NURSING FOrRUM

Senior Editor Kate O’Neill, RN, MSN
Wilmington, Delaware

koneill@nemours.org

Harriet Hawkins

Oak Park, Illinois
hshawk@att.net

Darlene Bradley, MSN, RN,
PhDc¢, CNS, CCRN, CEN
Artwood, California
darlene004@aol.com

Pam Burke, PhD, RN, PNP, FNP
Boston, Massachussetts
pamela.burke@childrens.harvard.edu

Wellsboro, PA
shohenha@ptd.net

Nursing Forum Editorial Board

Susan Hohenhaus, RN, BS

Reneé Holleran, PhD, RN
Salt Lake City, Utah

reneeflightnurse@msn.com;
renee.hollaran@hsc.utah.edu

Patricia Kunz Howard, PhD, RN, CEN
Lexington, Kentucky
pkhoward@uky.edu

Adolescent Substance Use
Brief Interventions by Emergency Care Providers

Pamela J. Burke, PhD, RN, FNP, PNP* Joanne O Sullivan, PhD, APRN, BC, FNP;}
and Brigid L. Vaughan, MD}

Abstract: Use of tobacco, alcohol and other drugs plays a major role
in adolescent morbidity and mortality. When under the influence of
alcohol or other drugs, adolescents are at increased risk for injuries,
unprotected sex, or interpersonal violence. Alcohol and other drugs
are major factors in adolescent deaths, contributing to motor vehicle
crashes, homicides, and suicides. Adolescents tend to have shorter
substance use histories therefore they often experience emergency/
acute care health treatment resulting from substance use related
trauma and/or overdose. Substance use screening of adolescents who
present to an Emergency Department (ED) is vitally important. The
CRAFFT is a valid and reliable screening tool that was developed for
use with adolescents. If an adolescent screens positive, then the next
step is to determine their stage of use and readiness for change in
preparation for doing a brief intervention. Helping patients to
recognize the potential relation between their substance use and
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health related consequences, may motivate them to decrease their use
for harm reduction. Motivational interviewing is an effective,
evidence-based approach to helping people change their high risk
behavior.

Key Words: adolescent substance use, screening, CRAFFT, brief
intervention, motivational interviewing

THE CASE OF JD

JD is a 16-year-old boy. His parents divorced when he
was 4 years old, and since age 10, he has been in and out of
foster care. His mother is an alcoholic. His father is
remarried with a young family and cannot have JD live
with him. JD had run away from 8 foster homes before his
uncle agreed to take him in at age 15. He has been truant
from school, and his last grade completed was eighth grade.
His uncle works nights, so JD comes and goes as he pleases.

JD was diagnosed with attention-deficit/hyperactivity
disorder at 10 years of age and was prescribed methylphe-
nidate hydrochloride (Ritalin). He soon learned from kids on
the street that crushing and snorting Ritalin would get you
high as well as make you popular with older youth. After a
while, he did not get much of a high from snorting Ritalin, so
JD started using cocaine. JD also smokes 1 pack of cigarettes
per day. He has been sexually active with both men and
women, engaging in unprotected oral sex with men for
money to buy cocaine.
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JD presented to an adult emergency department (ED)
with a chief complaint of chest pain that began 1 hour before
arrival while playing basketball with friends. He had vomited
when the pain began. JD described the pain as sharp and rated
it as a 10+ on a scale of 0 to 10. He reported that the pain
radiated to his back and down his arm. In the ED, he was
diaphoretic and nauseous and complained of feeling anxious
and increasingly uncomfortable, noting generalized pressure
in his chest ‘‘like something pressing hard on my heart.”” As
the pain persisted, JD was unable to catch his breath and was
having difficulty speaking. However, soon after receiving
nitroglycerin and oxygen, his pain began to dissipate.

JD’s physical examination was nonfocal. Except for
some slight ischemic changes on his electrocardiogram, his
laboratory values were within normal limits. He remained in
the ED for a 12-hour observation and then was discharged
home to his uncle, with instructions to follow-up with his
primary care provider whom he had not seen in over a year.

On the next day, JD visited a local drop in center for
street youth where he was known to the center’s nurse
practitioner (second author). He shared with her his ED
discharge papers and talked about his ED experience. He
said that he had been really scared by the chest pain and
thought he was having a heart attack. He recounted that
while in the ED, he had been asked about tobacco and
alcohol use but was not queried about other drug use. JD had
withheld from ED staff that, on the morning of his
admission, he had injected 1 g of crack cocaine—twice the
amount that he usually takes. Instead of making him high,
the drug had made him feel sick with nausea, vomiting, chest
pain, and difficulty breathing.

INTRODUCTION

Initiation of substance use most often occurs between
grades 7 and 10 and increases with each successive year of
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high school.' By late adolescence, greater access to
substances and more independence from parents contribute
to increased risk for substance use or abuse. Determinants of
use are specific to a drug’s perceived risk versus benefit and
perceived social approval versus disapproval, as well as its
availability in the community.

Use of tobacco, alcohol, and other drugs plays a major
role in adolescent morbidity and mortality.>* Tobacco’s link
to cancer, cardiovascular disease, and respiratory illness is
indisputable. The use of chewing or smokeless tobacco
increases the risk of developing oral cancer. When under the
influence of alcohol or other drugs, adolescents are at
increased risk for injuries, unprotected sex, or interpersonal
violence. Alcohol and other drugs are major factors in
adolescent deaths, contributing to motor vehicle crashes,
homicides, and suicides. Drugs of choice can vary by region,
so it is important for health care providers to talk with
adolescent patients about what drugs are being used in their
community. Two helpful resources are the Office of National
Drug Control Policy’s “‘Drug Facts’>> and the National
Institute on Drug Abuse’s Web site ‘‘For Teens: The Science
Behind Drug Abuse.””®

In spite of increased risk associated with alcohol and
drug use among adolescents, most health care providers feel
underprepared in the treatment of substance use issues.
Adolescents tend to have shorter substance use histories;
therefore, they often experience emergency/acute care health
treatment resulting from substance use—related trauma
and/or overdose. Consequently, they often do not perceive
the salience of physical consequences from harmful sub-
stance use. There can also be comorbidity or confounding
issues, such as mental health disorders (depression, anxi-
ety, bipolar, personality, and posttraumatic stress disor-
ders), peer pressure, fear of social isolation or abandonment,
anger management problems, or learning disabilities such as
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FIGURE 1. Stages of use model. Adapted from Knight.”
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attention-deficit/hyperactivity disorder. Adolescents who
present to the ED should be screened for substance use.
The ED provider is in a unique position to provide an indi-
vidualized brief intervention (BI) aimed at prevention or in-
tervention, depending on the adolescent’s stage of use as
described by Knight” (Fig. 1). If the adolescent’s injury or
illness is linked to their substance use, then this may be a
teachable-reachable moment. However, the value of a BI is
not predicated solely on whether there is an immediate
behavior change. An ED encounter is one of many patient-
provider interactions along a continuum of care that affects
an adolescent’s health and well-being. Substance abuse is a
relapsing problem that demands ongoing dynamic response
for harm reduction.

EPIDEMIOLOGY

The Monitoring the Future project has studied the
behaviors, attitudes, and values of American secondary
school students, college students, and young adults since
1975. A recent report of the 2004 results on adolescent drug
use noted the following?:

More than 3 out of every 4 students (77%) have consumed alcohol
(more than just a few sips) by the end of high school, and nearly half
(44%) have done so by eighth grade. In fact, more than half (60%) of
the 12th graders and a fifth (20%) of the 8th graders in 2004 report
having been drunk at least once in their life...Today about half
(51%) have tried an illicit drug by the time they finish high school.
Indeed, if inhalant use is included in the definition of an illicit drug,
nearly a third (30%) have done so as early as eighth grade—when
most students are only 13 or 14 years old.*’

The Centers for Disease Control and Prevention conduct
a biannual national survey of high school students (9th—12th
graders). The Youth Risk Behavior Surveillance Survey
(YRBSS) is completed by adolescents who are in school; thus,
the actual prevalence of substance use among all adolescents,
including high school dropouts, is probably higher. The 2003
YRBSS? revealed that 27.8% of students had first drunk
alcohol (other than a few sips) before age 13. Approximately
three fourths (74.9%) of students had 1 drink or more of al-
cohol lifetime and 28.3% reported episodic heavy drinking
(ie, >5 drinks of alcohol on >1 occasions during the previous
30 days). Thirty percent of these high school students had
ridden with a driver who had been drinking.

More than half of the YRBSS high school students
(58.4%) had ever tried cigarette smoking, and 18.3% had
first smoked a whole cigarette before age 13. Current
cigarette use (ie, use on >1 of the preceding 30 days) was
reported by 21.9% of students. In addition to cigarettes, the
use of smokeless tobacco (chewing tobacco, snuff, or dip)
and cigars (ie, cigars, cigarillos, and little cigars) also
presents health risks. During the 30 days preceding the
survey, 6.7% of the students had used smokeless tobacco,
and 14.8% had smoked cigars. Nationwide, 40.2% of the
high school students participating in the 2003 YRBSS
reported having used marijuana, with 9.9% having tried this
before age 13. A survey by the National Center on Addiction
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and Substance Abuse at Columbia University revealed a
troubling connection between adolescents who smoke
cigarettes and those who use marijuana.’ Adolescents who
smoked cigarettes were 14 times more likely to try marijuana
and 18 times more likely to report that most of their friends
smoke marijuana. When adolescents report marijuana use,
providers should inquire about other ingredients that they
may be rolling in with their joints, such as cocaine or heroin.
A “‘blunt,”’ a large marijuana cigarette, is fairly inexpensive
and would serve a group of adolescents during the ‘‘smoke-
out session’’ called ““420’" (ie, 4:20 PM).

Among the high school students who participated in
the 2003 YRBSS, 8.7% had ever used cocaine (eg, powder,
“‘crack,”” or ‘‘free base’’), and 4.1% had used cocaine on 1
or more of the preceding 30 days. The YRBSS also asked
about use of inhalants (eg, sniffing glue, breathing the
contents of aerosol cans, or inhaling paints or sprays to get
high—*‘huffing’’), heroin, methamphetamines, and nonpre-
scription steroids. Reported lifetime use was 12.1% for
inhalants, 3.3% for heroin, 11.1% for 3,4-methylenediox-
ymethamphetamine (Ecstasy), 7.6% for methamphetamines,
and 6.1% for steroids.”

Simantov et al'® surveyed students in grades 5 to 12 and
concluded that adolescents with a history of abuse, family
violence, depressive symptoms, and stressful life events were
at increased risk for regular smoking and regular drinking.
Adolescents who reported ‘‘connectedness’’ to their parents
were least likely to engage in high-risk behaviors. Another
protective factor was participation in extracurricular activities
such as exercise or after-school sports clubs. However, the
positive impact of extracurricular activity was on lowering
smoking and not on the risk of drinking. Review of the
evidence of the National Institute on Drug Abuse'' on risk
versus protective factors against drug abuse revealed similar
findings across 5 domains. The National Institute on Drug
Abuse found the following protective factors in families: a
strong bond between children and their families, parental
involvement in a child’s life, supportive parenting, clear limits
and consistent enforcement of discipline, age-appropriate
parental monitoring (eg, curfews, adult supervision, knowing
the child’s friends, and enforcing household rules), success in
academics and involvement in extracurricular activities,
strong bonds with prosocial institutions such as school and
religious institutions, and acceptance of conventional norms
against drug abuse.

SCREENING FOR SUBSTANCE USE

Screening is a procedure, generally applied to popula-
tions, intended to identify individuals with a certain disease
or condition. Barriers to screening for substance use may
include providers’ dismissing screening as within their pro-
fessional purview, holding stereotypic beliefs about who is
or is not likely to be using substances, or feeling pessimis-
tic about the benefit of screening. A stigma surrounds sub-
stance abuse, and this can create a discomfort for providers
as well as patients. Early substance abuse disorders man-
ifest few clues, and providers may not feel sufficiently
knowledgeable or skilled to conduct screening.'? Conversely,
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providers may feel confident and motivated to screen but defer
due to time constraints, inadequate reimbursement, or lack
of resources.

When screening adolescents for use of tobacco, alco-
hol, or other drugs, providers should interview the adolescent
without parents present. But first, they should explain to both
the parents and the patient their ground rules for provider-
patient confidentiality. For example, ‘“What we talk about
will stay confidential, just between us, unless I become
aware that someone is hurting you or that you are at risk for
hurting yourself or someone else.”” When patient-provider
confidentiality needs to be broken, the adolescent should be
included in the discussion about how to tell their parents. In
the case of JD, based on the information that he shared with
the youth drop-in center staff about his experience in the
adult ED, there had been little effort made to involve his
uncle, who was his primary caretaker. If a drug history is
positive, then providers should let the adolescent know that
they are concerned about the health risks and thus will need
to involve the adolescent’s parents or adult caregivers to
carry out a treatment plan. Nevertheless, most states allow
minors to consent for care related to use of drugs or
alcohol.”

Sometimes, it is easier to first ask the adolescent about
their friends’ use or the adolescent’s past substance use,
before focusing on current use. Making normalizing state-
ments, such as ‘I ask all my adolescent patients about
substance use,’” can help diffuse some of the anxiety that the
adolescent may be feeling while being interviewed. For
adolescents who have never used substances or who
previously used but stopped, providers should give positive
reinforcement for their decision to abstain, while encour-
aging future discussion should their decision change. If the
adolescent admits to substance use, then there are some
general questions that the provider can ask, such as:

e How many days a week do you smoke, drink, or use
drugs?
e How much do you typically smoke, drink, or use drugs?

e What’s the most you have smoked, had to drink, or taken
for drugs at one time in the past 3 months?

e Have you ever gotten any help for a tobacco, alcohol, or
drug problem?

The National Institute on Alcohol Abuse and Alcohol-
ism'* analyzed data from the 1992 National Longitudinal
Alcohol Epidemiologic Survey of 42,862 US adults 18 years
and older. The alcohol screening cut points for men were
more than 14 drinks per week or more than 4 drinks on any
day, and cut points for women were more than 7 drinks per
week or more than 3 drinks on any day. Standard measure-
ments for 1 drink of alcohol consumed were as follows: 12 oz
of beer, ale, or malt liquor; 1.5 oz of spirits (whiskey, gin,
vodka, etc); 5 oz of wine; and 12 oz of wine cooler. Nearly a
quarter of their sample who exceeded those cut points met
criteria for alcohol abuse or dependence, compared with those
who drank less. These cut points were intended as a guide for
screening adults 18 years or older. Alcohol use, especially by
underage drinkers, can be risky, whether above or even below
these cut points.

The CRAFFT" is a valid and reliable screening tool to
use with adolescents (Fig. 2). If the CRAFFT score is positive
(>2 “‘yes’’ answers), then further assessment is warranted. If
an adolescent screens positive for substance use, then the next
step is to determine their stage of use (Fig. 1) and readiness for
change (Fig. 3), in preparation for doing a BI using the
principles of motivational interviewing (MI).

For experimentation or regular but not problematic
use, providers may offer brief advice about associated risks
and introduce the ‘‘Contract for Life’’ that was designed by
Students Against Destructive Decisions ‘to facilitate
communication between young people and their parents
about potentially destructive decisions related to alcohol,
drugs, peer pressure, and behavior’’ (available at: http://
www.saddonline.com/contract.htm). If screening reveals
problem use or abuse, then the goal is to provide intervention
and counseling. For substance dependence, referral for
intensive treatment is warranted.

Copyright Children’s Hospital Boston, 2001
The Center for Adolescent Substance Abuse Research (CeASAR)
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Have you ever ridden in a car driven by someone (including yourself) who was “high” or had

Do you ever use alcohol or drugs to relax, feel better about yourself, or fit in?

Do you ever use alcohol or drugs while you are by yourself, alone?

Do you ever forget things you did while using alcohol or drugs?

Do your family or fiiends ever tell you that you should cut down on your drinking or drug use?

Have you ever gotten into #rouble while you were using alcohol or drugs?

Two or more yes answers suggest a serious problem.
Four or more yes answers indicate probable presence of a substance use disorder.

FIGURE 2. CRAFFT questions. Adapted from Knight et al."®
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