
Introduction

Misuse of drugs is a major cause of morbidity and mortality in adolescents 
and young adults. According to the Youth Risk Behavior Survey, 72% of high 
school seniors in 2008 had used alcohol, 24 % had used marijuana and 47% had 
used an illicit substance in their lifetime 1.  Adolescents with medical or develop-
mental disabilities may be at particular risk for developing substance use disor-
ders. Titus, Schiller and Guthmann2 found that among youth admitted to substance 
abuse treatment, those with hearing loss reported more “severe substance use”, 
including earlier age of first use, use of cocaine, more substance abuse depen-
dence and mental health disorders as compared to peers with normal hearing.

To decrease the health burden associated with substance use and substance 
use disorders, the Substance Abuse and Mental Health Services Administration 
(SAMHSA) recommends that universal Screening for substance use, Brief 
Intervention and/or Referral to Treatment (SBIRT) be included as part of routine 
health care 3, and we recommend that otorhinolaryngologic evaluation for adoles-
cents include screening for drug and alcohol use as part of a health inventory. It is 
particularly important to screen adolescents presenting to specialty care because 
rates of high risk substance use are higher among teens presenting for treatment 
as compared to those presenting for routine health maintenance 4.  

Developmentally appropriate screening tools and intervention strategies 
have been designed specifically for use with adolescents 5-7  and should always be 
selected when working with this age group because many of the popular tools that 
identify high risk alcohol us in adults 8,9 have poor psychometric properties when 
used with teens 10.  This chapter will describe a practical strategy for identifying 
substance use by adolescents and making practical interventions in the context of 
otorhinolaryngologic care. 
Screening

All adolescents should be asked whether they have used alcohol, marijuana 
or another drug in the past year using unambiguous questions.  We recommend 
the following questions:  In the past year did you 1) Drink any alcohol (more than 
a few sips)? 2) Smoke marijuana? 3) Use anything else to get high? (“Anything 
else” includes illegal drugs, over the counter and prescription drugs, and things 
that you sniff or “huff”.) 
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Adolescents who answer “no” to all of these questions need no further 
screening and should be given praise and encouragement from the physician 
(see Figure	1).  Patients who answer “yes” to one or more questions should be 
screened further to determine their risk level.  

Figure	1. SBIRT algorithm for Otorhinolaryngologists 

A number of screening tools can be used effectively with adolescents. We 
use the CRAFFT (see Figure	2A	and	B) a 6-item tool that screens for high risk 
alcohol and drug use simultaneously and has excellent sensitivity and specific-
ity for detecting substance use disorders for adolescents 11. It works equally well 
for alcohol and drugs, for boys and girls, for younger and older adolescents, and 
for youth from diverse race/ethnicity backgrounds.  The opening questions and 
CRAFFT can be administered via clinician interview or self-administered in 
paper and pencil format.  A pocket card with the CRAFFT questions (in English, 
Portuguese and Spanish) is available for clinical use: www.ceasar.org

Opening	questions
1. Have you ever drank alcohol (more than a few sips)?
2. Have you ever smoked marijuana?
3. Have you ever used any other drug (including illicit drugs, over the counter or  
 prescription medications, inhalants, herbs or plants) 

No to all Yes to any

Give praise and 
encouragement

C = Have you ever ridden in a CAR driven by someone (including yourself) who was  
 “high” or had been using alcohol or drugs?
R = Do you ever use alcohol or drugs to RELAX, feel better about yourself, or fit in?
A = Do you ever use alcohol or drugs while you are by yourself, ALONE?
F = Do you ever FORGET things you did while using alcohol or drugs?
F = Do your family or FRIENDS ever tell you that you should cut down on your  
 drinking or drug use?
T = Have you ever gotten into TROUBLE while you were using alcohol or drugs?

CRAFFT	0	or	1 CRAFFT	≥	2

Provide brief  
advice

Refer to primary care  
provider. Involve

parents, if possible.
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Figure	2A.	Clinician CRAFT screening interview.

The	CRAFFT	Screening	Interview

Part A

During	the	PAST	12	MONTHS,	did	you:			 No Yes

1. Drink any alcohol (more than a few sips)?
(Do not count sips of alcohol taken during family or religious events.) ¨ ¨

2. Smoke any marijuana or hashish? ¨ ¨

3. Use anything else to get high? ¨ ¨
(“anything else” includes illegal drugs, over 
the counter and prescription drugs, and things 
that you sniff or “huff”)

¨ ¨

For	clinic	use	only:	Did	the	patient	answer	“yes”	to	any	questions	in	Part	A?

No ¨ Yes ¨

Ask	CAR	question	only,	then	stop Ask	all	6	CRAFFT	questions

Part B No Yes

1. Have you ever ridden in a CAR driven by someone (including yourself) 
who was “high” or had been using alcohol or drugs? ¨ ¨

2.	Do you ever use alcohol or drugs to RELAX, feel better about yourself,  
or fit in? ¨ ¨

3. Do you ever use alcohol or drugs while you are by yourself, or ALONE? ¨ ¨

4. Do you ever FORGET things you did while using alcohol or drugs? ¨ ¨

5. Do your FAMILY or FRIENDS ever tell you that you should cut down 
on your drinking or drug use? ¨ ¨

6.	Have you ever gotten into TROUBLE while you were using alcohol or 
drugs? ¨ ¨

CRAFFT Scoring: Each “yes” response in Part B scores 1 point. 
A total score of 2 or higher is a positive screen, indicating a need  

for additional assessment.

© Children’s hospital Boston, 2009. all rights reserved.
Reproduced with permission from the Center for Adolescent Substance Abuse Research, CeASAR, 

Children’s Hospital Boston. (www.ceasar.org)
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Figure	2B.	Self-administrated CRAFT Screening Questionnaire.

The	CRAFFT	Screening	Questionnaire	
Please answer all questions honestly; your answers will be kept confidential.

Part A

During	the	PAST	12	MONTHS,	did	you:									 No Yes

1. Drink any alcohol (more than  
a few sips)? ¨ ¨

2. Smoke any marijuana or hashish? ¨ ¨

3. Use anything else to get high? ¨ ¨

(“anything else” includes illegal 
drugs, over the counter and  
prescription drugs, and things that you 
sniff or “huff”)

Part B No Yes

1. Have you ever ridden in a CAR driven  
by someone (including yourself) who was  
“high” or had been using alcohol or drugs?

¨ ¨

2.	 Do you ever use alcohol or drugs to  
RELAX, feel better about yourself, or fit in? ¨ ¨

3. Do you ever use alcohol or drugs while  
you are by yourself, or ALONE? ¨ ¨

4. Do you ever FORGET things you did  
while using alcohol or drugs? ¨ ¨

5. Do your FAMILY or FRIENDS ever tell  
you that you should cut down on your  
drinking or drug use?

¨ ¨

6.	 Have you ever gotten into TROUBLE while 
you were using alcohol or drugs? ¨ ¨

NOTICE TO CLINIC STAFF AND MEDICAL RECORDS:
The information on this page may be protected by special federal confidentiality rules (42 CFR Part 2), which prohibit 

disclosure of this information unless authorized by specific written consent. 
A general authorization for release of medical information is NOT sufficient.

© Children’s Hospital Boston, 2009.
Reproduced with permission from the Center for Adolescent Substance Abuse Research, CeASAR, Children’s Hospital Boston. 

CRAFFT Reproduction produced with support from the Massachusetts Behavioral Health Partnership.

If you  
answered YES  

to ANY  
(A1, A2, A3),  

answer
B1	to	B6  

below.

If you  
answered 

NO to ALL 
(A1, A2, A3)    

answer
only B1 

below, then 
STOP.

} }
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Brief Interventions
Praise and encouragement

Adolescents who have not begun to use substances should get positive 
encouragement.  Statements such as, “I see you have decided not to use alcohol 
or drugs – that is a smart decision and one of the best ways to protect your health” 
may reduce substance initiation rates when delivered by a physician 12.  
Brief Advice

Adolescents who report past year substance use but score 0 or 1 on the 
CRAFFT are considered moderate risk.  These adolescents should receive clear 
advice to stop using substances along with information about related health risks.  
For example, “I recommend that you stop smoking marijuana entirely for your 
health.  Marijuana causes lung damage and bronchitis, increased sputum produc-
tion and wheezing.  Using marijuana will make it much more difficult for us to 
treat your chronic sinusitis.”  As with praise and encouragement, brief advice from 
a reliable medical source seems to increase cessation rates among adolescents who 
have begun using substances but have not developed associated problems.  
Assessment 

Any adolescent with a positive screen for high-risk drug use should have a 
careful physical exam of the mouth, nose and throat to look for signs of chronic 
drug use (see below) as part of a complete assessment.  These signs are uncom-
mon in teens and suggest a serious drug disorder if present. Any such physical 
findings should be noted in the medical record and discussed with both the patient 
and referring provider. 
Referral to Primary Care

Any adolescent with a positive screen for high risk drug use (such as a 
score of two or more on the CRAFFT) should be referred back to their primary 
care provider for more thorough assessment to determine the appropriate level of 
intervention.  Adolescents with high risk drug use who do not meet formal criteria 
for substance dependence (addiction) can generally be treated with close follow 
up in primary care; those who have already developed dependence will need more 
intensive care and in most cases should be referred for mental health or addictions 
subspecialty care.

The specialist can help encourage the adolescent to return for further 
assessment by expressing concerns and recommendations in an empathetic 
fashion. We recommend stating the concern, describing potential associated 
medical problems and then detailing the plan.  For example, “I am concerned 
about the use of alcohol and drugs that you reported.  Kids that use alcohol and 
drugs are at high risk of developing long term drug problems with associated 
health problems. Even in the short term, smoking can trigger asthma, and anything 
that you snort can damage your nasal mucosa and septum.  I would like you to 
speak with your pediatrician so that she can explore this with you more and help 
you decide what to do next.” Parents should be included whenever possible to 
help assure compliance. In many cases parents may already be aware of drug 
use by their adolescent, and in these cases the adolescent may give permission to 
include a parent in the discussion. If parents are not included in the conversation 
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the specialist, direct communication with the referring primary care physician to 
help insure follow up.  
Psychoactive substances commonly used by adolescents

The most commonly used substances by adolescents in the USA are alco-
hol, marijuana, inhalants, cocaine and prescription medications1. Below is a brief 
description of each of these classes of substances and the abnormalities of the 
mouth, nose and throat that may be associated with use. It is not an exhaustive 
list, which would be beyond the scope of this chapter.  The reader is referred to 
Neinstein’s “Adolescent Health Care: a practical guide” 13 for more information. 
Alcohol 

Alcohol is the psychoactive substance most commonly used by adolescents 
worldwide.  On average, teens drink more episodically than adults, but when 
they do drink they are more likely to consume a large volume or “binge”.  The 
National Institute on Alcoholism and Alcohol Abuse (NIAAA) defines a “binge” 
as four standard drinks for a woman or five drinks for a man 14, though even 
a smaller number of standard drinks should be considered a binge for younger 
adolescents15.  

Heavy drinking by adolescents disproportionately impairs memory and 
judgment, while sparing gross motor function as compared to adults, making 
teens more likely to remain awake, or engage in dangerous activity while having 
a much greater degree of mental impairment.  Binge drinking is associated with 
drinking and driving, risky sexual activity and alcohol overdose 16. The age of 
drinking onset has also been inversely correlated with the risk of developing 
alcohol dependence later in life 17-18. 
Marijuana

Marijuana is a hallucinogen that is derived from the plant Cannabis sativa.   
It is the most commonly used illicit substance in the US.  Marijuana is usually 
smoked but the oil may be used for cooking or baking, brewed in tea, or ingested 
in pill form. Marijuana use produces euphoria, time distortion, increased talking 
and auditory and visual enhancements or distortions which users find to be 
pleasant. Acute autonomic symptoms include increased heart rate, erythema of the 
conjunctivae, dry mouth and throat and dilated pupils.  Smoking marijuana results 
in a substantially greater respiratory burden of carbon monoxide and tar than does 
cigarette smoking, and heavy marijuana smokers may develop impairment of 
airway conductance with decreased expiratory airway flow and increased airway 
resistance, bronchoconstriction, cellular inflammation and damage, bronchitis, 
increased sputum production, and wheezing. Immune function, testosterone 
secretion, and sperm viability may all be suppressed in heavy marijuana 
smokers13. 
Inhalants

“Inhalants” include a broad array of common household products and 
other substances that result in euphoria when inhaled.  Commonly used products 
include body sprays and aerosols, lighter fluid, spray paint, glues, cleaning fluids, 
inks (magic markers), and lacquer thinner.  As a class, inhalants are attractive to 
adolescents, and particularly younger adolescents, because of their rapid onset of 
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action, low cost, and easy availability. Acute effects of inhalant use include unusual 
odor to the breath, hair, skin or clothing, lacrimation, rhinorrhea, salivation, and 
irritation of the mucus membranes.  Chronic use may lead to perinasal and 
perioral skin rashes and epistaxis. Inhalant use may result in dermatitis around 
the mouth or nose with cracking of the skin and bacterial super infection known 
as “huffer’s rash”. 
Prescription medications 

Prescription medications commonly misused by adolescents include narcotic 
opioids, stimulants and sedatives.  Use of prescription medications is on the rise, 
and teenagers report that it is easy to obtain a prescription from a physician19. This 
finding suggests that physicians should be particularly careful when prescribing 
pain medications. We recommend limiting the number of tablets given to the 
expected need for pain control, advising teens on the risk of medication misuse, 
asking parents supervise all doses and discard any remaining medication once it 
is no longer needed. 

Many teens use prescription medications for practical effect rather than 
intoxication 20, and believe this type of use is ‘‘safe’’19. However, adolescents 
are vulnerable to the acute direct toxic effects of these drugs when they are used 
without medical supervision.  Unsupervised use of psychoactive medication also 
puts individuals, and particularly adolescents, at risk of developing long-term 
addictions, with consequential collateral injury from the effects of their substance 
abuse on family and social relationships and its detrimental effects on work or 
school performance.  

Prescription medications are most commonly ingested orally or ground up 
and insufflated nasally (“snorted”).  Snorting pills increases the speed of delivery 
of the psychoactive substance to the central nervous system and generally results 
in a faster and more intense “high”.  Users may accidentally overdose because of 
delivery of a higher than expected dose.  Pharmacologic “safety features” such as 
slow release are also lost.  Any substance that is insufflated nasally may result in 
damage to the nasal mucosa, septum and sinuses.  The specific risks and toxicity 
of prescription medication misuse are similar to illicit drugs in the same class 
- narcotic pain medication misuse results in toxicity similar to heroin use and 
stimulant misuse results toxicity similar to other amphetamines.  
Cocaine

Cocaine is a stimulant with sympathomimetic, analgesic and thrombotic 
effects. Cocaine use results in euphoria. Nasal insufflation is the most common 
route of exposure.  Chronic use of cocaine may damage the nasal mucosa and sep-
tum, skin and airways, dental enamel and gingival.  Patients with cocaine addic-
tion may present with chronic rhinitis, perforated nasal septum, midline granu-
loma, altered olfaction, osteolytic sinusitis, burns, and skin infarction 21. Cocaine 
should be considered as a possible cause of puzzling or recalcitrant rhinitis, even 
during teenage years. Tools that are used for nasal insufflation can also serve as a 
fomite and spread viruses among individuals who share these devices. “Snorter’s 
warts” of the nasal mucosa have been reported.  The potent analgesic effects of 
cocaine may mask discomfort and delay seeking of medical attention 20.
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