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ABSTRACT 

 

Purpose: This Doctor of Nursing Practice (DNP) project’s purpose was to 

implement the Screening, Brief Intervention, Referral to Treatment (SBIRT) model with 

the Car, Relax, Alone, Forget, Family/Friends, Trouble (CRAFFT) screening tool to 

increase the identification of adolescents at risk for substance use behaviors and provide 

resources on referrals to treatment during non-acute emergency department (ED) visits. 

Background and Review of Literature: Substance abuse is the number one health concern 

in adolescents reported in the national representative household survey. Many 

adolescents are not screened for substance use in the ED, primary care, or school setting 

since valid and reliable screening tools to assess substance use in adolescents are not a 

standard component of clinical assessments by healthcare providers. Effective screening 

for risky behaviors in adolescence and referral protocols that promote early identification 

and enrollment with services is needed. Systematic literature review of risky behavior 

screening in adolescence in PubMed, Cochrane Database of Systematic Reviews, Google 

Scholar, and Ovid databases produced 1,158 peer-reviewed articles published since 2013. 

Of these, 12 met inclusion criteria of English language and SBIRT model with CRAFFT 

screening tool. Methods: The SBIRT model with the CRAFFT screening tool was 

implemented in the Wilmington ED during the Fall of 2019. Nursing staff performed 

screening and provided resources for referrals to treatment to all clinically stable 

adolescents between the ages of 14 to 21 years. Results: Over eight weeks, ED staff 

screened 54 adolescents for risk-taking behaviors, of which 25 had a CRAFFT score 

greater than zero (46%). Of those screened, 54% received positive feedback, 22% 

received a brief intervention, and 24% received a referral to treatment based on the 



x 

CRAFFT score. Conclusions: Nursing staff in the Wilmington ED successfully deployed 

the SBIRT model with the CRAFFT screening questionnaire during an eight-week trial. 

Adolescents with a positive screen for risk-taking behaviors were able to receive the 

interventions and resources to referral for treatment provided. This demonstrated that 

implementation of the SBIRT model and the CRAFFT screening questionnaire identified 

at-risk adolescents and provided needed early intervention using the SBIRT model.  

 Keywords: “substance use”, “adolescents”, “screening”, “SBIRT model”, 

“CRAFFT screening tool” 
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Chapter 1 

 

INTRODUCTION 

The United States is currently dealing with an opioid epidemic. All physical 

diseases are predicted to be surpassed by mental and substance use disorders by the year 

2020 (Crowley & Kirschner, 2015). Substance abuse is the number one health concern in 

adolescents reported in the national representative household survey (Levy, Williams, & 

Committee on substance use and prevention, 2016). A Healthy People 2020 objective 

calls for reducing the teen substance use rate (Levy et al., 2016).  

1.1 Background 

Healthcare providers frequently encounter adolescent patients who demonstrate 

risky behavior that can lead to substance use. It is essential to improve healthcare 

providers’ ability to identify adolescents at risk for drug use. Adolescents face a 

multitude of issues that support the risk for substance use, including academic issues, 

poor mental health, peer pressure, poverty, family members using illegal drugs, and 

family divorce (D’Amico, Parast, Meredith, Ewing, Shadel, & Stein, 2016). 

Unfortunately, many adolescents are not screened for substance use in the emergency 

department (ED), primary care, or school settings. Valid and reliable screening tools to 

assess substance use in adolescents are not a standard component of clinical assessments 

by healthcare providers (Newton, Soleimani, Kirkland, & Gokiert, 2017). A notable 

number of at-risk adolescents remain unidentified and do not receive necessary 

preventative or treatment services. The use of a screening tool in practice allows for the 

opportunity to identify and prevent the use and/or abuse of substances among this 

population (Newton et al., 2017). Healthcare providers are encouraged to screen and 
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evaluate adolescents for substance use (Newton et al., 2017). The Screening, Brief 

Intervention, and Referral to Treatment (SBIRT) model is an evidence-based approach 

for the delivery of interventions for adolescents demonstrating problematic substance use 

(Stanhope, Manuel, Jessell, & Halliday, 2018). The SBIRT model allows healthcare 

providers to screen many adolescents quickly, increases the identification of adolescents 

at risk for substance use who may otherwise go unnoticed, identifies adolescents prior to 

developing substance abuse or dependence, provides interventions that can be delivered 

rapidly, and provides these adolescents with access to treatment (Stanhope et al., 2018). 

The screening tool for the SBIRT model will be the Car, Relax, Alone, Forget, Friends, 

Trouble (CRAFFT) questionnaire. The CRAFFT questionnaire is recommended for 

clinical use as preventative care screenings by the American Academy of Pediatrics’ 

Bright Future Guidelines (Agley, Gassman, Jun, Nowicke, & Samuel, 2015). The 

CRAFFT questionnaire provides a more vivid perspective of adolescent substance use 

and has been used for the identification substance use and dependence (Agley et al., 

2015). 

There are multiple validated substance use screening tools available for adults, but 

recent meta-analytic work identified only two self-administration screening tools that 

showed significant support for adolescent substance use; the Alcohol Use Disorders 

Identification Test (AUDIT) and the CRAFFT questionnaires (Agley et al., 2015). The 

AUDIT questionnaire only assesses adolescent alcohol use. The CRAFFT questionnaire 

addresses both alcohol and substance use and has a high correlation with substance-

related diagnostic classifications (Agley et al., 2015). The research study by D’Amico 

and colleagues (2016) compared the performance of four screening tools for the 
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identification of adolescent substance use: the National Institute on Alcohol Abuse and 

Alcoholism Screening Guide, the AUDIT, the CRAFFT, and the Personal Experience 

Screening Questionnaire Problem Severity Scale. The CRAFFT had the highest 

sensitivity for alcohol outcomes and correctly identifies more at-risk adolescents for 

alcohol and marijuana use (D’Amico et al., 2016). This Doctor of Nursing Practice 

(DNP) practice change project will utilize the CRAFFT questionnaire exclusively 

(Appendix A). 

In the United States, Delaware is the smallest population and second smallest land 

mass state. The three counties in Delaware are New Castle, Kent, and Sussex. The state 

population is estimated to be 952,065 people (Center for Drug and Health Studies 

[CDHS], 2017).  Individuals aged 18 years and younger comprise 21.6% of Delaware’s 

population (CDHS, 2017). Many of the southern and eastern neighborhoods in New 

Castle County, and all of Kent and Sussex Counties are considered medically 

underserved areas (CDHS, 2017). Delaware has a high prevalence of illegal drug use due 

to its location in the Mid-Atlantic Region and quick access to Maryland, Pennsylvania, 

and New Jersey. Delaware also has major highways, Interstate 95 and U.S. Highway 113, 

which allow for easy transport of drugs across the state and increased access to drugs for 

vulnerable populations like adolescents (National Drug Intelligence Center, 2002). 

Marijuana, opioids, and heroin use are major issues seen in Delaware (DEA.gov, 

2016). Use of these substances can interfere with brain development and can lead to 

chronic use of illegal substances in an adolescent. The purpose of the SBIRT model with 

use of the CRAFFT questionnaire is to identify substance use in the adolescent so that 

preventative measures or treatment for the adolescent at risk may be provided. The next 
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paragraphs expand upon the prevalence of each substance in Delaware and why 

prevention is important for the adolescent population.  

1.1.1 Marijuana  

Recently, laws have changed around the use of marijuana and so have public 

perceptions of risk involved. Marijuana potency has increased over the past decade with a 

rise in the percentage of tetrahydrocannabinol (THC) (CDHS, 2017). Synthetic marijuana 

has also been introduced to the public and found to be more toxic and has more 

complications (CDHS, 2017). The perception of risk for marijuana is expected to decline 

and lead to increased use over time (Pew Research Center, 2017). 

Adolescence is a time of critical brain development. The prefrontal cortex, the last 

area of the brain to develop, is associated with decision-making, impulse control, and 

risk-taking (CDHS, 2017). Comparisons between adolescents who use marijuana 

regularly and adolescents who abstain have noted differences in brain development 

associated with impulse control, memory, and IQ (CDHS, 2017). Early marijuana use has 

shown to increase risk of dependence on other substances later in life (CDHS, 2017).  

In Delaware, marijuana use rates are higher than the national average in those 

aged 18 years and younger (CDHS, 2017). When surveyed among 5th, 8th, and 11th 

graders in Delaware, a majority reported marijuana not to be a great risk when smoked 

frequently (CDHS, 2017). Over 90% of 11th graders and 80% of 8th graders reported 

smoking marijuana frequently in Delaware (CDHS, 2017). Adolescents under the 

influence of marijuana while driving place themselves at greater risk for injury second to 

motor vehicle crashes. In Delaware, one third of the 11th graders surveyed reported being 
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in a car while someone was under the influence of marijuana and one in ten persons 

reported they had driven while under the influence (CDHS, 2017).   

1.1.1.1 Opioids 

Nationally, there is a public health epidemic associated with the devastating 

increase in the number of individuals abusing opioids (CDHS, 2017). Opioids are 

addictive and lead to overdose deaths, criminal behavior, and other tragic outcomes. Over 

75 billion dollars have been spent annually for healthcare complications and 

rehabilitation related to opioid dependency and misuse (U.S. Department of Health and 

Human Services [HHS], n.d.). In 2015, nearly 122,000 United States adolescents reported 

having an addiction to prescription opioids while another 21,000 reported heroin use 

(American Society of Addiction Medicine, 2015). The leading cause of injury-related 

deaths for the United States in 2013 was drug overdose with 43,982 reported deaths 

(Hedegaard, Chen, & Warner, 2015). The Centers for Disease Control and Prevention 

(CDC) estimates nationally that, for every one overdose death in an adolescent, there 

were roughly 119 visits to the ED and 22 admissions for drug treatment (HHS, 2017). 

Additional health complications, in addition to overdose, arise from opioid misuse 

including the spread of infectious diseases by those who inject substances.  

In 2014, Delaware was ranked 8th highest in heroin fatalities in the United States, 

and the drug overdose rate has increased dramatically over recent years (CDHS, 2017). 

According to the Prescription Behavior Surveillance System (2016), over 70% of 

overdose deaths in the year 2014 were due to opioids, 42% related to prescribed opioids, 

and 29% related to illicit drugs. Individuals aged 18 to 25 years, ranked higher than 

national average on the nonmedical use of prescription opioids in Delaware (CDHS, 
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2017). In Delaware, 11% of individuals over the age of 12 years reported use of an illicit 

drug within the past year (CDHS, 2017). About 12% of 11th graders in Delaware reported 

the misuse of prescription drugs within the last year with Codeine being the most misused 

drug (CDHS, 2017). Out of these 11th graders, 23% reported the misuse was due to pain 

and 13% reported the misuse to get high or for fun (CDHS, 2017).  

1.2 Significance  

Delaware has school-based health centers (SBHCs) located within the public high 

schools in partnership with ChristianaCare, the school district, and the Delaware Division 

of Public Health. The SBHCs provide high-quality healthcare to adolescents at public 

high schools and assist the adolescent to overcome the obstacles to receiving quality 

healthcare (ChristianaCare, n.d.). In addition to physical exams, health screenings, 

women’s healthcare, treatment for minor illnesses, immunizations, nutrition and weight 

management, crisis intervention, and doctor referrals, the SBHCs screen all at-risk youth 

using the CRAFFT questionnaire. Students with a positive CRAFFT questionnaire 

receive the necessary counseling and treatment (ChristianaCare, n.d.). However, not all 

students are registered with the SBHCs. Per the Christiana High School Nurse, the school 

has nearly 1,300 students and only about 200 to 300 students are registered with the 

SBHCs (A. Boyce, personal communication, September 25, 2018). Many of these at-risk 

students do not have the proper screening for substance use and do not receive the 

resources or treatment they need. The protocol for registering for the SBHCs requires 

parental consent for those under the age of 18 years. The parent or adolescent 18 years 

and older will fill out the student registration form and health history form. The 

adolescent needs up-to-date insurance information if the adolescent is insured. There is 
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no co-pay, co-insurance, or deductible that will be charged to the parent/caregiver and no 

adolescent will be turned away based on the inability to pay (ChristianaCare, n.d). 

The CRAFFT questionnaire is also used in the Adolescent Medicine at Nemours 

and at the Adolescent Resource Center (ARC) (A. McVey, personal communication, June 

26, 2019). The ARC sees patients between the ages of 12 to 20 years. Use of the 

CRAFFT questionnaire at the ARC has shown an increase in the number of adolescents 

in this age range using marijuana and alcohol (P. Mindler, personal communication, June 

26, 2019). Most of these adolescents do not view frequent marijuana use to be an issue 

and often use marijuana to relax and ease their anxiety (P. Mindler, personal 

communication, June 26, 2019). Brief interventions and referrals to treatment used at the 

ARC include discussion on healthier coping skills and providing more focused and 

ongoing care such as the SBHCs, Nemours Psychology Department, Brandywine 

Counseling, Connections, and Delaware Guidance (P. Mindler, personal communication, 

June 26, 2019).   

In Delaware, ChristianaCare partners with five medical aid units (MAU), 14 

primary care offices, and three EDs. When speaking with a doctor of a local primary care 

office who partners with ChristianaCare, the only screening that is performed is asking all 

individuals if they use tobacco products, drink alcohol, or use any illegal substances (P. 

Yerkes, personal communication, June 20, 2018). These primary care offices provide 

care to many adolescents and use of a valid screening tool would be beneficial for the 

identification of at-risk teens for substance use and/or abuse (P. Yerkes, personal 

communication, June 20, 2018). The MAUs that partner with ChristianaCare and the EDs 
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at ChristianaCare also ask the same screening questions regarding smoking, drinking 

alcohol, and substance use (A. Hardy, personal communication, August 2, 2018). 

The three ChristianaCare EDs include Christiana, Wilmington, and Middletown 

locations. All three EDs perform the same screening that was described previously at the 

primary care offices and many adolescents are treated daily for various ailments in these 

EDs. Adolescents seen in the ED setting have a higher rate of substance use than other 

adolescents and would benefit from early identification of risky behavior (Hawk & 

D’Onofrio, 2018). Use of SBIRT in the ED setting has reduced healthcare costs and 

inpatient utilization and increased admissions to substance use disorder treatment (Pringle 

et al., 2018). The implementation of the SBIRT model with the CRAFFT questionnaire 

can assist with the identification of adolescents using substances and providing them with 

the needed resources and referrals to treatment in the ED setting.    

Delaware has formed the Behavioral Health Consortium (BHC) that focuses on 

identifying at-risk teens and providing these teens with the resources and treatment they 

need related to substance use. One of the primary concerns for the consortium is the lack 

of identification and referral to treatment for these at-risk teens. Implementing the use of 

screening via the CRAFFT questionnaire, providing a brief intervention for those with 

positive screens, and giving them the necessary referral to treatment addresses BHC 

concerns and is the focus of this practice change project.   

1.3 PICOTS Question  

As described by Melnyk and Fineout-Overholt (2019), the PICOT question 

format is a means to formulate the clinical question that can be answerable and 

researchable.  (*PICOTS = patient population, intervention, comparison intervention, 
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outcome, time, and setting).  Therefore, the question driving this project is: (P) In the 

adolescent population, between the ages of 14 to 21 years, (I) will implementation of the 

SBIRT model with the CRAFFT tool for screening (O) increase the identification of 

those using substances over (T) eight weeks in the (S) Wilmington Emergency 

Department? 

1.3.3 Purpose and Rationale  

The population of interest is adolescents between the ages of 14 to 21 years. 

Vulnerability to addiction differs among individuals. Adolescence is thought to be a 

developmental period for the emergence and escalation of risk-taking behavior 

(Ammerman, Steinberg, & McCloskey, 2018). The prevalence of drug and alcohol use 

increases during adolescence and heightens in young adulthood (Substance Abuse and 

Mental Health Services Administration [SAMHSA], 2018). Preventing drug abuse before 

it even starts is one way to mitigate the psychological, economic, social, and health 

consequences of substance abuse (SAMHSA, 2018). Prevention primarily among 

adolescents who have never used or just recently started to use drugs can assist healthcare 

providers and policy makers in changing this epidemic. All adolescents should be 

screened for risky behavior of alcohol and drug use to reduce the number of preventable 

deaths and tragic complications each year (Chakravarthy, Shah, & Lotfipour, 2013).  

The ED is recognized as providing critical access to healthcare for many 

individuals and provides an opportunity to identify and link adolescents to care for 

substance use (Hawk & D’Onofrio, 2018). Healthcare providers are often viewed by 

adolescents as an authoritative source of knowledge on substance use and are receptive to 

discussing substance use (Levy et al., 2016). The findings on how adolescents view 
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healthcare providers present a tremendous opportunity to address substance use in 

healthcare settings. 

To assist healthcare providers in identifying adolescents at risk for substance use, 

the screening procedure should be routine practice. Only about 30% of healthcare 

providers perform any type of substance abuse screening and nearly 69% do not offer 

substance abuse counseling (Chakavarthy et al., 2013). Few healthcare providers reported 

using a validated screening tool to identify adolescent substance use (Levy et al., 2016). 

The use of a structured substance abuse screening tool results in higher detection rates of 

substance use among adolescents when compared to standard clinical practice (Mitchell, 

Gryczynski, O’Grady, K. E., & Schwartz, 2013). Lack of time, lack of familiarity with 

validated screening tools, and insufficient training are some of the many common barriers 

to screening adolescents for substance use risk.   

Healthcare providers can use the SBIRT model, as recommended by the Institute 

of Medicine for community-based screening for health-risk behaviors (SAMHSA, n.d.) 

(Appendix B). The first step to SBIRT is screening. A screening instrument commonly 

used during this first step is the CRAFFT questionnaire (Stanhope et al., 2018). Self-

administered entry of the CRAFFT questionnaire has shown to be a valid and time-

efficient alternative to clinician-administered screening (Harris, Knight et al., 2016). A 

CRAFFT score of zero places the adolescent at low risk for substance use and warrants 

positive reinforcement and monitoring. A CRAFFT score of one places the adolescent at 

moderate risk for substance use and creates the second step of the SBIRT, brief 

intervention. Brief intervention can be a short conversation between the nurse or 

healthcare provider and the adolescent to provide feedback and advice or motivational 
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interviewing (SAMHSA, n.d.). A score of two or higher on the CRAFFT tool requires the 

third step of SBIRT, referral to treatment. The nurse or healthcare provider shares 

information on the available resources within the community and /or a referral to therapy 

or substance use treatment to the adolescent in need of additional services (SAMHSA, 

n.d.). Permission to utilize the CRAFFT screening tool granted on October 6, 2018 by the 

Center for Adolescent Substance Abuse Research (Appendix C). 

1.4 Theoretical Framework 

The Theory of Planned Behavior (TPB) guided this DNP project and supported 

evaluation of the practice change outcomes. In 1980, the TPB was devised by researchers 

Ajzen and Fishbein to predict an individual’s intention to engage in a behavior during a 

specific time and place (Boston University School of Public Health, 2016). The TPB has 

successfully predicted and explained many health behaviors and intentions among 

adolescents and adults including smoking, drinking, substance use, and others (Boston 

University School of Public Health, 2016). An individual’s determinate of intent to 

engage in a behavior is attitude, subjective norm, and perceived control that are measured 

in the TPB and the CRAFFT questionnaire (Figure 1.1). Attitudes include the 

adolescent’s positive or negative evaluation of using substances (Cooke, Dahdah, 

Norman, & French, 2016). Subjective norms reflect on the adolescent’s perceptions of 

social approval or disapproval of engaging in substance use (Cooke et al., 2016). 

Perceived control is the representation of the adolescent’s perception of control over 

using substances (Cooke et al., 2016). 

 

 



12 

Figure 1.1: Theory of Planned Behavior 

 

 

The TPB can predict an individual’s decision to engage in drug use by examining 

his or her attitude toward behavior, subjective norms, and perceived control over the 

behavior. The intention to engage in tobacco, alcohol, or drug use is based on the 

adolescent’s attitude. Culture and environment are subjective norms that influence the 

likelihood an adolescent will behave in a particular way (Kolodny et al., 2015). 

Adolescents are more likely to use substances if their parents or other family members 

are drug abusers, or if their peers have used drugs (Kolodny et al., 2015). In the TPB, if 

an individual has a positive attitude towards drug abuse and the social norm among the 

community and family members is positive, then they are more likely to engage in the 

behavior (Kolodny et al., 2015). Additional contributors to adolescent drug use include 

peer pressure and perceived control (Alhyas et al., 2015). When the adolescent feels a 

high sense of perceived control, their impact of intention on the behavior is stronger 

(Zemore & Aizen, 2014). 

The TPB exemplifies a strong relationship with risky behavior and drug use 

through beliefs, attitudes, and intentions that drive the behavior. The CRAFFT 
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questionnaire captures many of the aspects of the TPB by screening adolescents, who 

have or are at risk for a substance use disorder or demonstrate maladaptive behaviors. 
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Chapter 2 

REVIEW OF THE LITERATURE 

 

The evidence-based PICOTS question guided the literature search for this Doctor 

of Nursing Practice (DNP) practice change project. For the identification of appropriate 

evidence-based clinical practice guidelines for the Screening, Brief Intervention, and 

Referral to Treatment (SBIRT) model and the Car, Relax, Alone, Forget, Friends, 

Trouble (CRAFFT) use for adolescents, an extensive review of available current 

literature was performed.  

2.1 Search Process 

A systematic literature search was performed between June 2017 to June 2019 for 

the purpose of locating published evidence in selected databases that were syntax 

appropriate for each search tool (PubMed, Cochrane Database of Systematic Reviews, 

Google Scholar, and Ovid). The search strategy foci included: (a) effects of substance use 

in adolescents, (b) validated screening tools for substance use in adolescents, (c) 

healthcare provider and patient barriers and facilitators affecting the implementation of 

substance use screening, (d) adolescents’ perception of substance use and what factors 

influence drug use, (e) validity of computer self-administered versus clinician-

administered screening, (f) CRAFFT questionnaire, and (g) SBIRT model. After 

reviewing the validated screening tools for substance use in adolescents, CRAFFT was 

the only questionnaire that assesses both alcohol and other substances (D’Amico et al., 

2016). CRAFFT also has the highest sensitivity for alcohol outcomes and correctly 

identifies more at-risk adolescents for alcohol and marijuana use (D’Amico et al., 2016). 
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Key search words included, ‘substance use’, ‘adolescents’, ‘screening’, ‘SBIRT model’, 

and ‘CRAFFT questionnaire’. The three Boolean operators used in various combination 

for searches include AND, OR, and NOT.  

Reference lists of the retrieved articles were reviewed to enhance the likelihood of 

identifying relevant studies. The search was limited to peer-reviewed articles written in 

English, published within the last five years, full text, and human studies. A Boolean 

combination of key words ‘substance use’, ‘adolescents’, ‘screening’, ‘SBIRT model’, 

and ‘CRAFFT questionnaire’ in PubMed, Cochrane, Google Scholar, and Ovid databases 

produced a total of 1,158 articles. 

The results of the search were appraised for relevance to the PICOT. The search 

(a) regarding the effects of substance use in adolescents yielded 585 citations, of which 

22 articles were relevant. The search (b) validated screening tools for substance use in 

adolescents yielded eight citations, of which five were relevant. The search (c) healthcare 

provider and patient barriers and facilitators affecting the implementation of substance 

use screening yielded 89 results, of which 28 were relevant. The search (d) adolescents’ 

perception of substance use and what factors influence drug use yielded 46 citations, of 

which ten were relevant. The search (e) validity of computer self-administered versus 

clinician-administered screening yielded seven citations, of which four were relevant. 

The search (f) CRAFFT questionnaire yielded 83 citations, of which 14 were relevant. 

The search (g) SBIRT model yielded 175 citations, of which 24 were relevant. Twelve 

articles were selected from the literature search and reviewed. A PRISMA diagram 

displays the breakdown of article selection (Figure 2.1). Articles were determined 

relevant if there was discussion on the CRAFFT questionnaire, SBIRT model, provided 
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useful information about adolescent behaviors, barriers seen with implementing this 

screening process, adolescent awareness to substance use and their health effects, and the 

importance of the healthcare system effectively addressing behavioral health conditions.  

Figure 2.1: PRISMA Diagram  

 

Of the relevant articles found, 12 met the inclusion criteria of English language 

and peer-reviewed published within the last five years and are noted in the review of 

literature table (Appendix D). The selected articles included: two systematic reviews, two 

data analyses, two qualitative studies, two literature reviews, one integrative review, two 

randomized control trials, and one mixed methods study. All the research articles were 

appraised and synthesized using the Johns Hopkins Nursing Evidence-Based Practice 

Rating Scale for evidence level and quality guide (Appendix E). The two tools used 
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included the Evidence Level and Guide and the Research Evidence Appraisal Tool. The 

leveling ranges from I to V based on the type of study completed. The quality rating 

ranges from high or good quality depending on consistency of results, sample sizes, 

adequate control, conclusions, and recommendations. Nine of the articles were rated as 

high quality for the consistency of results with sample size, reproducible search 

strategies, and well-defined methods section. Three of the articles were rated as good 

quality for their sufficient sample size, evaluation of strengths and limitations of studies, 

and expertise appears to be credible. 

2.2 Review and Synthesis  

The study produced by Mitchell et al., (2013), gave statistics on the prevalence of 

adolescent substance use rates occurring within the United States. Between the ages of 12 

to 17 years of age in the United States, ten percent of youth reported using substances 

within the past month (Mitchell et al., 2013). Nearly 48% of adolescents graduating high 

school have used illicit substances (Mitchell et al., 2013). This high rate of adolescent use 

of substances is concerning since adolescence coincides with developmental periods 

during one’s lifespan. Adverse health outcomes including death from drug intoxication, 

motor vehicle accidents, HIV and hepatitis infections, violence, criminal behavior, as 

well as issues at home and school that stem from substance use were equally alarming 

(Mitchell et al., 2013). Substance use disorders later in adulthood were also increased 

when substance use started in adolescence (Mitchell et al., 2013).  

Many adolescents who use substances do not seek and are not enrolled in 

treatment (Mitchell et al., 2013). Nearly 1.8 million adolescents need substance use 

treatment in the United States, but only about 150,000 received any form of intervention 
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and/or treatment for substance use (Mitchell et al., 2013). Unaddressed adolescent 

substance use is a major issue in the United States that leads to underutilization of 

substance use services (Stanhope et al., 2018). Health systems need to implement 

screening for substance use in adolescents to connect them to appropriate services for 

treatment. Therefore, effective screening and identification of adolescents with risk-

taking behaviors indicative of substance use before experiencing an adverse consequence 

or advancement of substance dependence is needed (Mitchell et al., 2013). The literature 

recognizes the importance of the healthcare system effectively addressing substance use 

health conditions within the adolescent population (Crowley et al., 2015). Crowley and 

colleagues (2015) provide an environmental scan of the current state of behavioral health 

and examined the arguments for and barriers to increased integration of preventative 

screening into the healthcare system.  

The literature reviewed recommended use of the SBIRT model with use of the 

CRAFFT questionnaire in practice for the identification of at-risk adolescents and 

substance use (Agley et al., 2015; D’Amico et al., 2016; Levy et al., 2014; & Newton et 

al., 2017). The CRAFFT questionnaire assesses adolescent frequency of substances used 

within the last year and is a valid method for the identification of adolescent substance 

use (Levy et al., 2014). The SBIRT model is endorsed by the American Academy of 

Pediatrics as an evidence-based strategy to identify, address, and treat risky behaviors 

demonstrated in adolescents (Harris, Shaw, Sherman, & Lawson, 2016). It was reported 

in one study that only 22% of healthcare providers implemented the SBIRT model into 

practice, 30% of healthcare providers believed the SBIRT model would be effective in 

reducing substance use in adolescents, 63% of participants did not feel using screening 



19 

tools for substance use was part of their provider role, and nearly 30% expressed concern 

regarding confidence in the intervention or management of substance use (Harris et al., 

2016). The evidence suggested addressing barriers to implementation of the SBIRT 

model (McNeeley et al., 2018). Some barriers expressed by healthcare providers included 

time constraints, self-efficacy, perceived role responsibility, and lack of training 

(McNeely et al., 2018). Barriers can be overcome by providing training on how to 

implement SBIRT with the CRAFFT questionnaire and addressing concerns regarding 

time and workflow. 

Time constraints was the biggest barrier found when implementing screening into 

practice (McNeeley et al., 2018). The advantages of the SBIRT model is the capability of 

screening many individuals quickly, identifying adolescents at risk for substance use who 

would otherwise go unnoticed, identifying adolescents prior to developing substance 

abuse and dependence, providing interventions that can be delivered quickly, and access 

to treatment (Mitchell et al., 2013). Evidence showed that the CRAFFT questionnaire 

took less than five minutes to complete and had the same sensitivity and specificity for 

the detection of substance use when self-administered or administered by a healthcare 

provider (D’Amico et al., 2016; Harris et al., 2016; & Newton et al., 2017). However, 

self-administration of the CRAFFT questionnaire had a faster mean completion time 

(Harris et al., 2016). Self-administration of the CRAFFT questionnaire can assist busy 

healthcare providers increase adolescent screening rates for substance use effectively and 

efficiently (D’Amico et al., 2016; & Harris et al., 2016). Thus, using the CRAFFT 

questionnaire for substance use in adolescent patients adds minimal time to the healthcare 

encounter.  
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Due to the identified barriers, many adolescents are not screened by a healthcare 

provider for substance use and remain undetected and untreated, leading to increased 

health risks and substance dependence (Stanhope et al., 2018). In a recent study 136 

participants, between the ages of 12 to 17 years, seen in the primary care setting during a 

well visit, the CRAFFT questionnaire detected 27% of adolescents reported substance use 

within the last year and seven percent met criteria for an alcohol or marijuana use 

disorder (Harris et al., 2016). The use of the CRAFFT questionnaire coupled with 

informational feedback and referrals to treatment significantly reduced adolescents’ 

substance use at the three months to one-year follow-up (Harris et al., 2016). Harris and 

colleagues (2016) study showed the importance of screening adolescents. 

Adolescence is a critical and transformative period in a person’s lifespan. 

Research supports that risk-taking behavior is strongest during adolescence (Ammerman 

et al., 2016). Adolescent substance use is a public health concern (Alhyas et al., 2015). 

Factors that increase substance use at an early age include curiosity, peer pressure, lack of 

parental supervision, family member use of substances, and behavioral issues (Alhyas et 

al., 2015). A healthcare provider identifying risk from the viewpoints of adolescents is 

helpful in prevention strategies of substance use. Alhyas and colleagues (2015) identified 

factors that mitigate adolescent risk-taking behaviors and correlated these behaviors to 

the number of adverse childhood experiences and future substance use behaviors. Risk 

factors at the individual and community level increase the incidence of substance use 

during adolescence (Alhyas et al., 2015). Adolescence is a time when risk-taking 

behavior is known to increase; therefore, there are implications for prevention and 

intervention programs for adolescents (Ammerman et al., 2016).  
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The CRAFFT questionnaire has been found to provide the best perspective of 

adolescent substance use (Agley et al., 2015). Multiple studies also support that the 

CRAFFT questionnaire is most effective for the identification of substance use in the 

adolescent population and can be used within the primary care, school, or acute care 

setting (Agley et al., 2015; D’Amico et al., 2016; Harris et al., 2016; Levy et al., 2014; & 

Newton et al., 2017). The CRAFFT questionnaire has a sensitivity of 0.97 and identifies 

more at-risk adolescents than any other screening tool for alcohol and marijuana use 

(D’Amico et al., 2016; & Harris et al., 2016). Implementation of a standardized protocol, 

using an effective and sensitive tool, can increase the identification of adolescents for 

substance use and allows for more brief interventions and referral to treatment for at-risk 

adolescents.  

D’Amico et al., (2016) stressed the importance of healthcare providers improving 

their capability in identifying adolescents at risk for alcohol and substance use. The goal 

of this DNP project is to establish a screening, brief intervention, and referral to treatment 

framework for adolescents at risk for substance use. The goal is reaffirmed by the 

evidence-based findings.  

2.3 Project Recommendation 

Adolescents, ages 14 to 21 years, were selected for this DNP project change since 

these are the years when social norms and peer pressure positively influence risky 

behavior (Alhyas et al, 2015). Screening and interventions in the early stages of 

substance use is essential in decreasing further use of substances. Despite concerted 

efforts to make the integration of substance use screening and interventions as part of 

mainstream medical care, adolescents are rarely screened, assessed, or treated for 
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substance use (McNeely et al., 2018). Substance abuse screening in the adolescent 

population and intervening immediately can decrease the burden of addiction and 

morbidity related to substance use (Levy et al., 2014). Primary care centers, emergency 

departments (EDs), schools, and other community health settings provide the opportunity 

to intervene early for at-risk adolescent substance users. The SBIRT model with the use 

of the CRAFFT questionnaire for those aged 14 to 21 years of age can be utilized in any 

setting that targets an adolescent population (Stanhope et al., 2018). 

 Screening for substance use should become a higher priority in healthcare 

settings. Given the populations served and the resources available within the ED setting, 

the SBIRT model with the CRAFFT questionnaire could be well poised to provide 

screening, intervention, and referral for treatment of adolescents. Synthesis of the 

literature reviewed on substance use screening in the adolescent population highlights 

critical findings and issues relevant for healthcare providers. The literature review 

demonstrates that substance use in the adolescent population has the potential to impact 

the developmental, mental, and physical well-being of this vulnerable population if early 

intervention is not initiated. Evidence supports the implementation of the SBIRT model 

with the CRAFFT questionnaire for screening of adolescent substance use in the ED. 

Routine screening with associated interventions and resources for treatment contribute to 

positive outcomes for these at-risk adolescents (Stanhope et al., 2018). Additionally, 

emergency nurses are recommended for this project implementation as they are educated 

and experienced on how to effectively screen individuals for substance use disorders 

seeking treatment (Emergency Nurses Association, 2016).  
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Chapter 3 

 

METHODOLOGY 

The methodology chapter reviews the setting, participants, implementation plan, 

timeline, ethical considerations, data collection and analysis, project budget, and close-

out and dissemination.  

3.1 Setting     

This Doctor of Nursing Practice (DNP) project change addressed a gap in 

screening for risky behaviors that increase the likelihood of substance use in adolescent 

patients. Wilmington Hospital, linked with ChristianaCare, is a private, non-profit 

healthcare system that provides services to all age groups from areas including Delaware, 

Pennsylvania, Maryland, and New Jersey (ChristianaCare, 2019). In 2018, the 

Wilmington Emergency Department (ED) served 63,129 individuals and is the 21st 

highest in the United States for volume rankings (ChristianaCare, 2019). The Wilmington 

ED on average sees 200 patients per day (ChristianaCare, 2019). The population served 

ranges from newborns, children, adolescents, young adults, middle aged, and the elderly. 

Healthcare professionals who work in the Wilmington ED are among the most 

experienced emergency medical professionals in the region (ChristianaCare, 2019). This 

DNP project was presented to the administrative team of Wilmington Hospital’s ED and 

was favorably received and perceived to improve patient health outcomes within the ED. 

Thus, the following implementation plan was developed.  

The ED setting is an optimal setting for the identification and intervention of 

adolescents at risk for substance use (National Institute on Alcohol Abuse and 
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Alcoholism, n. d.). The ED provides critical access to the healthcare system for many 

individuals and has been found to be an opportunity to identify and give resources to 

adolescents seeking care for substance use (Hawk & D’Onofrio, 2018). Patients with 

substance use disorders regularly access the ED. A visit to the ED for any acute change in 

health provides an opportunity for healthcare staff to actively engage the individual in 

discussion and reflection which could assist in the motivation for a behavioral change 

which aligns with the Theory of Planned Behavior (Hawk & D’Onofrio, 2018). The ED 

provides many opportunities to improve patient care by screening, initiating treatment, 

and linking patients to resources for ongoing substance use treatment.  

During the eight-week period of project implementation, use of Screening, Brief 

Intervention, and Referral to Treatment (SBIRT) model with the Car, Relax, Alone, 

Forget, Friends, Trouble (CRAFFT) questionnaire were temporary standard of care in the 

Wilmington ED. All clinically stable adolescents with an emergency severity index (ESI) 

level of three, four, or five between the ages of 14 to 21 years were screened for risk 

behavior of substance use. As this was the standard of care, an informed consent was not 

required. All adolescents seen within the Wilmington ED that met inclusion criteria 

received the same treatment during this project implementation period.  

3.2 Participants 

The evidence-based practice change initiative of implementation of the SBIRT 

model with the CRAFFT questionnaire to identify, reduce, and prevent substance use, 

abuse, and dependence for all clinically stable adolescent ED patients, as the standard of 

care. The CRAFFT questionnaire examined key components of the Theory of Planned 

Behavior (TPB) through the adolescent’s attitude on substance use, behavioral intentions, 
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subjective norms, and perceived behavioral control. Inclusion criteria comprised 

adolescent patients, male and female, between the ages 14 to 21 years seen in the ED as 

an ESI three, four, or five, and able to read and write using the English language. The ESI 

is an algorithm that allows for the triaging of patients into five groups from one, who is 

the most urgent, to five, who are least urgent, based on needed resources (Agency for 

Healthcare Research and Quality [AHRQ], 2018). A patient who is expected to consume 

no resources are classified as an ESI level five, individuals that will require one resource 

are classified as an ESI level four, and individuals needing two or more resources are 

classified as an ESI level three (AHRQ, 2018). Patient acuity level was determined by the 

ESI level within ChristianaCare and was completed on all patients seen within the ED. 

Participants were fluent in the English language. A standard clinical assessment 

performed in the Wilmington ED is the identification of the patient’s preferred primary 

language. Exclusion criteria included adolescents under the age of 14 years and over the 

age of 21 years and/or medically unstable as assessed by an ESI of one or two who 

presented to the ED where additional routine screening could interfere with the delivery 

of care. The CRAFFT questionnaire and resources for referrals to treatment were only 

available in English; therefore, the SBIRT model implementation with CRAFFT 

questionnaire was limited to English speaking adolescents.  

3.3 Implementation Plan   

The SBIRT model and CRAFFT questionnaire were integrated as the standard of 

care for clinically stable adolescents who presented to the ED within the Wilmington 

Hospital. The CRAFFT questionnaire is written at a seventh-grade reading level. The 

approximate age of seventh grade students in Delaware is 12 to 13 years of age.  
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The purpose of this evidence-based project was to implement the SBIRT 

algorithm, a structured risky behavior screening and referral to treatment/resources 

protocol, for all adolescent patients with an ESI level of three, four, or five seen in the 

Wilmington ED. The project aims of this DNP practice change project included a) to 

successfully implement the SBIRT model with the CRAFFT questionnaire to increase the 

identification of adolescents at risk for substance use in the Wilmington ED setting over 

an eight week period, b) to identify adolescents at risk for substance use utilizing the 

CRAFFT questionnaire in the Wilmington ED, as measured by universally screening 

over the eight week period, and c) to evaluate basic demographics, frequency of 

CRAFFT questionnaire administration, and correlation of health provider provision of 

intervention for adolescents at risk for substance use during the eight week period, as 

measured by the results of patient CRAFFT questionnaire. 

3.3.3 Screening Tool 

The SBIRT model with the CRAFFT questionnaire were the central foci of this 

DNP practice change project. Screening rates among adolescents for risky behaviors 

remain low among healthcare provider intervention training (Harris et al., 2017). The 

CRAFFT questionnaire is recommended for use in the clinical setting by the American 

Academy of Pediatrics’ Bright Futures Guidelines as preventative care screenings and 

well-visits (Boston Children’s Hospital, 2018). Research has shown that screening for 

adolescent substance use adds minimal time burden to the healthcare encounter (Harris et 

al., 2016). The CRAFFT questionnaire offers high specificity, sensitivity, and 

acceptability of screening for adolescent substance use (D’Amico et al., 2016; & Harris et 

al., 2016). A CRAFFT score of zero requires no intervention but is recommended to 
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provide positive feedback to the adolescent. A CRAFFT score of one indicates the need 

for brief interventions by a healthcare provider. This includes either motivational 

interviews and/or a brief conversation about the risky behavior identified. A CRAFFT 

score between two and six indicates the adolescent is at high risk for substance use and 

alerts the healthcare provider to start the conversation on referrals to treatment options. 

Implementation of a standardized screening protocol improves referrals to services 

(House et al., 2018). Resources are readily available for adolescents that require 

substance use treatment in outpatient and inpatient settings. Outpatient treatment options 

include behavioral therapies, pharmacotherapies, or attendance in fellowships like 

Alcoholics Anonymous. Inpatient treatment may include detoxification, rehabilitation, or 

long-term residential treatment. 

The Wilmington ED nursing staff were provided with printed handouts of the 

SBIRT model and CRAFFT questionnaire. They also received education on the 

adolescent’s eligibility during the scheduled staff education and discussed within the 

project timeline. Nursing staff were instructed to allow eligible adolescent patients to 

self-administer the CRAFFT questionnaire. 

The nursing staff were educated on using the CRAFFT questionnaire. The nursing 

staff learned about the questions the CRAFFT questionnaire asks, how to score the 

CRAFFT, and based on the CRAFFT score what SBIRT model intervention was 

indicated. Nursing staff were provided with printed sample discussions by the project 

leader during the education session of the SBIRT model with the CRAFFT questionnaire 

to use as a guide for brief interventions with adolescents during the implementation of 

DNP project phase. Brief intervention is a patient-centered strategy focused on changing 
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the adolescent’s behavior by increasing awareness regarding substance use. The brief 

discussion provided a personalized feedback to the adolescent and showed concern for 

their use of substances. All nursing staff were educated on brief discussions. A handout 

was provided to the nursing staff on sample discussions to conduct with the adolescent 

patient during brief interventions (Appendix F). Resources on referral to treatment were 

readily available for the nursing staff to give each eligible adolescent screened (Appendix 

G). Brief interventions and resources for referral to treatment were explained and 

practiced during the education session. 

3.4 Project Timeline 

 Three study phases are presented below, and detailed project implementation 

timeline is discussed for this DNP practice change.  University of Delaware and 

ChristianaCare Institutional Review Board (IRB) applications were approved prior to 

project implementation (Appendix H and I).  

 Phase one was the pre-launch plan which included the administration introduction 

and staff education. The DNP student, who is the project leader, led the administrative 

project introduction. Stakeholders that were included in this meeting were the site mentor 

who is the Wilmington ChristianaCare ED nurse manager, the chair of the Department of 

Emergency Medicine, the Director of Project Engage, and Wilmington ED staff nurses. 

Project Engage consultants collaborate with Wilmington ED healthcare staff to assist 

with patients 18 years and older who struggle with a substance use disorder.  
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Figure 3.1: Stakeholder Analysis 

 

A SWOT analysis was undertaken for the identification of strengths, weaknesses, 

opportunities, and potential threats of the proposed plan. Identification of strategies were 

discussed with these stakeholders to overcome obstacles to the proposed plan. To assess 

the number of adolescents who met inclusion criteria for this DNP practice change 

project prior to implementation of this project, the project leader reviewed the number of 

eligible patients who were seen within Wilmington’s ED for the timeframe of September 

to December 2018 which is one year before implementation of current study timeframe. 

This information was obtained from the project manager of emergency services at 

ChristianaCare. The 2018 sample includes a total n = 903 adolescents between the ages 

of 14 to 21 years with an ESI of three, four, or five. 
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Figure 3.2: SWOT Analysis 

 

Staff nurses, Project Engage consultants, and healthcare providers within the ED 

received education on the DNP practice change project during mandatory required 

education sessions completed quarterly in September 2019.  Education and discussions 

involved concepts surrounding substance use among adolescents and included the 

recommendation by the American Academy of Pediatrics’ Bright Futures Guidelines that 

all adolescents receive preventive screening using the CRAFFT questionnaire (Boston 

Children’s Hospital, 2018). Scoring of CRAFFT questionnaire results were reviewed in 

detail, brief interventions and the referral to treatment brochure was explained, discussed 

and practice script provided. A diagram, created by the project leader, assisted staff 

nurses to understand their role in this practice change (Appendix J). This was developed 

so there would be no confusion during project implementation on the intervention that 

would be completed by the nursing staff. This diagram can assist with sustainability by 

being part of the standard protocol and employment orientation to ED nursing staff.  
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The staff nursing education was completed during mandatory required education 

sessions, completed quarterly, by all staff nurses in September 2019. The presentation 

was less than thirty minutes in length and allowed the staff to ask questions after the 

presentation. Project Engage consultants were encouraged to attend the education 

sessions as well. Education for the healthcare providers was completed over the course of 

two weeks, two times a day during their scheduled shift to sign off attending Doctors for 

Emergency Services (DFES) on resources for referrals to treatment options for a score of 

six on the CRAFFT questionnaire. Return demonstration was a component of training to 

ensure all staff members understood how to introduce the screening questions to the 

parents(s)/guardian(s)/family member(s)/adolescent, score the CRAFFT questionnaire, 

give an example of a brief intervention, and provide resources to the referral to treatment 

handout.   

Phase two was the launch of the SBIRT model with the CRAFFT questionnaire. 

The SBIRT model and CRAFFT questionnaire were readily available and became a 

routine screening component for clinically stable adolescents seen for care in the 

Wilmington ED during the implementation of this DNP practice change project. The role 

of the staff nurse in the introduction of the screening questions to the 

parent(s)/guardian(s)/family member(s)/adolescent was presented utilizing the script, 

“We screen all adolescents between the ages of 14 to 21 years for risky behavior as this is 

an important aspect in managing health and preventing substance use”. The staff nurse 

would hand the adolescent the CRAFFT questionnaire and at the same time the staff 

nurse handed the parent(s)/guardians(s)/family member(s)/adolescent the resources on 

referrals to treatment in Delaware handout. The parent(s)/guardian(s)/family member(s) 
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were asked to step out of the room for a moment while the screening took place and were 

called back in after the adolescent had time to complete the CRAFFT questionnaire. If 

the parent(s)/guardian(s)/family member(s) refused to the leave the room during the 

CRAFFT screening administration, the nurse did not continue with the screening process 

but still offered the resources on referrals to treatment handout. 

The DNP project leader and the faculty mentor both agreed that it was essential to 

provide all adolescents, who met inclusion criteria, with the resources for referrals to 

treatment in Delaware handout for three reasons: 1) to reduce suspicion to the 

parent(s)/guardian(s)/family member(s) of what the adolescent scored on the CRAFFT 

questionnaire, 2) the adolescent may not answer all the questions on the CRAFFT 

questionnaire honestly, and 3) adolescents’ risk-taking behavior may increase in the 

future. Providing the resources on referrals to treatment in Delaware to all adolescents 

screened, allowed for everyone screened to receive information regarding the type and 

location of services available within the state. The purpose of this DNP practice change 

project, in addition to identification, was to provide the necessary information and the 

resources for the referrals to treatment to adolescents and the parent(s)/guardian(s)/family 

member(s) to decrease the incidence of substance use within this patient population. 

The CRAFFT questionnaire was self-administered by the adolescent (Appendix 

A). A recent study found that adolescents preferred to fill out the CRAFFT screening tool 

themselves versus having a healthcare provider asking the questions (D’Amico et al., 

2016). The CRAFFT questionnaire asks the adolescent to answer during the past 12 

months, on how many days did you, a) “Drink more than a few sips of beer, wine, or any 

drink containing alcohol, b) Use any marijuana (weed, oil, or hash by smoking, vaping, 
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or in food) or synthetic marijuana (like K2 or Spice), c) Use anything else to get high 

(like other illegal drugs, prescription, or over-the-counter medications, and things that 

you sniff, huff, or vape)?” If the adolescent scored zero on the questions above, then the 

adolescent would answer only the “Car” question “Have you ever ridden in a car driven 

by someone (including yourself) who was “high” or had been using alcohol or drugs?” If 

the adolescent scored one or higher on any of the above a through c questions, then the 

adolescent would answer the following ‘yes’ or ‘no’ questions: “Have you ever ridden in 

a car driven by someone (including yourself) who was high or had been using alcohol or 

drugs? 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, or alone? Do you ever forget 

things you did while using alcohol or drugs? Do your family and friends ever tell you that 

you should cut down on your drinking or drug use? Have you ever gotten into trouble 

while you were using alcohol or drugs?” After the adolescent completes the CRAFFT 

questionnaire, the staff nurse scores the results with the parent still out of the treatment 

room. A score of zero indicates the adolescent reports no use of alcohol or drugs and 

should receive praise and encouragement by the staff nurse. A score of one alert the staff 

nurse that the adolescent needs a brief intervention on the risky behavior. A brief 

conversation or motivational interviewing with the adolescent was completed with the 

parent(s)/guardian(s)/family member(s) still out of the room. The staff nurse included 

statements that focused on the adverse health effects of alcohol and drugs. A score of two 

to six on the CRAFFT questionnaire indicated that the staff nurse needed to have a 

discussion with the adolescent on resources on referrals to treatment for substance use. 

The staff nurse discussed with the adolescent, under the age of 18, who scored a two or 
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greater about their concerns for the patient’s risky behavior and encouraged opening the 

conversation with the parent(s)/guardian(s)/family member(s). If the adolescent agreed to 

start that conversation with the parent(s)/guardian(s)/family member(s), then the 

adolescent was asked exactly what information could be shared with the 

parent(s)/guardian(s)/family member(s) and that they heard the entire conversation. The 

parent(s)/guardian(s)/family member(s) of the consenting adolescent were educated on 

health risks associated with substance use and discussed resources on referrals to 

treatment. If the adolescent did not wish to have parent(s)/guardian(s)/family member(s) 

involvement, then the nurse just discussed the health risks and resources on referrals to 

treatment privately with the adolescent while the parent(s)/guardian(s)/family member(s) 

were out of the treatment room. 

The staff nurse notified the DFES attendings about all adolescents scoring two or 

greater on the CRAFFT questionnaire, what intervention was provided, and if the 

adolescent consented to parent(s)/guardian(s)/family member(s) involvement. If the 

adolescent under 18 years of age consented to parental involvement, then DFES 

attendings reinforced education on health risk associated with these behaviors and 

followed up with the resources on referrals to treatment with the adolescent and the 

parent(s)/guardian(s)/family member(s) prior to discharge. The discussion about 

resources on referrals to treatment options stopped when the adolescent that did not 

consent to parent(s)/guardian(s)/family member(s) involvement. DFES attendings did not 

reinforce the discussion with the adolescent or parent(s)/guardian(s)/family member(s) 

for those adolescents not consenting to parental, guardian, or family member 

involvement.  
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The parent(s)/guardian(s)/family member(s) of the adolescent were not made 

aware of the score of the CRAFFT questionnaire, these results remained confidential, 

unless the adolescent granted permission. The score of the CRAFFT questionnaire was 

not included in the patient’s medical record due to extra costs by ChristianaCare to 

incorporate this into electronic medical record during the implementation phase of this 

project change. Delaware state law states individuals 14 years and older do not require 

parental/guardian consent for voluntary substance use screening and/or treatment.  

Project Engage collaborates with hospital staff to connect at-risk adolescents, ages 

18 years and older, with community-based substance use treatment programs along with 

other resources. Project Engage consultants specialize in motivational interviewing to 

empower each patient in his or her decision-making process, while working with the 

hospital clinical team, treatment providers, and insurers for a specialized discharge plan 

so that each patient receives the best possible outcome. Therefore, patients who were 18 

years and older, with a score of two or greater on the CRAFFT questionnaire could also 

be referred to Project Engage consultants.  

After the CRAFFT questionnaire had been self-administered and scored with the 

needed intervention, the staff nurse documented if the CRAFFT was completed. If the 

CRAFFT was not completed for an adolescent that met inclusion criterion, the staff nurse 

documented the reason. If the CRAFFT was completed, the staff nurse documented the 

adolescent’s age, gender, the CRAFFT score, what intervention was completed based on 

the CRAFFT score, and if either DFES or Project Engage was involved with the 

adolescent’s care. Nurses were provided a form to complete after the CRAFFT screening 

tool with interventions was completed (Appendix K). 
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Phase three included the results reported and project close out. The practice 

change project illustrates how many adolescents are at-risk for substance use within the 

ED setting and that there is a gap in current practice. The project team leader analyzed all 

data from the staff nurse documentation form completed by the nursing staff on eligible 

adolescents seen within Wilmington’s ED. If the CRAFFT questionnaire was completed, 

the age, gender, CRAFFT questionnaire results and SBIRT implementation for the 

adolescent was documented on the data collection form provided to the Wilmington ED. 

The date and time were also documented for any screening that was either completed or 

not completed.  

3.5 Ethical Considerations  

 IRB approval from ChristianaCare and the University of Delaware was sought out 

prior to project implementation. Both IRBs from ChristianaCare and the University of 

Delaware gave exempt status and granted this practice change project. Site compliance 

with the Health Insurance Portability and Accountability Act of 1996 (HIPAA), protected 

privacy of all participant health information. All data collected from this project excluded 

patient identifiers except the patient’s age and gender. The risks to participants in this 

project were minimal. The completed CRAFFT questionnaire was placed on the patient’s 

chart and filed per ChristianaCare protocol. The completed data collection forms were 

placed within a locked box in the ED for the project team leader to collect and compile 

data through an Excel spreadsheet through ChristianaCare’s secured network. The Excel 

files were stored on a password-protected file at ChristianaCare on a password-protected 

desktop. Once the data was placed in the Excel file, the paper documents were then 

placed in ChristianaCare’s designated bins for shredding. Potential distress that could 
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arise from the screening was managed by consulting with the healthcare provider on all 

adolescents scoring two or greater on the CRAFFT questionnaire and utilizing Project 

Engage consultants for those 18 years and older.  

3.6 Data Collection and Analysis 

Data from the SBIRT model and CRAFFT questionnaire were collected twenty-

four hours a day, seven days a week by the staff nurses in the Wilmington ED during an 

eight-week timeframe. Eight weeks for project implementation ensured sufficient time 

for data collection. Clinically stable adolescents with an ESI level of three, four, or five 

between the ages of 14 to 21 years were screened using the SBIRT model and CRAFFT 

questionnaire to assess risk for substance use.  

 The completed CRAFFT questionnaires were placed on the patient’s paper chart 

and filed per ChristianaCare’s protocol. The staff nurse placed the paper documentation 

form for data collection that was completed after the CRAFFT questionnaire had been 

administered in a locked box located within the ED. The project team leader collected 

completed papers weekly. The project team leader while onsite recorded patient 

participants’ age, gender, CRAFFT score, and intervention provided based on the score 

using Excel software package through Office 365. The paper forms were then placed in a 

HIPAA compliant trash can for shredding at the Wilmington ED site. No transportation 

of forms outside the project site took place. The project team leader housed all data on 

the secure server at ChristianaCare. Data will be housed for a minimum of three years by 

the project team leader. After three years, the data will be destroyed per the University of 

Delaware protocol.  

Data collected for the project included time and date of screening completed, the 
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adolescent’s age, gender, CRAFFT score, and intervention provided based on SBIRT 

model. The intervention options are no intervention but provided the referral to treatment 

handout, brief intervention with referral to treatment handout, or discussion on the 

resources to referral to treatment handout. Interventions also included if the adolescent 

consented to parent(s)/guardian(s)/family member(s) involvement, DFES attendings 

reinforcement on education to health risks and resources for referrals to treatment with 

parents if the adolescent consents to parental involvement, and if Project Engage was 

consulted for those 18 years and older scoring two or higher on the CRAFFT 

questionnaire. The data gathered from this practice change project were patient age, 

gender, frequency of screens completed for each year of age, frequency of positive and 

negative screens for each year of age, frequency of positive responses to each item on the 

CRAFFT screen, and intervention provided by nursing staff based on the CRAFFT score. 

Obtained data from the project manager of emergency services for ChristianaCare 

regarding total adolescents seen during the eight-week period that met inclusion criteria 

for screening.   

3.7 Project Evaluation  

This project change focused on the SBIRT model with CRAFFT questionnaire of 

adolescents for risky behavior of substance use in the Wilmington ED during an eight-

week period and provided adolescents with brief interventions and resources on referrals 

to treatment. The implementation period was eight weeks for the project leader to 

complete education for staff nurses, Project Engage, and DFES attendings and to compile 

data obtained. Process measures for this project included number of adolescents screened 

for risky behavior during the eight-week pilot project period, score of the CRAFFT 
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questionnaire, and type and frequency of interventions provided to patients seen within 

the ED setting. 

If the project is found to have a high percentage of adolescents who demonstrate 

risky behaviors of a CRAFFT screening score of two or greater, the project leader will 

prompt the Wilmington ED to adopt this intervention after the DNP project change has 

been completed.  The department will see the significance of adopting this screening for 

adolescents with a visualization of the number of adolescents who could be unidentified 

and at risk for substance use within the ED setting. Presenting the healthcare system with 

results from the practice change displaying the beneficence to adolescents at risk for 

substance use assisted the Project Leader in encouraging sustained use of SBIRT model 

and CRAFFT questionnaire. 

3.8 Project Budget  

This project was purposefully designed to require minimal financial support. 

Permission to use the CRAFFT screening questionnaire was free of charge and 

reproduced by the project team leader at no cost. The project team leader created the 

document for referrals to treatment and resources for substance use (Appendix G) for 

distribution by the nursing staff to all adolescents screened and did not impose any 

financial burden. Healthcare provider screenings were minimal, with a time factor of less 

than one minute to complete. Adolescents at risk for substance use who are identified and 

receive early treatment have lower cost implications than adolescents who remain 

unidentified and have addiction costs (Georgetown University, n.d.). 

3.9  Project Closeout 

One of the aims of this practice change project was to gather data that would 
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support sustained utilization of the SBIRT model with the CRAFFT questionnaire in the 

Wilmington ED. The project leader analyzed data collected and shared project findings 

with stakeholders to encourage adoption of this practice change in the Wilmington ED 

and other campuses within ChristianaCare.  

3.10 Dissemination Plan 

A report of practice change findings was presented to key stakeholders in 

Wilmington ED during January 2020. The project leader provided project results and 

discussion about project strengths and weaknesses to support future implementation. 

Project findings will also be disseminated at the 11th ICN NP/APN Network Conference 

2020 in Halifax. A manuscript will also be created of the culmination of project findings 

for publication consideration in a peer reviewed journal.  
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Chapter 4 

 

RESULTS 

 Results of the practice change project were collected over an eight-week 

implementation period. This chapter presents the results of data collected from the 

practice change project. The review of the literature supports the data collected.  

4.1 Introduction 

This Doctor of Nursing Practice (DNP) practice change project had important 

findings for the adolescent population and risk-taking behavior identification. These data 

reflect the patients’ findings of participation with emergency severity index (ESI) levels 

three, four, or five. Patients with ESI levels of one or two were excluded from the 

screening due to acuity. The emergency department (ED) setting provides critical access 

for many patients to the healthcare system. Nearly half of all United States ED visits are 

categorized as related to a substance use disorder (Hawk & D’Onofrio, 2018).  

4.2 Statistics 

Measures for this project included: patients who completed the Car, Relax, Alone, 

Forget, Friends, Trouble (CRAFFT) questionnaire, whether the patient reported any 

substance use, and the intervention provided based on the CRAFFT score. Demographic 

variables were patients’ age (in years) and gender. Results from this practice change 

project were consistent with other research findings that demonstrated use of the 

CRAFFT questionnaire can identify adolescents at risk for substance use (D’Amico et al., 

2016).  

During project implementation, 463 adolescent patients seen in the Wilmington 

ED met the inclusion criteria while only 54 (12%) received the Screening, Brief 
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Intervention, and Referral to Treatment (SBIRT) model with CRAFFT questionnaire. The 

number of adolescents who met project inclusion criteria during project implementation 

was obtained from the project manager of emergency services at ChristianaCare. Three 

patients met inclusion criteria but declined the screening and were not included in this 

project. Of these 54 patients, 31 (57%) identified as female. Age ranged from 14 to 21 

years. Figure 4.1 below presents the number of patients in each age group who screened 

positive and negative on the CRAFFT questionnaire.  

Figure 4.1: CRAFFT Scores by Age Group 

 

The prevalence of drug and alcohol use increases during adolescence and 

heightens in young adulthood (Substance Abuse and Mental Health Services 

Administration [SAMHSA], 2018). The National Survey on Drug Use and Health found 

that prevalence rates of substance use disorders is higher among the 18 to 25-year-old age 

group than it is in either the 12 to 17-year-old age group or the 26 and older age group 

(SAMHSA, 2018). Data from this practice change project support these findings as 
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patients with the highest risk for substance use behaviors were 18 and 19 years of age, 

and next highest risk scores were in patients 20 and 21 years of age.  

Interventions provided to each adolescent were based on the CRAFFT score. An 

adolescent with a CRAFFT score of zero received positive feedback, 54% (n = 29). An 

adolescent with a CRAFFT score of one received a brief intervention, 22% (n = 12). 

Lastly, an adolescent with a CRAFFT score of two or greater received a referral to 

treatment, 24% (n = 13). 

Figure 4.2: Interventions by Healthcare Providers   

 

As a practice change intervention, the SBIRT model with the CRAFFT 

questionnaire was integrated as a new standard of care. The aims of this practice change 

project are reflected in the results. The first aim was to successfully implement the 

SBIRT model with the CRAFFT questionnaire to increase identification of adolescents at 

risk for substance use in the Wilmington ED. This project was implemented by the 

Wilmington Hospital ED nursing staff to determine if adolescents are demonstrating risk-

taking behaviors indicative of substance use and if they require additional resources. 

Multiple studies indicated the SBIRT model with the CRAFFT questionnaire was 



44 

validated for use in the ED setting (Hawk & D’Onofrio, 2018; Levy et al., 2016; Newton 

et al., 2017; & Pringle et al., 2018). The SBIRT model with the CRAFFT questionnaire 

was not incorporated into the Wilmington ED electronic health record (EHR) due to 

financial burden for ChristianaCare. The ED nurses and attending doctors were educated 

in the use of the SBIRT model with the CRAFFT questionnaire. To reduce screening 

associated stigma and normalize the screening process, the CRAFFT questionnaire was 

prefaced with a statement emphasizing that the questions were asked of all adolescents 

between the ages of 14 to 21 years seen in Wilmington ED. Nurses stated that the 

CRAFFT screening and providing interventions was not time consuming and did not 

impede the efficiency of clinical care. The implementation of this practice change with 

the CRAFFT questionnaire was positive with 54 adolescents screened during a two-

month trial period. All 54 adolescents screened received the resources for referral to 

treatment handout. These findings demonstrate that assessment of risk-taking behaviors 

can be accomplished in high-volume EDs when supported through nursing education.  

The second aim was to identify adolescents at risk for substance use utilizing the 

CRAFFT questionnaire. The CRAFFT questionnaire scores between a zero, lowest score, 

to a six, highest score. Of the 54 patients screened, 53% (n = 29) scored a zero on the 

CRAFFT score which indicated there was no to low risk for substance use behaviors and 

received the resources for treatment options as the standard of care. Twenty-two percent 

(n = 12) scored a one on the CRAFFT questionnaire, indicating a moderate risk for 

substance use behaviors and received a brief intervention by the nursing staff with the 

resources to referral to treatment handout. Seven patients (13%) scored a two, four (7%) 

scored a three, and two (4%) scored a four on the CRAFFT questionnaire. In this practice 
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change project, no adolescent scored a five or six on the CRAFFT questionnaire. A 

CRAFFT score of two or more indicates a high risk for substance use behaviors. Patients 

scoring two or more on the CRAFFT screen received a brief intervention by the nursing 

staff and a discussion on referral to treatment options handout to encourage seeking 

assistance in the outpatient setting. The positive adolescent patient responses to the 

CRAFFT questionnaire are presented below.  

Table 4.1: Adolescent’s Responses to the CRAFFT Questionnaire 

CRAFFT Behaviors Number of Positive Responses 

Alone 1 

Alone, Family/Friends 1 

Alone, Forget 1 

Car 6 

Car, Forget, Family/Friends, Trouble 1 

Care, Family/Friends 1 

Car, Relax 2 

Car, Relax, Alone 1 

Car, Relax, Alone, Forget 1 

Car, Relax, Family/Friends 1 

Relax 4 

Relax, Alone 2 

Relax, Alone, Family/Friends 1 

Relax, Alone, Trouble 1 

Trouble 1 

Total Risk Behaviors Screened 25 

 

The third aim was to evaluate patient demographics, the frequency of the 

CRAFFT questionnaire administration, and correlation of health provider provision of 

intervention for adolescents at risk for substance use, measured by the results of patient 

CRAFFT questionnaire. The project leader examined differences in demographic 

measures and at risks behaviors according to if the patient had a positive or negative 

screen on the CRAFFT questionnaire. Eighteen of the patients who were 18 years or 

older scored a positive CRAFFT score, while seven adolescent patients under 18 years of 
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age scored a positive CRAFFT. Based on the findings in this practice change project, 

older adolescents had a greater incidence of risk-taking behaviors. Males also 

demonstrated a 60% higher incidence of risk-taking behaviors. This aligns with the 

literature that adolescent males are more likely to engage in risk-taking behaviors 

compared to females (Alhyas et al., 2015). All adolescents screened received additional 

resources on referrals to treatment for high quality substance use support within 

Delaware. This practice change provided an opportunity to improve the health trajectory 

of substance use behaviors in adolescents who receive health care in an urban ED setting. 

4.3 Limitations in the Data Collection 

The self-reported data from the adolescents in this study may be subject to social 

desirability bias. Whether some participants may have underreported and others 

overreported is a limitation. Patient refusal to participate (n = 3) in this practice change 

project had a minimal effect on data collection.  

Reliance on the nursing staff to implement this practice change project is 

considered a limitation as not all adolescents meeting inclusion criteria were screened. 

There was a missed screening opportunity for 88% of adolescents presenting to the ED 

who met the screening criteria. The methods of educating nursing staff addressed self-

efficacy and lack of training. Staff nurses who administered the SBIRT model with 

CRAFFT questionnaire reported no significant time barriers. Staff nurses who did not 

implement the SBIRT model with CRAFFT questionnaire were not asked reasoning for 

not implementing. Additionally, incorporation of the SBIRT model with the CRAFFT 

questionnaire in the electronic health record (EHR) may have further enhanced nursing 

staff implementation. Future recommendations for this practice change project include 
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interviewing nurses who do not implement the SBIRT model with CRAFFT 

questionnaire to identify potential barriers and to incorporate the SBIRT model with the 

CRAFFT questionnaire into the hospital EHR.  
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Chapter 5 

INTERPRETATION OF THE DATA 

Given the scope of this practice change project, identification of 25 adolescents 

who demonstrated risk-taking substance use behaviors and providing an intervention is a 

valuable project that lends support to the recommendation to have this as a sustained 

standard of care. This chapter discusses the sustainability and significance of the change 

project and implications for advanced practice.  

5.1  Discussion 

 The Screening, Brief Intervention, and Referral to Treatment (SBIRT) model with 

Car, Relax, Alone, Forget, Friends, Trouble (CRAFFT) questionnaire was implemented 

by the nurses in Wilmington Emergency Department (ED). The SBIRT model and the 

CRAFFT questionnaire were implemented to determine if this practice change project 

would increase identification of adolescents at risk for substance use behaviors. Twelve 

percent of the eligible adolescents seen in the ED during the eight-week implementation 

phase were screened using the CRAFFT questionnaire and 46% scored a one or higher.  

 Screening for risk-taking behaviors during adolescence is recommended by the 

American Academy of Pediatrics’ Bright Futures Guidelines (Boston Children’s 

Hospital, 2018). This recommendation was placed to ensure all adolescents who may be 

at risk for substance use can receive needed interventions and be referred to support 

services. Between September and December 2018, 903 patients met inclusion criteria for 

this practice change project in Wilmington ED. From September 30 to November 25, 

2019, 463 patients met inclusion criteria for this practice change project in Wilmington 

ED. In 2019, implementation of the SBIRT model with CRAFFT questionnaire screened 
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54 adolescents who presented to the Wilmington ED during the project time period. Staff 

nurses were not asked about reasoning for the 88% missed screening opportunity to 

understand barriers involved. If this practice change is implemented again, then 

identification and interviewing staff nurses who do not implement the practice change is 

recommended. Twenty-five patients were identified as being at risk for substance use 

behaviors. These 25 patients would not have been screened due to a lack of screening 

practice for this population in the ED. Without this project, these patients would not have 

received interventions to risk-taking behaviors nor would have been provided with 

resources on referrals to treatment. Implementation of this project provided the 

opportunity to screen, intervene, and provide resources for treatment options to 

adolescents who would have otherwise gone unnoticed.  

 Wilmington ED staff nurses, Project Engage consultants, and Doctors of 

Emergency Services (DFES) attendings were educated on the SBIRT model with 

CRAFFT questionnaire. Staff nurses reported a limited time burden associated with the 

SBIRT model and CRAFFT questionnaire implementation. This aligns with Harris and 

colleagues (2016) finding that screening for adolescent risk-taking behaviors adds 

minimal time burden to the healthcare encounter. On average, the SBIRT model with 

CRAFFT questionnaire added less than five minutes to the clinical encounter, and there 

were no reports of screening impeding the efficiency of clinical care.  

 The implementation of this practice change project was successful with 54 

adolescents screened for risk-taking behaviors. All adolescents screened received 

resources for referrals to treatment to increase awareness of resources available. Fifty-

four percent of adolescents screened received positive feedback for a CRAFFT score of 
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zero to increase the likelihood that adolescents would engage in appropriate behaviors. 

Twenty-two percent of adolescents screened received a brief intervention in relation to 

the CRAFFT behavior. Brief interventions have shown to significantly decrease initiation 

of drinking and increase cessation rates for alcohol and marijuana use among adolescents 

(Substance Abuse and Mental Health Services Administration [SAMHSA], 2018). 

Twenty-four percent of adolescents screened received a discussion on the CRAFFT 

behavior and resources of referrals to treatment. These adolescents were provided the 

information they need to enter treatment from school, medical, and community sources. 

Implementation of the SBIRT model with CRAFFT questionnaire allowed staff nurses 

the opportunity to discuss substance use and resources readily available for treatment in 

Delaware with each adolescent screened.  

5.2 Project Limitations 

These practice change project findings must be interpreted considering inherent 

project limitations. The findings are not generalizable because the patient population was 

a small size, in an Urban ED setting, that was limited to English-speaking adolescents 

ages 14-21 years with an emergency severity index (ESI) of three, four, or five. Future 

work should extend to non-English speaking patient and nonurban ED settings.  

5.3 Sustainability of the Project 

This Doctor of Nursing Practice (DNP) practice change project addresses a gap of 

not screening adolescents for at-risk substance use behaviors and providing interventions 

accordingly in the Wilmington ED. Improving upon limitations of extending the 

inclusion criteria, relying on nursing staff to implement the practice change, and the 

inability to incorporate the SBIRT model and CRAFFT questionnaire in the EHR would 
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support sustainability of this project. The DNP project leader implemented an evidence-

based practice method of screening via the SBIRT model with the CRAFFT 

questionnaire. The project was low cost, easily implemented, and deemed favorable by 

the ED nursing staff who adopted this practice change.  

Fifty-four of the 463 adolescent patients seen in the Wilmington ED who met 

inclusion criteria, were screened. Twenty-five (46%) of these adolescents scored a one or 

higher on the CRAFFT questionnaire. All adolescents screened received the resources on 

referral to treatment handout. These data represent how positive and important this 

project is for this site and why screening for risk-taking behaviors is needed for this 

patient population. Leadership for ChristianaCare were provided these data to appreciate 

the gap in current practice regarding the percentage of adolescent patients at risk for 

substance use behaviors in need of interventions who are seen in the ED. Healthcare 

systems are encouraged to implement and examine this practice change project to extend 

to more ED locations.  

A substance use risk-taking behavior screening was implemented at low cost and 

promoted improved nursing practice and patient outcomes in the ED. Consideration of 

how the CRAFFT questionnaire was administered is important. For the purpose of this 

practice change project, the CRAFFT questionnaire was self-administered on paper forms 

and parent(s)/guardian(s)/family member(s) were asked to leave the patient care area 

while the questionnaire was completed to foster truthfulness. Future considerations for 

sustainability include cost to the hospital, barriers to adoption by nursing staff, 

incorporation into the EHR, and patient benefits of potential early identification and 

interventions to risk-taking behaviors.  
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Amidst COVID-19, the anticipated trajectory of this practice change project 

steered off course; however, future DNP students could assist with sustainability. In 

future DNP project implementation follow-up patient phone calls for adolescents with 

CRAFFT scores two or greater to inquire if resources were utilized could assist with 

effectiveness and sustainability. Healthcare systems and/or future DNP students adopting 

this practice change project may follow up four to six weeks after the ED visit to improve 

transitional care management. Variations of ICD10 codes would also be of interest in 

future recommendations.  

5.4 Significance of the Change Project  

This practice change project locally impacts adolescents between the ages of 14 to 

21 years of age seeking treatment in the ED at Wilmington Hospital through increased 

identification of risk-taking behaviors that can lead to substance use via the SBIRT model 

with the CRAFFT questionnaire. Utilization of the CRAFFT questionnaire allowed 

nurses to quickly identify adolescents who demonstrate risk-taking behaviors through 

assessment of substances used within the past year and behaviors of driving while under 

the influence or using substances to relax or have fun. Inclusion of this screening in this 

population during ED visits has the potential to intervene during the early stages of 

substance use and prevent future risk-taking behaviors by providing resources on 

referrals to treatment in Delaware. Implementation of the project increases healthcare 

providers awareness of the need to screen for risk-taking behaviors, as well as the 

importance and impact in preventative medicine for these adolescent patients.  

This project change may also impact healthcare costs, injuries, and potential 

deaths that could arise from substance use among adolescents over time. This DNP 
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practice change project demonstrates that the SBIRT model with the CRAFFT screening 

questionnaire identified at-risk adolescents easily and took less than five minutes to 

complete.  Use of the SBIRT model coupled with the CRAFFT questionnaire allowed 

interventions and referrals to treatment to adolescents with positive and negative 

CRAFFT scores.  All adolescents screened during project implementation benefited from 

positive reinforcement on good behaviors, brief interventions, or resources on referrals to 

treatment. 

5.5 Implications for Advanced Practice 

 Screening and referral systems for risk-taking behaviors indicative of substance 

use in the primary care setting have been shown to increase the adolescents’ ability to 

engage with community-based resources (D’Amico et al., 2016). However, many low-

income patients utilize the ED or other acute care settings because they lack access to a 

primary care provider (Hayes, 2019). In alignment with the American Academy of 

Pediatrics’ Bright Futures Guidelines, adolescents receiving preventative screening using 

the CRAFFT questionnaire along with education and discussions become a priority 

within the healthcare community (Boston Children’s Hospital, 2018). Emergency nurses 

are educated to effectively screen and assess individuals for substance use disorders 

seeking treatment (Emergency Nurses Association, 2016). The use of approved standards 

and reliable resources allows emergency nurses to deliver appropriate treatments, provide 

educational opportunities, and advocate for patients in prevention of substance use. 

Doctors of Nursing Practice (DNP) understand the translation of expert clinical 

knowledge into practice and can collaborate and drive this practice change (Edwards, 

Coddington, Erler, & Kirkpatrick, 2018). Registered Nurses, Advanced Practice 
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Registered Nurses (APRNs), and DNPs can be the nexus to drive this priority as 

proponents of practice change, patient advocates who strive to improve upon patient and 

community outcomes (Christiansen, & Champion, 2018). 

5.6 Conclusion  

 It is imperative that the results of this practice change project are disseminated to 

leadership within ChristianaCare and professional nursing organizations and journals. 

Project findings were presented to the vice president of Emergency Services, ED 

management, Project Engage Leadership, and nursing staff within the Wilmington ED. 

As a result of these data findings, Project Engage expanded substance use treatment 

services from patient ages 18 years and older to patients 14 years and older. This project 

is also being presented at the University of Delaware during academic and peer 

discussions.  

 This practice change project was accepted for presentation at the College of 

Health Sciences Research Day at the University of Delaware and in ChristianaCare 

Grand Rounds. Both presentations have been postponed due to COVID-19 outbreak 

Spring 2020. Postponed presentations of this practice change will assist in the promotion 

of and potential adoption in the Wilmington ED and other ChristianaCare sites.  

 The findings of this project will also be disseminated at the 11th International 

Council of Nurses Nurse Practitioner and Advanced Practice Nurses Network Conference 

2021 in Halifax. This conference is one of the largest international conferences for 

advanced practice nursing (International Council of Nurses, 2020). The conference will 

provide the opportunity for nurse practitioners, clinical nurse specialists, nurse 

anesthetists, nurse midwives, researchers, educators, administrators, and policy makers to 
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learn about implementation findings of this practice change project. Future presentations 

will highlight the importance of early screening for preventative treatment of substance 

use within the adolescent population.  

 Many American adolescents demonstrate risk-taking behaviors (Levy et al., 

2016). The present study provides support for the usefulness of the CRAFFT 

questionnaire for adolescent patients seen in the ED setting. Given the prevalence of 

substance use rates seen in the adolescent population, the ED setting offers an 

opportunity to systematically screen and intervene on risk-taking behaviors. Adolescents 

demonstrating risk-taking behaviors may benefit from the healthcare team-based 

approach of the SBIRT model and CRAFFT screening questionnaire when integrated into 

the ED setting.  
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Appendix A  

CRAFFT QUESTIONNAIRE 

To be completed by patient 
Please answer all questions honestly; your answers will be kept confidential 

 

During the PAST 12 MONTHS, on how many days did you: 

1. Drink more than a few sips of beer, wine, or any drink containing 

alcohol? Put "0" if none. 

____ # of days 

2. Use any marijuana (weed, oil, or hash by smoking, vaping, or in 

food) or "synthetic marijuana" (like "K2" or "Spice")? Put "0" if 

none. 

____ # of days 

3. Use anything else to get high (like other illegal drugs, prescription 

or over-the-counter medications, and things that you sniff, huff, or 

vape)? Put "0" if none. 

____ # of days 

READ THESE INSTRUCTIONS BEFORE CONTINUING: 

If you put "0" in ALL of the boxes above, ANSWER QUESTION 4, THEN STOP. 

If you put "1" or higher in ANY of the boxes above, ANSWER QUESTIONS 4-9. 

Please circle either NO or YES 

4. Have you ever ridden in a CAR driven by someone (including yourself) who 

was "high" or had been using alcohol or drugs? 

NO YES 

5. Do you ever use alcohol or drugs to RELAX, feel better about yourself, or fit 

in? 

NO YES 

6. Do you ever use alcohol or drugs while you are by yourself, or ALONE? NO YES 

7. Do you ever FORGET things you did while using alcohol or drugs? NO YES 

8. Do your FAMILY or FRIENDS ever tell you that you should cut down on 

your drinking or drug use? 

NO YES 

9. Have you ever gotten into TROUBLE while you were using alcohol or drugs? NO YES 

 

NOTICE TO CLINIC STAFF AND MEDICAL RECORDS: The information on this page is 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. © John R. Knight, MD, Boston Children’s Hospital, 

2016. Reproduced with permission from the Center for Adolescent Substance Abuse Research (CeASAR), Boston Children’s 

Hospital. For more information and versions in other languages, see www.ceasar.org 

 

  

http://www.ceasar.org/
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Appendix B 

Stanhope, V., Manuel, J. L., Jessell, L., & Halliday. (2018). Implementing SBIRT for  

adolescents within community mental health organizations: A mixed method study. 

Journal of Substance Abuse Treatment, 90, 38-46. 

 

SBIRT ALGORITHM WITH CRAFFT QUESTIONNAIRE 

 

 

Adolescent Client 

 

 

 

 

Self-administration of CRAFFT Screening Tool 

 

 

 

Negative/Low Risk:   Moderate Risk:   High/Severe Risk: 

 CRAFFT = 0    CRAFFT = 1   CRAFFT = 2 to 6 

 

 

Positive Reinforcement   Brief Intervention  Referral to Treatment 

 And Monitor 
 

 

 

Retrieved from Stanhope et al., 2018 
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Appendix C 

PERMISSION TO USE CRAFFT QUESTIONNAIRE 

 

Lauren Brooking, RN, BSN, DNP/FNP Student  

Christiana Care Health Systems  

 

October 8, 2018  

 

Lauren Brooking,  

 

Thank you for your interest in the CRAFFT screen developed by the Center for 

Adolescent Substance Abuse Research (CeASAR) at Boston Children’s Hospital. We 

have reviewed the final draft of the CRAFFT reproduction that you submitted, and we are 

pleased to give you permission to utilize this final version, under the following 

conditions:  

 

1) Permission to copy and distribute the CRAFFT screening is limited to the files that 

you sent to CeASAR for approval on 10/06/18. Changes to the final drafts, other than for 

changes in contact information (street or mailing address, telephone, e-mail, or URL) 

require a separate approval and permission letter.  

 

2) You must agree to provide the copies of the CRAFFT free of charge. Copies of the 

CRAFFT cannot be sold separately from your program.  

 

We are hopeful that you will find the CRAFFT screening tool useful in your endeavors. 

Please feel free to call us at 617-355-5433 if you would like further information or 

assistance.  

 

Sincerely,  

Jordan Levinson  

 

Jordan Levinson  

CRAFFT Screening Copyright Coordinator  

Center for Adolescent Substance Abuse Research (CeASAR)  

Boston Children's Hospital  

300 Longwood Avenue LO-306  

Boston, MA 02115 
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Appendix D 

REVIEW OF LTERATURE TABLE 
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Appendix E 

JOHNS HOPKINS NURSING EVIDENCE-BASED PRACTICE RATING SCALE 

 
 

 

© The Johns Hopkins Hospital/Johns Hopkins University 
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Appendix F 

 

SAMPLE DISCUSSIONS OF BRIEF INTERVENTIONS 

 

• Provide information and feedback about the CRAFFT screening result 

• Understand the adolescent’s perspective of his or her use and then motivate the 

adolescent to change his or her perception about their use 

 

• Ask the adolescent to discuss his or her views on how their use led to an injury, 

likes and dislikes about their substance use, and how they could consider 

changing their risky behavior 

 

• Provide informational feedback about the harmful effects of substance use and the 

long-term effects substance use can have 

• Advising the adolescent in clear but respectful terms to decrease or abstain from 

substance use  

 

Retrieved from Substance Abuse and Mental Health Services Administration 

[SAMHSA]. (n.d.). SBIRT: Screening. Retrieved from 

https://www.integration.samhsa.gov/clinical-practice/sbirt/screening 

 

 

  

https://www.integration.samhsa.gov/clinical-
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Appendix G 

REFERRAL TO TREATMENT HANDOUT 

 



81 
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Appendix H 

 

IRB APPROVAL FROM CHRISTIANACARE 
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 Appendix I 

 

IRB APPROVAL FROM UNIVERSITY OF DELAWARE 
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Appendix J 

 

FLOW DIAGRAM TO ASSIST NURSES IN ROLE OF PROJECT   

Staff nurse will tell eligible adolescent and parent(s): “We screen all adolescents between 

the ages of 14 to 21 years for risky behavior as this is an important aspect of managing 

health and preventing substance use.” 

 

 

Staff nurse hands CRAFFT tool (found in Appendix A) to adolescent that will be self-

administered and hands the referral to treatment handout to the parent at this time.  

 

 

Asks the parent to step outside the room and will call the parent back after the screening 

has been completed.  

 

Upon completion of the CRAFFT, the staff nurse will score the questionnaire 

 

 

1. CRAFFT score 0 → No intervention required (Can give appraisal for good 

behavior) 

2. CRAFFT score 1 → Staff nurse provides brief intervention 

(Examples listed in Appendix F) 

3. CRAFFT score 2 or greater → Staff nurse provides discussion for the resources 

on the referral to treatment handout (found in Appendix G) and discusses options 

with the adolescent.  The staff nurse will encourage parental involvement for 

those under the age of 18 years and receive consent from the adolescent to include 

parent(s) in patient care.  If adolescent consents to parental involvement – all 

educated on health risks associated with behavior and resources on referrals to 

treatment options.  DFES will reinforce education and follow-up care.  If 

adolescent does not consent to parental involvement, the discussion on health 

risks and resources to referrals to treatment will be between the nurse and 

adolescent while parents are out of the treatment room and DFES will not 

reinforce education. Project Engage can assist with referrals to treatment for 

patients 18 years and older.  

 

 

Staff nurse will complete form found in Appendix J and staple completed CRAFFT 

screening tool. 

 

 

Will place this form in the secure location provided in the ED core for the DNP project 

leader to collect weekly. 
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Appendix K 

 

FORM COMPLETED BY NURSING STAFF 

1. Date: __________________  Time__________________ 

2. Was the SBIRT model implemented with the CRAFFT screening tool on the 

eligible adolescent? YES ___  NO ___ 

3. If this was not performed, what was the reasoning why?  

a. ____________________________________________________________

___ 

4. If this was performed, what was the adolescents: 

5. AGE: ____ 

6. GENDER: Male ___ Female ___ 

7. CRAFFT score: ____ 

8. Intervention completed based on the CRAFFT score 

a. No intervention required but still provided referral to treatment handout 

___ 

b. Brief intervention with the referral to treatment handout ____ 

c. Staff nurse discussed health risks associated with behavior and resources 

on referral to treatment handout _____ 

d. Adolescent under 18 years of age consented to parental involvement with 

care  

i. YES ___  NO ___ 
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e. DFES Attending reinforced education on health risks and resources to 

referrals to treatment for adolescents consenting to parental involvement  

____ 

f. Was Project Engage consulted for those individuals 18 years and older? __ 

 



 

 


