioral healthcare settings. As such, 
learning evidence-based approaches to address alcohol and 
drug misuse should be an important component of social 
work education (Ashenberg Straussner and Senreich 2002; 
Harwood et al. 2004; Osborne et al. 2012; Quinn 2010; 
Vakharia 2014).

SBIRT Training Using Simulated Sessions

SBIRT in social work education is generally taught as part 
of field based instruction or as part of a direct practice class. 
Traditionally, SBIRT training consists of classroom-based 
instruction about each intervention step, followed by a simu-
lated practice component with a live “standardized” client, 
often times an actor or someone who had already completed 
the class. Simulations are designed to help students learn 
the different skill sets needed for each step of the SBIRT 
intervention, while providing them with “hands on” prac-
tice. These live simulations may be video recorded so that 
instructors can provide more structured and in-depth feed-
back on students’ performance. Students can also review 
how competently they conducted the SBIRT session and 
reflect further on their skill development.

A working definition of what constitutes a simulation 
offered by Bland et al. (2011) states that a simulation is “a 
dynamic process involving the creation of a hypothetical 
opportunity that incorporates an authentic representation of 
reality, facilitates active student engagement and integrates 
the complexities of practical and theoretical learning with 
opportunity for repetition, feedback, evaluation and reflec-
tion” (p. 668). Accordingly, the authors conceptualize simu-
lations as different from traditional role plays often used 
in social work classrooms, as they: (1) tend to be longer in 
duration—whereas most role plays are very brief usually 
3–5 min, simulated sessions may last between 15 and 20 min 
or longer, (2) require students to prepare in advance—stu-
dents are given their “role” 1 to 2 weeks prior to the simu-
lation and are asked to closely review the information on 
the client they would be portraying ahead of time to add 
a level of authenticity and realism to the simulated client 

interaction, whereas role plays tend to be impromptu, requir-
ing minimal preparation and thus may lack the requisite 
authenticity, and (3) feature “clients” with more complex 
social histories and clinical symptom presentation. Simula-
tions may utilize other students in class as clients (stand-
ardized peer-to-peer simulation), students who have already 
completed SBIRT training acting as clients (standardized 
client simulation) or real actors (standardized actor client 
simulation), depending on the program size and resource 
availability.

During the last 5 years, there has been a proliferation 
of research on the impact of SBIRT training and simu-
lated practice on social work skill acquisition, as well as on 
students’ perceptions of these simulations. Osborne et al. 
(2012, 2016) were some of the first social work scholars to 
incorporate SBIRT training into the social work curriculum, 
as a way of expanding addictions education. They found 
that SBIRT training improved social work student’s per-
ception of their ability to assess and intervene with clients 
experiencing alcohol use disorders (AUDs). These findings 
were supported by Pugatch et al. (2015), who also found 
the implementation of SBIRT training to be an acceptable 
and feasible way to incorporate substance use curriculum 
into social work education. Multiple other studies indicate 
that participating in SBIRT training with simulated practice 
enhanced nursing, social work and other behavioral health 
care students’ SBIRT skills, as well as improved their atti-
tudes towards those who are misusing substances (Neander 
et al. 2018; Putney et al. 2017; Sacco et al. 2017; Sampson 
et al. 2018; Senreich et al. 2017; Tanner et al. 2012).

Technology Enhanced Simulations and Telehealth

The continued growth of fully online MSW programs 
(CSWE 2019), coupled with health risks associated with in-
person client interactions during the COVID-19 pandemic, 
highlight the increasing need for social workers who can 
competently deliver telehealth services (Smith et al. 2020). 
Current safety recommendations promoting remote learn-
ing may require students to learn and perform the SBIRT 
skills without the normal face-to-face (FTF) interaction in a 
traditional classroom or field-based setting.

There is an emerging body of research concerning 
online SBIRT training and the use of virtual standard-
ized client simulations to practice SBIRT skills (Huttar 
and BrintzenhofeSzoc 2020). Virtual standardized client 
simulations are similar to live standardized client simu-
lations, except that the “standardized clients” are com-
puterized avatars with varying levels of interactively. 
Studies focusing on web-based SBIRT training for health 
care providers (i.e., nurses, primary care providers and 
medical/nursing students) using virtual standardized client 
simulations found this training approach was associated 
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with more positive attitudes toward individuals who use 
substances, as well as increased SBIRT-related knowledge 
and skills (Bradley et al. 2012; Stoner et al. 2014; Tanner 
et al. 2012). Further, these studies found that engaging 
in these simulations increased users’ confidence in being 
able to competently deliver the SBIRT intervention, and 
that the simulations were feasible to implement and rated 
highly by users (Koetting and Freed 2017; Puskar et al. 
2016; Wamsley et al. 2018).

Similarly, the Sampson et al. (2018, in press) investigated 
the use of virtual standardized client simulations to improve 
brief behavioral health assessment skills with a sample of 
social work and counseling students. They found that the use 
of standardized virtual clients to practice brief mental health 
assessment skills was a feasible training approach that pro-
duced outcomes similar to those found with traditional FTF 
standardized actor-client simulations. Hitchcock et al. (2019) 
found that virtual client simulations were associated with 
increases in social work and nursing students’ confidence, 
competency, and readiness to provide the SBIRT interven-
tion to adolescents, while Boyle and Pham (2019) found 
that virtual client simulations increased social work students 
SBIRT skills and knowledge.

After reviewing articles included in two recent reviews on 
the use of simulation in social work education (Huttar and 
BrintzenhofeSzoc 2020; Kourgiantakis et al. 2020), coupled 
with a systematic online search of the SBIRT and simulation 
literature, the authors were unable to locate any empirical 
articles focusing on SBIRT simulations that were conducted 
via a telehealth platform, where both parties were non-vir-
tual (human) entities interacting live via computer from 
different locations. This article begins to address this gap 
by providing feedback from two cohorts of MSW students 
about their experiences of conducting a simulated SBIRT 
telehealth session after transition from FTF to remote learn-
ing due to COVID-19. One cohort was enrolled in a course 
on treatment of substance use disorders (hereafter SUT), 
the other was enrolled in a specialized training program 
focusing on integrated behavioral health care (IBH). Rather 
than to evaluate the effectiveness of this approach to SBIRT 
training (data to be presented in a forthcoming article), the 
authors sought to better understand two cohorts’ experiences 
of learning the four SBIRT skills in a fully online format, 
along with their perceptions of how difficult it was to engage 
in a simulated SBIRT session requiring them to deliver each 
step of the SBIRT intervention via an online video confer-
ence platform. As this study was exploratory in nature, the 
authors also sought to determine if any demographic factors 
or prior online learning experiences were associated with 
how students rated the difficulty level of executing each of 
the four SBIRT skills within a simulated client session, and 
if technology-specific factors, such as absence of reliable 
internet, were associated with students’ difficulty rating.

Method

Context and Background of the SBIRT Telehealth 
Simulation

Two cohorts of students from urban, public MSW pro-
grams in the Southwestern United States completed an 
anonymous online survey about their experiences learn-
ing SBIRT skills in an online environment and delivering 
a simulated SBIRT telehealth intervention. Both cohorts 
had originally been enrolled in FTF programming in 
Spring 2020. However, due to COVID-19, their course-
work moved online for the remainder of semester in early 
March. This move required faculty to incorporate new 
approaches to content delivery and assessment related to 
the SBIRT modules that were scheduled towards the end 
of the semester. Prior to COVID-19, students would be 
expected to complete a live simulated SBIRT session at 
the end of the spring semester with a standardized client 
portrayed by a doctoral student. However, the transition to 
online virtual learning occurred prior to initiation of the 
standardized client training. Those who had volunteered 
to serve as standardized clients indicated that they did not 
have the necessary bandwidth to complete the training or 
simulated sessions, given concerns about COVID-related 
disruptions to their own coursework and dissertation 
efforts. Thus, the decision was made by the authors to 
use standardized peer-to-peer simulations in place of the 
standardized client simulations, and that these simulations 
would be conducted as if the social worker and client were 
engaging in a live telehealth session. This decision not 
only made the end of the semester evaluations feasible; it 
also allowed the instructors to incorporate content about 
conducting effective telehealth sessions into the students’ 
coursework, adding another timely dimension to their aca-
demic preparation.

Two weeks prior to the simulated sessions, students in 
each class were divided into two groups. Each of the two 
groups was given a unique and detailed standardized cli-
ent scenario to use when they were acting as the client. 
The two client scenarios were the same for each cohort. 
Each scenario included demographic characteristics for 
the client, along with a detailed psychosocial and health 
history. Students within the same cohort but with differ-
ent client scenarios were then paired with one another to 
complete their simulated telehealth sessions. Students 
were also given a “tip sheet” (available from the authors 
upon request) used in the past for training “standard actor 
clients” on best practices for accurately depicting a cli-
ent during a simulated session. These tips included how 
to ground themselves to reduce anxiety, information on 
how they should react to the interviewer’s questions, and 
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ways to accurate demonstrate affect through subtle changes 
to tone of voice, eye contact and posture. Students were 
encouraged to reach out to their instructors if they had 
additional questions about how to skillfully present as the 
client, or if they needed any other assistance in this area. 
Following assignment of the simulation scenarios, stu-
dents received 3 h of synchronous SBIRT instruction via 
the Zoom video conferencing platform, supplemented by 
video examples showing: (1) how to effectively conduct 
a brief substance use screening using a standardized tool; 
(2) how to discuss the results of this screening with the 
client in a non-judgmental way that would build the cli-
ent’s motivation to change; and (3) how to conduct a brief 
intervention, such as providing education or creating a risk 
reduction step, and if needed refer for additional services.

For their simulated session, students were asked to cre-
ate a 10–12-min video demonstrating their SBIRT skills 
with a client with whom they would meet remotely using 
the Zoom online video conferencing/telehealth platform. 
All students were then given a detailed rubric concerning 
the skillsets that they would be assessed on, as well as 
tips on how to competently execute each of the SBIRT 
skill sets. Finally, after completing the SBIRT telehealth 
session, students were required to watch their simulated 
sessions, rate their own performance using the rubric, and 
reflect on aspects of the interaction that they found chal-
lenging. All students received a written summary of indi-
vidualized feedback on their simulated telehealth sessions, 
from the first author (University 1) and the first and the 
third authors (University 2).

Sample Recruitment

Thirty-seven full time MSW students (first year, second 
year and advanced standing) originally enrolled in FTF 
courses were invited to participate in this study; 15 stu-
dents enrolled in a class on SUD treatment at University 1, 
and 22 students enrolled in a class on integrated behavioral 
health care at University 2. They were asked to complete 
an anonymous online survey at the end of the Spring 2020 
semester to offer feedback on their experiences of learning 
and practicing SBIRT skills in an online environment and 
to assist with ongoing internal quality improvement efforts 
related to these classes. This survey could be accessed 
via an online Qualtrics link sent out via email by the first 
author. Students were told that their responses would be 
anonymized and no IP addresses would be collected, as 
this option was disabled by the authors. Participation in 
the survey was not required but strongly encouraged. A 
total of 35 MSW students (15 SUT students and 20 IBH 
students) completed the survey, yielding a 95% participa-
tion rate.

Survey Instrument

The survey instrument consisted of 28 questions about 
conducting a simulated SBIRT telehealth session and the 
unexpected transition to fully online learning. It took, on 
average, 21 min to complete. The survey included (1) demo-
graphic questions, (2) two questions about the number of 
online undergraduate or graduate classes they had completed 
prior to the spring 2020 semester, (3) five questions specific 
to how COVID-19 impacted their classroom instruction 
and field-based training, (4) two questions specific to how 
shifting to remote instruction impacted their learning about 
addiction or integrated care, (5) eight questions each about 
how easy or difficult it was for them to learn each of the four 
SBIRT skills in an online environment and why, (6) three 
open-ended questions asked students to share their percep-
tions of how completion of a simulated SBIRT telehealth 
session impacted their overall SBIRT skill development. In 
addition, they were asked for suggestions on how the process 
could be improved in the future to maximize its impact on 
SBIRT skill development and to describe what they liked 
and did not like about conducting a simulated SBIRT tel-
ehealth session.

Upon completion of the 2020 spring semester, the first 
author received approval from University 1′s Institutional 
Review Board to complete a secondary data analysis on 
these deidentified data for purposes of publication. After 
approval, a reciprocity agreement with University 2 was put 
in place to include the data from the students attending Uni-
versity 2. All students enrolled in these two courses, regard-
less of survey participation, were notified via email that 
these data would be published and were given the opportu-
nity to have their unique responses removed from the data 
set. No students requested for their data to be removed.

Data Analysis

Quantitative Data

Survey responses were exported from Qualtrics into SPSS 
version 25. Quantitative data were cleaned and checked for 
assumptions of normality. Less than 1% of all data were 
missing, and pairwise deletion was used for variables con-
taining missing data. Frequencies and percentages were 
calculated for demographics and for survey questions that 
had binary response options. Means and standard deviations 
were calculated for all scale measures. Fisher’s exact tests 
were used to test if any demographic characteristics were 
associated with binary ratings of difficulty for each step of 
the SBIRT process. Independent t-test were used to deter-
mine if any demographic characteristics were associated 
with students rating of how much their learning related to 
SBIRT skills was impacted by the transition from FTF to 
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online learning. The t-test is robust in relation to assump-
tions of normality, even when sample sizes are small.

(de Winter 2013). Effect sizes were then calculated using 
Cohen’s d (1992), then adjusted for small sample size using 
the calculation for Hedge’s g (Turner and Bernard 2006).

Qualitative Data

Inductive content analysis (Hsiu and Shannon 2005) was 
used to synthesize qualitative responses to the three open-
ended questions, where students elaborated on their expe-
riences conducted simulated telehealth sessions. Content 
analysis allows for methodical classification of text and 
description of patterns within the data. This methodol-
ogy is appropriate for analyzing a sample of simple open-
ended survey questions, where there was no opportunity for 
researchers to ask follow-up or probing questions that may 
lead to the breadth or depth of content found in an interview 
(Elo and Kyngäs 2008; Hsiu and Shannon 2005; Oxhandler 
and Giardina 2017). Data were counted by two authors to 
determine the frequency of responses for each open-ended 
question. Data were then independently coded by the same 
two authors using descriptive open coding methods to iden-
tify emergent codes, followed by a round of pattern coding, 
which consolidated content into categories as appropriate 
based on shared or overlapping content. The input from 
a third author was used to resolve discrepancies between 
coders.

Results

Participant Demographics

Thirty-five students who were enrolled in FTF MSW pro-
grams participated in the study. As seen in Table 1, the 
sample was predominately female (n = 27, 77.1%) and was 
largely representative of the racial/ethnic student makeup 
at these two institutions (University 1, 2020; University 2, 
2020) with 31.4% (n = 11) of participants identifying as 
White/Caucasian, 28.6% (n = 10) as Black/African Ameri-
can, 22.9% (n = 8) as Latinx, 11.4% (n = 4) as Asian/Pacific 
Islander and 5.7% (n = 2) as multi-racial. One-quarter (n = 9, 
25.7%) of participants indicated that English was not their 
native language and 5.7% (n = 2) were international students. 
The mean age of participants was 31.2 years (SD 8.1). Over 
three-quarters (n = 27, 77.1%) of participants reported com-
pleting at least one online graduate or undergraduate class 
in the past, with a mean of 3.5 online undergraduate (SD 
7.8) and 3.1 graduate (SD 4.3) classes completed prior to 
the spring 2020 semester. Nearly one-quarter (n = 8, 23.9%) 
reported that they lacked access to adequate internet or 
technology to support the transition to online learning at 

least some of the time. Finally, 14.3% of the sample (n = 5) 
reported that they, or someone close to them, had been diag-
nosed with COVID-19.

Quantitative Results

To determine if participants’ demographic variables such 
as gender or ethnicity were associated with how difficult 
they found it to learn and execute each of the SBIRT skills 
in a remote learning environment, Chi Square and Fisher’s 
exact tests were executed. No significant differences were 
found on how students rated the difficulty level of each skill 
in relation to their demographic characteristics. As seen in 
Table 2, 40.0% of participants (n = 14) indicated that they 
thought the shift to online education made it more difficult to 
learn SBIRT skills (than if they had done it in a face to face 
format), with 22.9% (n = 8) indicating that this shift made 
it much more difficult. Nearly two-thirds (n = 23, 65.7%) of 
participants indicated that the skills of brief intervention 
and referral were difficult to practice/master in an online 
telehealth environment. However, participants also reported 
that they found it easy to practice/master the SBIRT skills 
of rapport building (n = 24, 68.6%), substance use screening 
(n = 20, 57.1%) and scoring/offering feedback (62.9%) in 
an online/telehealth environment. None of the participants 
indicated that all 4 steps of the SBIRT process were easy to 
execute within the online environment, with 20.0% of them 
(n = 7) describing all 4 steps of the SBIRT process as dif-
ficult to execute remotely.

Table  3 presents comparisons of the mean negative 
impact of the transition to remote learning on SBIRT skill 
development by demographics. Participants who were non-
native English speakers reported that the shift to remote 
learning had less of a negative impact on their SBIRT skill 
development than native English speakers, t (33) = 3.18, 
p = 0.03, g = 1.2, 95% CI [0.89, 1.52]. This effect size was 
large. Participants who reported that all of the SBIRT skills 
were difficult to practice/execute in an online telehealth envi-
ronment also reported that the shift to remote learning had 
a more negative impact on their SBIRT skill acquisition, 
t (33) = 2.26, p = 0.03, g = 0.91, 95% CI [0.58, 1.26]. The 
effect size associated with this difference was also large. No 
significant differences were found by cohort (IBH or SUT) 
or other demographic characteristics such as race/ethnicity, 
gender, prior remote education experience, availability of 
needed technology or if they or someone close to them had 
been impacted by COVID-19.

Qualitative Results

Responses of both cohorts of participants were aggregated 
to get a broader view of students’ experiences conduct-
ing a peer-to-peer simulated telehealth session, and their 
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perceptions of how the unexpected transition to remote 
learning impacted their SBIRT skill development. Partici-
pants reflected on the perceived benefits of training future 
social workers in SBIRT delivered via a telehealth plat-
form using simulated practice sessions, as well as possible 
improvements for future SBIRT telehealth training. Several 
content areas emerged from these qualitative data.

When asked about their perceptions of how simulated 
telehealth sessions helped them to practice their SBIRT 
skills, students mentioned various benefits of the peer-
to-peer simulated telehealth session. In general, students 
agreed that SBIRT was an important intervention approach 
and that it was critical for MSW students to learn how to 
screen for and appropriately address substance use issues. 

Table 1  Participant demographics by cohort and total

IBH integrated behavioral health care cohort, SUT treatment of substance use disorders cohort

Categorical variables IBH SUT Total sample

n % n % n %

Gender
 Male 2 10.0 5 33.3 7 20.0
 Female 17 85.0 15 66.7 27 77.1
 Non-binary 1 5.0 0 0.0 1 2.9

Race/ethnicity
 Black/African-American 3 15.0 7 46.7 10 28.6
 White/Caucasian 8 40.0 3 20.0 11 31.4
 Latinx 5 25.0 3 20.0 8 22.9
 Asian/Pacific islander 3 15.0 1 6.7 4 11.4
 Multiracial 1 5.0 1 6.7 2 5.7
 American Indian/indigenous peoples 0 0.0 0 0.0 0 0.0

International student
 Yes 1 5.0 1 6.7 2 5.7
 No 19 95.0 14 93.3 33 94.3

Native english speaker
 Yes 14 70.0 12 80.0 26 74.3
 No 6 30.0 3 20.0 9 25.7

Participated online classes in the past?
 Yes 14 70.0 13 86.7 27 77.1
 No 6 30.0 2 13.3 8 22.9

Had 3 or fewer online classes?
 Yes 3 or fewer 12 60.0 8 53.3 20 57.1
 No more than 3 8 40.0 7 46.7 15 42.9

Had adequate internet/technology to adapt to 
doing online coursework?

 All of the time 13 65.0 14 93.3 27 77.1
 Some of the time 5 25.0 1 6.7 6 17.1
 No 2 10.0 0 0 2 5.7

Were you or someone close to you diagnosed with 
COVID-19?

 Yes 3 15.0 2 13.3 5 14.3
 No 16 80.0 13 86.7 29 82.9
 Prefer not to answer 1 5.0 0 0.0 1 2.9

Continuous variables IBH SUT Total

M (SD) M (SD) M (SD)

Age (years) 30.8 (7.6) 31.7 (9.0) 31.2 (8.1)
Number of online undergraduate classes 1.9 (2.5) 5.6 (11.3) 3.5 (7.8)
Number of online graduate classes 3.7 (5.4) 2.3 (2.1) 3.1 (4.3)
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They reported it was beneficial to their future clinical prac-
tice to be able to apply their brief intervention skills, learn 
more about telehealth and have an opportunity to recog-
nize and reflect their own strengths and weaknesses after 
completing the simulated session.

Benefits of SBIRT Training

Among 35 valid responses, 12 students shared that the sim-
ulated practice helped to establish a strong understanding 

Table 2  Student feedback on 
remote learning impact on 
SBIRT skills development

IBH integrated behavioral health care cohort, SUT treatment of substance use disorders cohort

Variables IBH SUT Total 
sample

n % n n %

How much did shifting from FTF to remote learning impact your 
learning the SBIRT skills?

 Made it much more difficult (1) 3 15.0 5 33.3 8 22.9
 Made it slightly more difficult (2) 9 45.0 5 33.5 14 40.0
 Did not impact (3) 4 20.0 3 20.0 7 20.0
 Made it slightly easier (4) 3 15.0 2 13.3 5 14.3
 Made it much easier (5) 1 5.0 0 0.0 1 2.9

I found this skill easy to practice/master in a telehealth environment
 Rapport building
  Yes 15 75.0 9 60.0 24 68.6
  No 5 25.0 6 40.0 11 31.4

 Screening
  Yes 14 70.0 6 40.0 20 57.1
  No 6 30.0 9 60.0 15 42.9

 Scoring and feedback
  Yes 15 75.0 7 46.7 22 62.9
  No 5 25.0 8 53.3 13 37.1

 Brief intervention/referral
  Yes 9 45.0 5 33.3 21 40.0
  No 11 55.0 10 66.7 14 60.0

 All SBIRT skills
  Yes 0 00.0 0 0.0 0 0.0
  No 20 100.0 20 100.0 20 100.0

I found skill difficult to practice/master in a telehealth environment
 Rapport building
  Yes 10 50.0 9 60.0 19 54.3
  No 10 50.0 6 40.0 16 45.7

 Screening
  Yes 9 45.0 7 46.7 16 45.7
  No 11 55.0 8 53.3 19 54.3

 Scoring and feedback
  Yes 8 40.0 6 40.0 14 40.0
  No 12 60.0 9 60.0 21 60.0

 Brief intervention/referral
  Yes 13 65.0 10 66.7 23 65.7
  No 7 35.0 5 33.3 12 34.3

 All SBIRT skills
  Yes 4 20.0 3 20.0 7 20.0
  No 16 80.0 12 80.0 28 80.0
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of the SBIRT process, and to be able practice the associ-
ated skill sets. As one student stated:

It helped to jump right in and practice this clinical 
skill. I know I have a lot to learn, but every time an 
attempt is made learning and applying new skills, I am 
sharpening my techniques and becoming more adept. 
(#8).

Another noted, “I see the value and efficiency of the SBIRT 
process when meeting with patients in time constraints.” 
(#7). Eight of 35 students said that watching their own simu-
lation allowed them to recognize their strengths and identify 
areas for improvement, which they may otherwise not be 
able to do. They appreciated the opportunity to watch and 
re-watch their telehealth session and evaluate their own per-
formance. One student shared the following:

It was helpful in allowing me to recognize areas I am 
less confident in and which areas I need to work on. 
It was helpful in catching countertransference. I also 
think it was helpful in showing me that I need to focus 
more effort on practicing efficient assessments in a pri-
mary care setting as my assessment lasted longer than 
I was hoping for. (#12).

The simulations also helped students to be aware of different 
ways to ask questions and identify skills that require more 

fine-tuning. Things mentioned were formality of language 
used when speaking with clients, facial expressions, amount 
of hand movements, and relaying unnecessary information. 
One student specifically described the areas of assessment 
he/she needs to work on:

I learned where I can cut back a lot on rambling/talk-
ing too much/over explaining. I also saw where I could 
speak more, and how to shape the conversation differ-
ently that would make the flow make more sense and 
allow the client to answer questions easier. (#6).

The majority of students reported that telehealth train-
ing was not part of their normal classroom or field-based 
instruction, but they believe telehealth skills were important 
to learn, given the current COVID-19 pandemic. They also 
conceptualized telehealth skills as a means to better serve 
vulnerable communities in the future. “Telehealth is a real 
need for underserved communities, so it forced me to prac-
tice in a format I am not used to doing.” (#19).

SBIRT Telehealth Likes and Dislikes

When asked what they liked and did not like about doing a 
SBIRT telehealth session, students shared both their favorite 
and uncomfortable parts of the process. Students indicated 
that they liked the instructors’ feedback and learning about 

Table 3  Negative impact of 
change to remote learning on 
SBIRT skill development

a 32 degrees freedom
**Significant p < .05. Lower mean scores indicate greater negative impact on skill development

Demographic n Mean (SD) t (33) p g CI

Lower Upper

Malea 7 2.42 (.79) .28 .78 0.10 − 1.73 0.94
Female 27 2.30 (1.20) 2.30 (1.20)
White 11 2.00 (.63) 1.10 .12 − 0.45 − 1.18 0.26
Non-white 24 2.50 (1.22) 2.50 (1.22)
Non-native English 9 3.22 (1.30) 3.18 .03** 1.20 0.89 1.52
Native English 26 2.04 (.82) 2.04 (.82)
International student 2 2.50 (2.12) − .21 .84 0.15 − 1.27 1.58
Non-International student 33 2.33 (1.05) 2.33 (1.05)
IBH cohort 20 2.50 (1.10) .99 .33 0.39 − 0.34 1.01
SUT cohort 15 2.13 (1.10) 2.13 (1.10)
Any prior online classes 27 2.37 (1.15) .27 .79 0.11 − 0.68 0.90
No online classes 8 2.25 (.89) 2.25 (.89)
3 or fewer online classes 20 2.45 (1.15) − .67 .50 0.22 − 0.45 0.90
3 + online classes 15 2.20 (1.01) 2.20 (1.01)
COVID impacted 29 2.44 (1.12) .86 .40 0.40 − 0.55 1.36
Non-COVID impacted 5 2.00 (.71)
No adequate technology 8 2.75 (1.39) 1.21 .23 .48 − 0.31 1.29
Adequate technology 27 2.22 (.97)
Some SBIRT skills hard 28 2.53 (1.07) 2.26 .03** .91 .58 1.26
All SBIRT skills hard 7 1.57 (.79)
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telehealth. However, they felt uncomfortable recording 
and watching themselves, and experienced distress related 
to using a telehealth platform like Zoom. Five out of 33 
students specifically mentioned that they liked receiving 
detailed feedback from their instructors and found it to be 
useful for the growth and development of their professional 
skills. One expressed their appreciation of feedback on their 
performance and explained, “How could I grow personally 
or professionally without feedback? I’ve been willing to be 
coached all my life.” (#18) Another student stated that the 
feedback was important for when they were going to work 
with actual clients in the field, stating, “Receiving construc-
tive criticism helped me keep in mind what I should do for 
future/real practice.” (#9) Another student stated:

I liked that it forced me to get out of my comfort zone 
and also learn about how to introduce the technology 
to a client. I really like the training video that was pro-
vided on how to maintain confidentiality through tech-
nology and how to address this with the client. (#18).

Nine out of the 33 student participants indicated difficul-
ties with technology, including unstable internet connection, 
screen sharing problems, and overall low levels of famili-
arity with using Zoom to communicate remotely. Among 
these nine responses, four students expressed frustration due 
to lack of control over the internet connection quality. For 
example, “The internet connection presented lots of chal-
lenges. Our video kept freezing and we had to start over. I 
liked practicing with my partner but felt that the technology 
made it less helpful.” (#4) Moreover, three students indi-
cated they had difficulty with using the “screen share” option 
to share information with the client, as a part of the brief 
intervention. One student explained, “I didn’t like having to 
juggle all of the documents we had to share on my screen, 
because I feel that it took away from the interaction and my 
ability to be present with the client. (#11) Finally, six out of 
33 students indicated that they felt uncomfortable recording 
themselves. They were not used to talking in front of the 
camera or seeing themselves on screen, so it made the client 
interaction more difficult. One student simply said, “I just 
feel uncomfortable hearing my own voice and seeing my 
own face (on the screen).” (#25).

Suggestions for Improvement

Students offered suggestions on what could be improved to 
maximize the impact of the simulated session on SBIRT 
skill development. These included more opportunities to 
practice each step of the SBIRT process, prior to conduct-
ing a full SBIRT telehealth session. Additionally, doing 
live simulations that included real time feedback from the 
instructor. Although students were given a number of videos 
to watch where professionals demonstrated the SBIRT skills, 

two students suggested for the instructors themselves to do a 
video demonstration of the SBIRT intervention:

I wish I could have had experienced watching the 
professors act it out for us, so we could have seen an 
example of an interaction that fit all the requirements 
they were looking for and give us the opportunity to 
ask specific questions about why they did or didn’t go 
a certain direction with a client. (#12).

They also indicated a preference for feedback in real time, 
instead of receiving feedback a few days after conducting 
the SBIRT session. As one student stated, “Maybe a live, 
in-class role play where instructors critique us live rather 
than a video and being critiqued after.” (#1).

Discussion

This work begins to fill gaps in the literature regarding 
SBIRT simulations provided in a telehealth format, by pre-
senting quantitative and qualitative data from two cohorts of 
MSW students that transitioned from FTF to remote learn-
ing during the COVID-19 pandemic. Students shared their 
perceptions about how this transition impacted their SBIRT 
skill development and also provided feedback on conducting 
a peer-to-peer simulated SBIRT telehealth session. Charac-
teristics associated with the impact of the adjustment from 
FTF to remote learning were also examined.

The majority of the participants reported that it was easy 
to execute the first three SBIRT skills of rapport building, 
conducting and scoring a standardized substance use screen-
ing, and providing the client with feedback on the results 
of the screening as part of the telehealth session. This was 
not surprising, given that rapport building is a foundational 
skill taught in all social work programs. Thus, students con-
fidence in their ability to effectively execute this skill via 
any mode of deliver (FTF in the same room or remotely 
via a telehealth platform) may have been less impacted, 
when moving to remote learning than less familiar SBIRT 
skills. Similarly, administering a standardized substance use 
screening and providing feedback to the client follows an 
orderly step-by-step process, which may not be as impacted 
by mode of delivery. In this study, students consistently indi-
cated that this skill set of “brief intervention and referral” 
was the most difficult to learn and execute within the online 
environment, presumably because it does not follow a tem-
plate or a standard process. Another reason it may have been 
difficult to execute brief intervention and referral is they are 
not typical strategies learned and practiced in foundation 
social work classes. Some students may have had a full year 
of gaining confidence and practice with building rapport, 
but limited exposure to brief intervention and referral to 
treatment. Moreover, what constitutes “brief intervention 
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and referral” is different for each client, as clients will have 
different needs and goals, requiring knowledge about the 
SBIRT process and the integration of multiple clinical skills. 
In the future, instructors may wish to incorporate opportuni-
ties for additional simulation-based practice of this particu-
lar component of the SBIRT process, to ensure that students 
acquire both an adequate knowledge base and practice syn-
thesizing multiple clinical skills. Accordingly, instructors 
may consider putting more emphasis on building student 
competence for the final step of the SBIRT process, which is 
essential to helping the client make some kind of meaningful 
behavioral change.

Over half of the students (62.9%, n = 22) indicated the 
shift to remote learning made it either more difficult or 
much more difficult to learn the SBIRT skills and effec-
tively deliver the SBIRT intervention via telehealth. More 
research is needed to determine if it was the abrupt and 
non-chosen nature of the shift to remote instruction which 
made skill acquisition in this area seem more difficult, or if 
learning SBIRT in an online environment is generally more 
difficult than learning it FTF. In addition, all results should 
be interpreted within the context of life within the first few 
months of COVID-19 and subsequent school and statewide 
shutdowns. This is an important layer of context that no 
doubt affected students’ capacity for remote instruction and 
new skill acquisition. Additional research comparing stu-
dents’ perceptions of learning SBIRT via different modes 
of instruction, as well as comparisons of associated learning 
outcomes is needed. Moreover, research on using telehealth-
based simulations as a clinical training tool is also indicated 
to determine if learning transfer related to telehealth is simi-
lar to that resulting from traditional FTF instruction or other 
online simulated learning approaches. It is worth noting that 
over half the sample affirmed that moving online mid-semes-
ter made the new skill acquisition difficult. As clinical social 
work instructors, we must be alert to potential stress and 
disruption that is caused with changes to learning environ-
ments to which students are accustomed and strive to bridge 
any potential gaps in understanding.

Some study results were inconsistent with prior research 
in this area. For example, the responses of students with 
no prior online education experience were not significantly 
different than those who reported having previously com-
pleted at least one online course. Prior research indicates 
that students who are more familiar with online learning 
tend to perform better on measures of learning outcomes, as 
well as have more positive perceptions of the online course 
experience (Kauffman 2015; Lee et al. 2011; Wang et al. 
2013). This was not the case with our sample, which was 
an unanticipated finding. Using a median split, we further 
explored if those who had completed three or more online 
classes had significantly different perceptions about the level 
of difficulty associated with learning SBIRT skills online, 

or if they rated the transition to remote learning as having 
more of a negative impact on their SBIRT skill development. 
Again, no significant differences were found. These results 
indicate that familiarity with remote/online learning is only 
one component influencing students’ perceptions of how 
easy or difficulty it is to learn practice-based skills within an 
online/remote learning environment. Prior work indicate that 
additional factors such as instructors’ comfort with remote 
instruction methods, student motivation, individual learning 
styles, and instructional design also play a role in how stu-
dents’ perceive the online learning environment (Kauffman 
2015; Wang et al. 2013). Instructors who wish students to 
engage in simulation-based learning within a remote learn-
ing context may benefit from additional training in effective 
online instructional methods. Instructors must be able to 
model comfort with technology and competently demon-
strate the skill sets they demand of the students. Instructors 
may also consider conducting their own simulated sessions 
using the same telehealth platform the students will use 
(such as Zoom, Canvas or Microsoft Teams), prior to the 
beginning of the semester to allow them to help students 
troubleshoot technology based difficulties should they arise 
and also serve as a model for how to conduct an effective 
simulated telehealth session.

The authors were surprised that non-native English 
speakers reported that the transition to online education 
impacted them less than native English speakers, which is 
also inconsistent with prior research (Kauffman 2015; Lee 
et al. 2011). On average, they reported that this change had 
little impact on their ability to practice and master SBIRT 
skills. It is possible that these students, out of necessity of 
having to navigate educational systems in English rather 
than in their native language, may have developed a greater 
degree of flexibility in relation to their ability to adapt to 
challenges related to their educational environment than 
native English speakers who may not have been required 
to develop these skill sets in the past (Chamberlin-Qinlisk 
2010; Koh et al. 2014). Likewise, non-native English speak-
ers may have developed some educational strategies related 
to being multilingual that allowed them to more easily 
adapt to the changes presented by the transition from FTF 
to remote learning. Additional exploration regarding native 
English speakers and non-native English speakers ability 
to adapt to unexpected educational challenges is warranted.

Overall, qualitative feedback indicates that students 
felt that participating in these recorded standardized peer-
to-peer simulations provided valuable opportunities to be 
self-reflective and receive feedback specific to the SBIRT 
process. They noted that it was helpful to observe the skills 
they applied well and also consider what they might have 
done differently in a session. Active self-reflection is key 
to building competency in clinical practice skills, as well 
as building confidence concerning intervention delivery 
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(Sampson et al. 2018, in press; Rosen et al. 2017). Telehealth 
simulations such as those described in this study, may pro-
vide a unique opportunity for this level of self-reflection 
that is seldom afforded in field-based practice, due to issues 
associated with client confidentiality. Future research may 
wish to examine whether the implementation of a series of 
simulations, focusing on each step of the SBIRT process 
enhances student SBIRT skill development and self-efficacy 
by allowing them to practice, make mistakes, and learn from 
those missteps in a low stakes context.

Students found instructors’ feedback on their simulated 
telehealth sessions to be valuable to their global competency 
development. Receiving specific feedback from instructors 
prompted them to consider adjustments that could be made 
as they prepare to practice in real-world situations. How-
ever, a couple of students indicated a preference for real 
time feedback, rather than feedback after the session. This 
suggestion, which would combine simulations with real-
time feedback, may strengthen the learning experience for 
students and for their peers who may be observing these 
sessions live or while watching others pre-recorded sessions. 
Accordingly, social work educators should attempt to struc-
ture their courses to include both synchronous and asynchro-
nous feedback methods for evaluating student performance 
during simulations.

Students also indicated that given the current public 
health crisis, learning about telehealth was an important part 
of their education and training, since they may be expected 
to complete telehealth sessions in their field placements, 
due to ongoing health and safety concerns associated with 
face-to-face clinical interactions (CSWE 2019). Further, 
a few students noted that engaging in the SBIRT process 
through telehealth simulations provided valuable experi-
ence that may help them better serve currently underserved 
communities. Similar to other studies on telehealth (Carlton 
et al. 2020; Cook 2012; Joseph et al. 2011), the qualita-
tive data illustrated that many students struggled with the 
technology aspects of delivering a telehealth session. These 
results suggest that when teaching about telehealth in the 
future, instructors may need to intentionally build in extra 
“low stakes” opportunities to practice using the telehealth 
software, prior to having students conduct a full simulated 
SBIRT telehealth session. Introducing the telehealth soft-
ware (in this case Zoom) earlier in the semester, may also 
assist with addressing students’ perception that being on a 
video screen (either recorded or not) is more uncomfortable 
than being in the same physical space with a client. Some 
struggles frequently associated with remote learning and tel-
ehealth, such as unstable internet connections, slow internet 
speed or overloaded networks cannot be avoided and may 
continue to prove frustrating to students engaging in remote 
instruction. Prior to initiating the first online lesson or mod-
ule, instructors should note that there is a possibility of these 

“glitches” occurring not only in the educational realm, but 
also when conducting telehealth sessions with actual cli-
ents. Instructions may also want to consider offering solu-
tions concerning how to troubleshoot these issues should 
they occur, particularly for those new to remote learning. As 
the COVID-19 pandemic continues it has become exceed-
ingly more important for all social work students to have 
at least some telehealth as a part of their basic competency 
development.

The authors solicited feedback from students concern-
ing their experiences of remote learning once at the end of 
the semester. Students who ranked all SBIRT skills as dif-
ficult to learn and execute in an online environment also 
reported that their overall learning and skill acquisition was 
more significantly negatively impacted by this transition. 
These students reported struggling with both the transition to 
online learning and in being able to successfully demonstrate 
SBIRT skills during a simulated telehealth session. Early 
identification of students who are struggling with online 
learning is key to connecting them with needed resources to 
support their success. In the future, instructors may consider 
soliciting student feedback multiple times throughout the 
semester, particularly when an event significantly alters the 
normal course of educational operations. Soliciting ongoing 
feedback from students would allow instructors to engage 
in more one-on-one coaching with students experiencing 
greater challenges related to their educational attainment.

Limitations

Several study limitations existed. This was an exploratory 
study, and the results are largely descriptive. These data 
were drawn from samples of graduate students from two 
large public urban southwestern universities. Both programs 
were located in the same state and had similar student body 
demographics; however, the results may not generalize 
to the larger population of MSW students. Although we 
tested for potential differential responses among groups, 
the conclusions that can be drawn from these data should 
be interpreted with care due to small sample size and the 
use of non-randomized sampling. Despite the higher levels 
of ecological validity and consistency in presentation that 
results from using non-peers as clients for simulated sessions 
(Sampson et al. in press; Bogo et al. 2014; Kourgiantakis 
et al. 2020), it was not feasible for this to occur at either 
institution due to the COVID-19 pandemic. Standardized 
peer-to-peer client simulations were used in place of simu-
lations using standardized clients (actors or other students 
who were not in the class), who received formal training on 
how to accurately and consistently portray the “client.” It 
is recommended to use traditional (non-peer) standardized 
clients when logistically possible to minimize the potential 
impact on the clinical interaction that prior familiarity with 



147Clinical Social Work Journal (2021) 49:136–150 

1 3

one’s “client” may have. It is important to interpret these 
results within the context of the abrupt shift to remote learn-
ing coupled with significant risks to the health of students 
and their friends and family, due to the COVID-19 outbreak 
in early spring of 2020. There results may be different than 
those that would have been found during a time when larger 
environmental factors such as a public health crisis were 
not present. However, these challenges also provided the 
instructors with a unique opportunity to gather important 
feedback from students who normally would not be partici-
pating in online learning, or engaging in telehealth simula-
tions, about how the process of learning and delivering the 
SBIRT intervention via a simulated telehealth session could 
be improved.

Conclusion

The current findings support prior research on the use of 
technology-based simulation in social work education as 
a feasible learning approach that is largely acceptable to 
students (Sampson et al. in press; Boyle and Pham 2019; 
Huttar and BrintzenhofeSzoc 2020). Students found that the 
simulations provided them with an opportunity to evaluate 
their own skills and receive feedback from instructors, which 
enhanced their confidence and skills for future practice set-
tings. However, these results also indicate that, although 
more and more students have been exposed to online edu-
cation as a regular part of course delivery, there remains a 
perception for some students that practice-based education 
is more challenging when done in an online/remote format. 
Indeed, this concern had already been voiced by social 
work faculty in relation to remote/online practice-based 
education (Reamer 2013, Smith et al. 2018b; Vernon et al. 
2009). Nonetheless, an emerging body of research supports 
the effectiveness of remote/online educational methods on 
practice-based learning outcomes, if the course is thought-
fully designed and well-executed. (Cummings et al. 2013, 
Hamilton 2017; Kurzman 2013, 2019; Petracchi et al. 2005; 
Regan 2016). Findings from this study indicated that most 
students were receptive to technology-based simulations, 
and at least some acknowledged the potential of applying 
what they learned during simulations within practice settings 
to improve access to marginalized communities. The use of 
simulations with evidence informed interventions, such as 
SBIRT, is an asset to social work education as our society 
grows increasingly reliant on technology for communication 
and health services.

As there remains a great amount of uncertainty con-
cerning the safety of traditional face-to-face instructional 
methods and clinical service provision, it is important now 
more than ever to rethink the discourse concerning online 
education and its ability to prepare social work students for 

real life practice. This—coupled with that fact that the vast 
majority of MSW programs now offer hybrid or fully online 
instruction (CSWE 2019)—makes it imperative that social 
work doctoral programs put more emphasis on preparing 
future social work educators to utilize technology to deliver 
course content and engage in technology enhance simula-
tion-based learning methods.

The current state of public health is providing social 
workers with a unique opportunity to show their adaptabil-
ity and willingness to (literally) meet clients where they are 
at by providing clinical services in new ways. Our study 
shows that it is possible to deliver an evidence-based inter-
vention via telehealth, while providing a modern learning 
opportunity for clinical skill development that most students 
received favorably. Telehealth services have the potential to 
address the substantial health disparities that impact resi-
dents of rural areas and members of historically marginal-
ized communities less likely to present in person for in tra-
ditional health care settings, due to logistical concerns such 
as transportation and stigma around mental health substance 
misuse (Benavides-Vaello et al. 2013; Miller 2005; Ohin-
maa et al. 2010; Zhou et al. 2020). Previously, engagement 
in telehealth and other technology-enhanced service provi-
sion methods presented some unique challenges in terms 
of client privacy and confidentiality (McCarty and Clancy 
2002). However, the security of telehealth platforms has 
been substantially improved over the past few years, as more 
and more providers have expanded their services to include 
telehealth (Blandford et al. 2020; Dorsey and Topol 2016).

Teaching future social work professionals to effectively 
use technology to enhance both their education and their 
practice via the integration of simulation-based learning will 
continue to situate the social work profession as the lead-
ing provider of direct mental health and substance abuse 
services. With over 700,000 practicing social workers in 
the United States (Bureau of Labor Statistics, U.S. Depart-
ment of Labor 2020), and countless more worldwide, we 
are uniquely positioned to continue to address the ever-
increasing behavioral health needs of our communities via 
the implementation of SBIRT and other evidence-based 
interventions (Smith et al. 2018a, b; Warner and Acquavita 
2019). Future research should continue to investigate the 
impact of different training modalities on social workers’ 
SBIRT skill development and explore the impact of tele-
health-based clinical simulations on clinical skill acquisition.
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