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Background: Brief substance use screening questions for tobacco, alcohol, cannabis, and other drugs
need further validation in adolescents. In particular, optimal age-specific screening cut-points are not
known, and no study has been large enough to evaluate screening questions for noncannabis illicit drug
use.
Methods: Adolescent respondents to an annual national household survey were included (2008 to
2014; n ⴝ 169,986). Days of tobacco use in the past month, and days of alcohol, cannabis, other illicit
drug use in the past year, were assessed as brief screens for tobacco dependence and DSM-IV alcohol
(AUD), cannabis (CUD), and other illicit drug use disorders (DUD). Areas under receiver operating
characteristics curves (AUCs), sensitivity and specificity were estimated separately by age group (12–
15-, 16 –17-, and 18 –20-year-olds) and cut-points that maximized combined values of sensitivity and
specificity were considered optimal.
Results: The prevalence of tobacco dependence, AUD, CUD, and DUD was 5.8%, 7.1%, 4.5%, and
2.0%, respectively. AUCs ranged 0.84 to 0.99. The optimal cut-points for screening for tobacco dependence and DUDs was the same for all age groups: >1 day. The optimal cut-points for alcohol and cannabis varied by age: >3 days for 12–15-year-olds and >12 days for older adolescents.
Conclusions: Brief measures of past-year use, or past-month use for tobacco, accurately identified
adolescents with problematic substance use. However, health systems should use age-specific screening
cut-points for alcohol and cannabis to optimize screening performance. (J Am Board Fam Med 2019;32:
550 –558.)
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Use of alcohol and other drugs increases adolescents’ risk for altered brain development, cognitive
decline, poor school performance, sexual risk behaviors, future substance use disorders, and injury
or death.1–5 Past-month use of alcohol and other
drugs is common, with nearly 33% of 12th graders
reporting alcohol use, 23% reporting cannabis use

(6% using daily), 24% reporting illicit drug use,
and 11% reporting cigarette use.6 Reducing alcohol, cannabis, other illicit substances, and tobacco
use among adolescents is a prevention priority7 and
family physicians can play an important role in
identifying early use and curbing harmful effects.8
Although adolescents are often open to discussing
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Methods
Data Source and Sample
The present study used pooled survey data from the
2008 to 2014 NSDUH. The Substance Abuse and
Mental Health Services Administration27 sponsors
yearly NSDUH collection among the civilian, noninstitutionalized US population, 12 years of age or
older.28 The study employed an independent, multistage area probability sample design of all 50
states, and the District of Columbia, oversampling
adolescents (12 to 17 years) and young adults (18 to
25 years).28 The survey assessed tobacco, alcohol,
cannabis, and other illicit drug use, mental health
conditions, health care utilization, and demographic characteristics. Participants were interviewed in person, but questions were self administered on laptop computers through computerassisted interviewing and interviewers are blinded
to participant responses. The study sample included adolescents aged 12 to 20 years, who responded to a NSDUH survey between 2008 to
2014 (n ⫽ 169,986). This age range is similar to
that used for adolescents in Bright Futures Guidelines (11 to 21 years),29 except for exclusion of the
youngest adolescents (age 11 years) who were not
eligible for the NSDUH and those age 21 years
who were of US legal age for alcohol, and in some
states, marijuana consumption. The present study
used publicly available data and was determined to
be exempt from human subjects review by the Institutional Review Board at Nationwide Children’s
Hospital.

Measures

Brief Screens for Substance Use
Reported number of days of tobacco, alcohol, cannabis, and other drug use were evaluated as brief
screening questions. The NSDUH evaluated
smoking frequency in a past-month time frame,
asking how many days an adolescent had smoked
“part or all a cigarette.” However, frequency of
alcohol, cannabis, and other illicit drug use were
evaluated in a past-year time frame, consistent with
other prior validated screening instruments in adolescent samples.12,18,20 Speciﬁcally, the NSDUH
asked respondents how many days they “had a
drink of an alcoholic beverage during the past 12
months” and how many days they “used marijuana
or hashish during the past 12 months.” Similarly,
respondents were asked on how many days they
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substance use with a trusted primary care clinician,9
some clinicians cite time barriers for universal
screening.10 To more widely implement screening
for substance use among adolescents, clinicians
need brief, valid, screening instruments that can be
used quickly and efﬁciently.
A number of screening tools have been validated to
assess substance use among adolescents,11–20 varying
in their length and complexity, and whether they
were developed speciﬁcally for adolescents. For family physicians who treat adolescents and adults, deciding whether to use an adolescent-speciﬁc screen
(such as the CRAFFT screening interview),12,13
must be weighed against the ease of using brief,
scaled substance-use screens that are effective in
adults21,22 as well as adolescents.15,17,18,20 Such
screens require only a few minutes to complete and
allow family physicians to use the same screen for
all patients, but may require age-speciﬁc screening
thresholds for adolescents. Use of age-speciﬁc
screening thresholds may improve performance for
brief alcohol screens,14,15,23 but it is unknown
whether this is true for other substances. Previous
validation studies in clinical samples had small
numbers of adolescents reporting use of illicit substances other than marijuana.18,20 As a result, it
remains unknown whether age- or gender- speciﬁc
screening thresholds are needed, and if so, for
which types of substances.
The present study evaluates optimal age- and
gender-speciﬁc cut-points for brief tobacco, alcohol, cannabis, and other illicit drug screens in adolescents (12 to 20 years) using a large national
dataset from the 2008 to 2014 National Survey on
Drug Use and Health (NSDUH).24 Speciﬁcally,
the objectives were to assess the screening performance (sensitivity, speciﬁcity, and receiver operating characteristics area under the curve [AUC])25,26
of brief frequency-based screening questions
against different problematic substance use criterion standards, which included tobacco dependence, meeting DSM-IV diagnostic criteria (alcohol, cannabis or other illicit drugs), or having any
symptom of a DSM-IV substance use disorder. In
addition, to evaluate whether substance use screens
perform differently in the subset of adolescents
who see a health care provider, the study evaluates
the brief screens for substance use among adolescents reporting a past-year health care visit.

Criterion Standards
Substance Use Disorders. Respondents reporting
past-month cigarette use were asked to respond to
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the Nicotine Dependence Syndrome Scale31 and
the Fagerström Test of Nicotine Dependence.32 If
respondents met criteria for tobacco dependence
based on their responses to either the Nicotine
Dependence Syndrome Scale or the Fagerström
Test of Nicotine Dependence scale they were considered to have past-month tobacco use disorder
(TUD). Respondents who reported any alcohol,
cannabis, or other illicit drug use were asked to
report whether they had experienced any of the 11
substance use disorder symptoms used under the
Diagnostic Statistical Manual, fourth edition
(DSM-IV). Consistent with DSM-IV, respondents
who met either criteria for past-year abuse (ⱖ1 of 4
abuse symptoms) or dependence (ⱖ3 of 7 dependence symptoms) were considered to have alcohol
(AUD), cannabis (CUD), and other illicit drug use
disorders (DUD).
Any Substance Use Disorder Symptom. For alcohol, cannabis, and other illicit drug use, a more
inclusive criterion standard was evaluated, which
included any symptomatic substance use (1 or more
DSM-IV symptom of either abuse or dependence).
Outpatient Subgroup. A subgroup of adolescents
who reported at least 1 outpatient visit were identiﬁed based on the NSDUH survey item, which
asked, “During the past 12 months, how many
times have you visited a doctor, nurse, physician
assistant, or nurse practitioner about your own
health at a doctor’s ofﬁce, a clinic, or some other
place?” (n ⫽ 31,505). This survey item was added
to the NSDUH in 2013 and the outpatient subgroup is limited to 2013 to 2014 surveys. Adolescents with a past-year outpatient health care visit
are likely to be of interest to clinicians, given that
not all adolescents in the general US population
use outpatient health services.33

Analyses
Descriptive statistics were used to characterize the
study sample in both the total sample and outpatient subgroup. For each substance use screen (tobacco, alcohol, cannabis, and other illicit drug use),
analyses evaluated the sensitivity, speciﬁcity and
receiver operating characteristics (ROC) area under the curve (AUC) compared with each relevant
criterion standard (1 for tobacco; 2 for alcohol,
cannabis, and other illicit drug use). The screening
cut-points for past month tobacco smoking were
ⱖ1 day, ⱖ2 days, ⱖ4 days, ⱖ25 days. The screenhttp://www.jabfm.org
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used multiple other types of illicit substances including cocaine (as well as different forms of cocaine such as “crack”), heroin, hallucinogens, inhalants, prescription pain relievers, tranquilizers,
stimulants, and sedatives (nonmedical use without a
doctor’s prescription, if applicable). For alcohol,
cannabis, and other illicit substances, respondents
can report past-year frequency as the total days per
year, average days per month, or average days per
week. The present study used the NSDUH’s variable for total number of days per year, in which
self-reported average weekly or monthly days of
use were multiplied by 52 and 12, respectively.
To approximate a single-item screening question for illicit substances (other than cannabis) used
in prior studies,18,20 we made a composite measure
of the total number of past-year days of illicit substances used across all noncannabis illicit substances. Our composite measure for the total days
of “other illicit drug use” was constructed by summing each respondent’s number of past-year days
of use across all types of noncannabis illicit substances. Because individuals may have used more
than 1 type of illicit substance on the same day, a
small minority of adolescent respondents’ total
number of days exceeded 365 days when all types of
illicit substances were combined (n ⫽ 572, 0.03%).
However, an alternative measure of past-year days
of illicit drug use (excluding cannabis) was also
constructed for sensitivity analyses. This alternate
measure used the greatest number of days of use
reported for any 1 illicit substance as the total days
of use, assuming that days of all other illicit drug
use overlapped with that of the most frequently
used substance.
The NSDUH uses a sophisticated imputation
procedure to provide imputed values of substance
use frequency when responses are missing, and
these imputed values were used in primary analyses
following recommendations for appropriate analysis of NSDUH data.30 However, unimputed frequency of substance use for all substances was also
used in sensitivity analyses. The proportions of the
total sample with imputed frequency of use data
varied by substance and are the following: 2.17%
for alcohol, 1.23% for cannabis, 2.89% for other
illicit drugs, and 0.11% for tobacco.

Age 12 to 15 Years
N ⫽ 79,170

Gender
Males
Females
Race/ethnicity
White Non-Hispanic
Black Non-Hispanic
Hispanic
Asian
Other
Criterion Standards
Tobacco Dependence
AUD
Any AUD Symptom
CUD
Any CUD Symptom
DUD
Any DUD Symptom

Age 16 to 17 Years
N ⫽ 42,356

Age 18 to 20 Years
N ⫽ 48,460

Total
N ⫽ 169,986

N

(%)

N

(%)

N

(%)

N

(%)

40,375
38,795

(51.2)
(48.8)

21,531
20,825

(50.9)
(49.1)

23,901
24,559

(51.7)
(48.3)

85,807
84,179

(51.2)
(48.7)

45,509
10,543
15,053
3027
5038

(56.1)
(14.2)
(21.5)
(4.9)
(3.3)

24,450
5998
7762
1644
2502

(57.1)
(14.8)
(20.2)
(5.0)
(2.9)

27,670
6863
9180
2120
2627

(56.7)
(14.5)
(20.8)
(5.1)
(2.7)

97,629
23,404
31,995
6791
10,167

(56.5)
(14.5)
(21.0)
(5.0)
(3.0)

999
1,781
3796
1509
2892
976
2114

(1.1)
(2.1)
(4.5)
(1.7)
(3.4)
(1.1)
(2.5)

2588
3314
7264
2733
5727
1004
2043

(5.2)
(7.3)
(16.5)
(6.1)
(12.9)
(2.3)
(4.7)

6250
6490
14,094
3324
8534
1483
2890

(11.8)
(13.1)
(28.8)
(6.9)
(17.8)
(3.0)
(5.8)

9837
11,585
25,154
7566
17,153
3463
7047

(5.8)
(7.1)
(15.7)
(4.5)
(10.5)
(2.0)
(4.2)

AUD, alcohol use disorder; CUD, cannabis use disorder; DUD, other illicit drug use disorder.
Ns are unweighted, proportions are weighted to account for complex survey design.
2 test comparing Criterion Standards across age groups all P ⬍ .001.

ing cut-points for alcohol, cannabis, and other
drugs were selected based on prior validation studies: ⱖ1 day of use in the past year, ⱖ2 days, ⱖ3
days, ⱖ12 days, ⱖ52, ⱖ270 days.15,18,20 Sensitivity
and speciﬁcity were calculated for each cut-point
using weighted proportions with svy commands in
Stata 14.0.34 ROC curves, which plot sensitivity on
the Y-axis and 1-Speciﬁcity on the X-axis for the
criterion standard,26 were plotted for each brief
screen and AUC were estimated using PROC
SURVEYLOGISTIC and ROC commands in SAS
Version 9.4.35 Results were stratiﬁed by age-group
(12 to 15 years, 16 to 17 years, and 18 to 20 years)
and secondary analyses additionally stratiﬁed by
gender. 2 tests for independence were used to
evaluate differences between AUC across subgroups based on age and gender.
Screening thresholds that “balance sensitivity
and speciﬁcity,” or maximize the combined values
of sensitivity and speciﬁcity are presented.36 All
analyses accounted for complex survey design. Sensitivity analyses were also conducted using the alternate deﬁnition of other illicit drug use. Analyses
were repeated for the subgroup of adolescents who
reported having at least 1 outpatient visit in the past
year, stratifying by age. This secondary analysis was
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conducted to evaluate whether results differed in
the subset of adolescents who use outpatient health
care. Sensitivity analyses were also conducted using
the alternate deﬁnition of frequency of other illicit
drug use and using unimputed values of substance
use frequency.

Results
Among 169,986 adolescents in the study sample
(age 12 to 15 years, n ⫽ 79,170; age 16 to 17 years,
n ⫽ 42,356; age 18 to 20 years, n ⫽ 48,460), AUD
was the most prevalent substance use disorder
(7.1%), followed by TUD (5.8%), CUD (4.5%),
and other illicit DUD (2.0%) (Table 1). An estimated 15.7% of youth had at least 1 DSM-IV AUD
symptom, followed by 10.5% for CUD symptoms
and 4.2% for DUD symptoms. The prevalence of
TUDs, AUDs, CUDs, DUDs, as well as any
DSM-IV symptoms of AUDs, CUDs, and DUDs,
varied by age and gender (Table 1, Appendix 1).
Overall, the prevalence was lowest among 12–15year-olds and increased with age. Comparing females to males, females ages 12 to 15 years had a
higher prevalence of both AUD and AUD symptoms, as well as other illicit DUD and DUD symp-
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Table 1. Adolescent Sample Characteristics, by Age Group

Age 12 to 15 Years
N ⫽ 79,170

Smoking*
ⱖ1 day
ⱖ2 days
ⱖ4 days
ⱖ25 days
AUC (SE)
Alcohol†
ⱖ1 day
ⱖ2 days
ⱖ3 days
ⱖ12 days
ⱖ52 days
ⱖ270 days
AUC (SE)
Cannabis†
ⱖ1 day
ⱖ2 days
ⱖ3 days
ⱖ12 days
ⱖ52 days
ⱖ270 days
AUC (SE)
Other Illicit Drugs†
ⱖ1 day
ⱖ2 days
ⱖ3 days
ⱖ12 days
ⱖ52 days
ⱖ270 days
AUC (SE)

Age 16 to 17 Years
N ⫽ 42,356

Se

Sp

1.00
0.91
0.81
0.48

0.97
0.98
0.99
1.00

1.00
0.90
0.96
0.92
0.89
0.94
0.68
0.98
0.98 (0.0003)‡

1.00
0.79
0.97
0.82
0.94
0.86
0.80
0.95
0.96 (0.0004)‡§

0.85
0.88
0.90
0.95
0.98
1.00

1.00
0.57
1.00
0.62
1.00
0.66
0.92
0.80
0.58
0.92
0.03
1.00
0.91 (0.0008)‡

1.00
0.38
1.00
0.41
1.00
0.44
0.96
0.60
0.73
0.79
0.04
0.99
0.84 (0.0010)‡§

0.94
0.95
0.96
0.97
0.99
1.00

1.00
0.79
1.00
0.82
1.00
0.83
0.95
0.88
0.74
0.93
0.20
0.98
0.95 (0.0006)‡

1.00
0.71
1.00
0.73
1.00
0.75
0.97
0.81
0.83
0.87
0.36
0.96
0.93 (0.0007)‡§

0.93
0.94
0.95
0.97
0.98
1.00

1.00
0.88
0.97
0.90
0.93
0.92
0.80
0.95
0.57
0.98
0.19
1.00
0.97 (0.0005)‡

1.00
0.84
0.98
0.87
0.96
0.88
0.85
0.93
0.64
0.97
0.26
1.00
0.97 (0.0005)‡§

0.99 (0.0002)
1.00
1.00
1.00
0.88
0.49
0.04
0.97 (0.0004)
1.00
1.00
1.00
0.93
0.66
0.14
0.99 (0.0002)
1.00
0.95
0.92
0.75
0.48
0.14
0.98 (0.0004)

Se

Sp

Age 18 to 20 Years
N ⫽ 48,460
Se

Sp

AUC, Area under Receiver Operating Characteristic (ROC) Curve for Tobacco Dependence (Nicotine Dependence Syndrome
Scale/Fagerström Test of Nicotine Dependence) or DSM-IV Alcohol, Cannabis, or Other Drug Use Disorders; Se, Sensitivity;
Sp, Speciﬁcity.
Bolded screening cut-points are shown that have high values of sensitivity and speciﬁcity and minimize the number of different ageand substance-speciﬁc cut-points.
*Frequency is coded as days of use in the past month.
†
Frequency is coded as days of use in the past year.
2 test for independence (relative to age 12 to 15 years), ‡P ⬍ .0001.
2 test for independence (comparing 16 –17- and 18 –20-year-olds), §P ⬍ .0001.

toms, but not CUD, CUD symptoms, or tobacco
dependence (Appendix 1). However, among 18 –
20-year-olds, males had a higher prevalence than
females of all substance use disorders and symptoms, as well as tobacco dependence.
Substance Use Disorder as Criterion Standard
Reported number of days of substance use had high
AUCs for identifying TUD, AUD, CUD, and
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DUD (AUCs, 0.84 to 0.99) (Table 2). AUCs were
signiﬁcantly lower among each older age group (18
to 20 years and 16 to 17 years) relative to 12–15year-olds (P-values all ⬍ .01) (Table 2; Appendix
2). For TUD, AUCs were signiﬁcantly lower
among males age 16 to 17 years and 18 to 20 years,
relative to females (P ⬍ .001) (Appendix 3). For
AUD, AUCs were signiﬁcantly lower among males

http://www.jabfm.org
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Table 2. Performance of Substance Use Screens for Identifying Tobacco Dependence and Alcohol, Cannabis, and
Other Illicit Drug Use Disorder

Any Substance Use Disorder Symptom as Criterion
Standard
Analyses using a more inclusive criterion standard
of 1 or more DSM-IV substance use disorder
symptoms (AUD, CUD, or other DUD) in the
total sample produced similar results to those that
used DSM-IV substance use disorder (Appendix 4,
Appendix 5).
Outpatient Subgroup
Overall, 73.4% of adolescents age 12 to 20 years in
2013 to 2014 reported any past-year outpatient
visit and were included in the outpatient subgroup
(n ⫽ 31,505) (Appendix 6). Compared with the
total sample, similar cut-points for balancing sensitivity and speciﬁcity were found for all criterion
standards among the outpatient subgroup (Appendix 7, Appendix 8). All brief substance use screens
were also associated with high values of AUCs (0.83
to 0.99).

doi: 10.3122/jabfm.2019.04.180284

Discussion
This study evaluated brief screens that ask about
the frequency of use of tobacco, alcohol, cannabis,
and other illicit drugs in a large national sample of
adolescents, allowing adequate samples to evaluate
optimal screening cut-points across different age
and gender subgroups. The substance use screens
performed well for identifying AUD, CUD, DUD,
and TUD, and screens for alcohol, cannabis, and
other illicit drugs performed well for identifying
adolescents with 1 or more DSM-IV symptom of
AUD, CUD, or DUD. Optimal cut-points that
balanced sensitivity and speciﬁcity did not differ by
gender, but did differ by age-group for alcohol and
cannabis. These ﬁndings suggest that brief screens
using frequency of substance use like those used in
adults are effective in adolescents, but that screening cut-points should be varied across age groups
for some substances.
The present study conﬁrms the validity of single-item screens for TUD, AUD, and CUD, while
providing important information on optimal cutpoints. Frequency of past-year tobacco use has
been evaluated as a single-item screen in adolescent
samples,18,20 but this is the ﬁrst study to conﬁrm
that any past-month use had high sensitivity and
speciﬁcity for identifying TUD and that recommended cut-points did not vary by gender or agegroup. Several studies have evaluated age-speciﬁc
differences in a single-item screen for AUD,14,15,23
but no prior study has simultaneously estimated
age-speciﬁc screening cut-points for single-item
screens for other types of substances in the same
adolescent sample. Only 2 prior studies evaluated
past-year frequency of marijuana use as a brief
screen,18,20 both included adolescents age 12 to 17
years, but neither evaluated age-speciﬁc cut-points.
Although screening thresholds differed by agegroup for both AUD and CUD in our sample, the
cut-points that optimized screening performance in
each age-group were the same for both substances
(both ⱖ3 days for age 12 to 15 years; ⱖ12 days for
16 to 17 and 18 to 20 years). Finally, this study is
the ﬁrst to document that any past-year days of
other illicit drug use (ⱖ1 days) had high sensitivity
and speciﬁcity for identifying DUD (both ⬎0.80)
across all age groups.
Selection of screening thresholds typically seeks
to strike a balance between sensitivity and speciﬁcity, but must also consider resources available for
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18 to 20 years relative to females (P ⬍ .001), but did
not differ for other age groups. For other DUD,
AUCs were signiﬁcantly lower for males compared
with females for ages 12 to 15 years and 18 to 20
years (P values both ⬍ .001), but not for ages 16 to
17 years. However, AUCs did not differ signiﬁcantly by gender for CUD in any age group.
Reporting ⱖ1 day of past-month smoking balanced sensitivity and speciﬁcity for identifying tobacco dependence among all age groups (Table 2).
For both AUD and CUD, the cut-points that balanced sensitivity and speciﬁcity were ⱖ3 days of
past-year use for 12–15-year-olds and ⱖ12 days for
16 –17- and 18 –20-year-olds. For other illicit
DUD, the cut-points that balanced sensitivity and
speciﬁcity were ⱖ1 day among 12–15- and 16 –17year-olds, but was slightly higher (ⱖ2 days) among
18 –20-year-olds, though. However, a cut-point of
ⱖ1 day of illicit drug use also performed well
among 18 –20-year-olds (sensitivity and speciﬁcity ⬎ 0.80). Cut-points that balanced sensitivity and
speciﬁcity were similar for female and male adolescents (Appendix 3). Analyses that evaluated screening cut-points of past-year days based on the alternate deﬁnition of days of other illicit drug use did
not meaningfully change from our main results
(data not shown). In addition, when analyses were
repeated using unimputed substance use frequency
values, the screening cut-points did not change.

Screening Questions

Screening Cut-Points for Positive Screen

1.

ⱖ1 day all age groups

3.

ⱖ3 days for ages 12 to 15 years
ⱖ12 days if older
ⱖ3 days for ages 12 to 15 years
ⱖ12 days if older
ⱖ1 day all age groups

During the past 30 days, on how many days did you smoke part or all of a
cigarette?
2. On how many days in the past 12 months did you drink an alcoholic beverage?

4.

On how many days in the past 12 months did you use marijuana or hashish?
On how many days in the past 12 months did you use cocaine, crack, heroin,
hallucinogens, inhalants, or prescription medications including pain relievers,
tranquilizers, stimulants, or sedatives that were not prescribed for you or that you
took only for the feeling that it caused.

Screening cut-points are shown that have high values of sensitivity and speciﬁcity and minimize the number of different age- and
substance-speciﬁc cut-points.

screening. Based on the results of this study, brief
substance use frequency questions could be used to
screen adolescents. We recommend some screening cut-points that achieved high sensitivity and
speciﬁcity in our sample, but minimized the number of different age- and substance-speciﬁc cut-points
(Table 3). If health systems use electronic self-administered screening, or pen and paper screens that are
entered into electronic health records (EHRs), ageand substance-speciﬁc cut-points could be programmed into tablets, kiosks, or EHRs. However, in
systems relying on clinician interview screening these
cut-points may need further simpliﬁcation. Clinicians could consider using the cut-point that balanced sensitivity and speciﬁcity for identifying
AUD and CUD among the youngest age-group
(ⱖ3 days of past-year use) for all ages. The decisions on which screening threshold to use will need
to be made while keeping in mind the goals and
costs of screening.
Information on adolescent substance use can inform all aspects of primary care for adolescent
patients. Validated screens for substance use are
superior to relying on clinical impressions for identifying adolescents with problematic substance
use.37 In addition to triggering assessments for
symptoms of substance use disorders, information
about substance use could affect treatment plans or
the type of follow-up and monitoring that is warranted. For example, adolescents with chronic conditions who drink alcohol have lower medication
adherence compared with those who do not
drink,38 and may need closer monitoring to ensure
that their chronic conditions are being managed.
Alcohol can also interact with many commonly
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prescribed medications,39 and clinicians may need
to discuss these adverse outcomes with adolescent
patients who have chronic conditions, many of
whom may be unaware of the risks of medication
interactions. Finally, substance use behaviors in adolescents often occurs with other adverse health
behaviors, such as sexual risk behaviors and psychosocial problems.1,3 Addressing these issues early has
the potential to prevent or reduce adverse consequences of continued substance use.
There are limitations to the present study. First,
this study used DSM-IV criteria as the criterion
standard. NSDUH has not yet transitioned to using DSM-5 criteria, which are now used in clinical
settings. DSM-5 criteria no longer distinguish between abuse and dependence and the prevalence of
substance use disorders may differ from that under
DSM-IV.40 However, a recent study that validated
the CRAFFT screen among adolescents using
DSM-5 criteria found the thresholds for positive
screens remained the same as those validated using
DSM-IV.13 Second, adolescents’ reports of substance use and related problems on NSDUH were
conﬁdential, and it is unknown how this may affect
responses. However, all validation studies of substance use screening tools among adolescents, to
our knowledge, have used similar conditions of
anonymity (screening results were not shared with
health care providers or parents).12,13,16,18,20 Under-reporting may be more common in clinical
settings where substance use is shared with clinicians or documented in the medical record if adolescents fear their substance use may be disclosed to
parents. Clinicians will likely need to build rapport
and emphasize the conﬁdentiality of their health
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Table 3. Single-Item Screens for Identifying Substance Use Disorder (or Tobacco Dependence) in Adolescents
(Age 12 to 20 years)

Conclusions
Single-item screens for substance use are often
used in adults. The present study found that brief
single-item screens using reported number of days
of use were effective for identifying adolescents
with tobacco, alcohol, cannabis, and other illicit
drug use disorders, irrespective of age-group.
These ﬁndings suggest that efforts to integrate behavioral health into primary care settings could use
the same screens for adults and adolescents. However, optimal screening cut-points varied by age
groups for alcohol and cannabis. Self-administered
screening using tablets or kiosks, or article questionnaire entered into EHRs, could optimize
screening by using these age-speciﬁc screening
thresholds. Alternatively, a single screening threshold for each substance with high sensitivity in all
age groups could be used in systems where it is not
feasible to use age-speciﬁc cut-points.
To see this article online, please go to: http://jabfm.org/content/
32/4/550.full.
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