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The US Preventive Services Task Force (USPSTF) has revised its recommendation regarding 

screening for drug use in primary care.1 The USPSTF now recommends screening for illicit 

drug use when accurate diagnosis and treatment of drug use disorders (DUDs) are available 

in primary care or by referral. This updated recommendation reflects an important shift—

away from the 2008 guideline’s focus on preventive counseling in patients identified by 

screening2—to a focus on increasing diagnosis and treatment of DUDs.1 However, the report 

does not address several key scientific and practical considerations important to practicing 

clinicians.

Shift from screening and brief intervention to diagnosis and treatment

The initial systematic review conducted for the USPSTF found no evidence that screening 

alone improves outcomes and no benefit of interventions in patients whose drug use is 

identified by screening.3 The latter results, from 27 trials (22 in primary care), are not 

mentioned in the USPSTF update.1 Instead, the updated recommendation rests on a 

subsequent supplemental review that expanded the population of studies reviewed,4 adding 

19 trials of pharmacotherapy and 25 trials of psychosocial treatments in patients identified 

without screening (e.g. seeking treatment for DUDs).3 That supplemental review found that 

interventions decreased drug use. However, about half the patients in the reviewed trials 

were seeking or referred for treatment of DUDs, and sensitivity analyses restricted to 

individuals identified by screening again found no significant benefit. We were disappointed 

that the USPSTF report did not present the negative findings from the initial review focused 

on patients identified by screening.

At the same time, this new USPSTF report highlights two important findings from large 

bodies of research. First, valid screening tests for drug use are available. Second, treatments 

for DUDs are effective. The latter is especially true for medications for opioid use disorders 

and behavioral treatments for cannabis use disorders,1,4 both of great relevance given the 

ongoing opioid epidemic5 and increasing cannabis use in the US.6 Moreover, increasing 
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diagnosis and treatment of DUDs is critically important in light of the 9.9% lifetime 

prevalence of DUDs among US adults, with less than 25% receiving any treatment.7 At the 

same time, no rigorous trials to our knowledge have yet demonstrated that screening leads to 

improved diagnosis and treatment, despite encouraging observational research.8 

Nevertheless, we agree with the USPSTF’s ultimate conclusion, as well as other experts,9 

that routine drug screening should be part of high-quality primary care. Below we address 

potential benefits of screening and practical considerations not addressed in the USPSTF 

updated recommendation, for those considering whether to integrate routine drug screening 

into primary care.

How screening for illicit drug use is implemented will impact its validity and utility

Research suggests that how drug screening is implemented may dramatically impact its 

sensitivity. Early nationwide implementation of alcohol screening in the Veterans Affairs 

healthcare system found a low prevalence of positive screens despite use of a validated 

screening questionnaire.10 Subsequent research demonstrated that the screen was only 39% 

sensitive when implemented and documented as part of routine care in the electronic health 

record (EHR), compared to the same screen on a confidential survey.11 This low sensitivity 

partly reflects that staff often verbally asked screening questions in a non-standard manner to 

speed screening and increase patient comfort due to stigma.12 Importantly, no research to 

our knowledge has tested the validity of drug screening tool(s) when routine screening is 

documented in EHRs, but ongoing implementation research in other systems has identified 

similar findings with alcohol. When questions were asked by staff, the prevalence of positive 

alcohol screens was 2% compared to 15–37% when patient self-administered.13

Separate screening for cannabis use may also be important. Although most drug use 

identified by screening in validation studies has been cannabis use,1 screening questions 

about drug use can be confusing when cannabis use is legal. Currently, 33 states have legal 

medical use and, of those, 11 have legal non-medical use. In these states, cannabis use does 

not fit the USPSTF’s definition of illicit drug use.1 We encountered this issue when Kaiser 

Permanente (KP) Washington, a large regional health system, decided to screen all primary 

care patients for drug use in 2014.14 Medical and non-medical cannabis use is legal in 

Washington state, and during the piloting phase, clinicians noted that a question about illicit 

drug use was ambiguous. Moreover, they wanted separate information on cannabis use given 

widespread legal access for adults. KP Washington’s behavioral health screen therefore 

includes 1 question each about cannabis and other drug use.

Practical findings from research implementing cannabis and drug 

screening

The USPSTF recommends screening when accurate diagnosis and treatment can be offered 

in primary care or via referral.1 However, little rigorous research has addressed how to 

practically diagnose and treat primary care patients with cannabis or other drug use 

disorders. DUDs are one of the most stigmatized health conditions6 and primary care 

providers often feel they lack the skills, time, and support required to diagnose and manage 

DUDs.15 Further, many patients with DUDs will not perceive a need for treatment.16 Given 
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the historic neglect of DUDs in medical training and healthcare delivery, effective primary 

care for DUDs will likely require addressing stigma and training gaps, as well as developing 

systems to support diagnosis and treatment. We describe one sustainable pragmatic approach 

implemented in KP Washington below.8,17,18

KP Washington integrated paper-based drug screening and assessment into routine primary 

care using: (1) screening and risk-stratification with two questions on a behavioral health 

screen;17 (2) assessment and engagement with a checklist for symptoms of DUDs based on 

Diagnostic and Statistical Manual 5th Edition (DSM-5) criteria ;18,19 and (3) hands-on 

implementation support which addressed stigma.8,17 Two single-item screening questions 

for cannabis and drug use are used, the latter adapted from a validated drug screen that 

included prescription misuse.14,20 Patients who report daily cannabis use or any other drug 

use at screening are asked to complete the paper 11-item Substance Use Symptom Checklist, 

with results entered into the EHR at the time of rooming. Initial discomfort with handing out 

screening and checklist forms was addressed by encouraging primary care staff to develop 

scripting to normalize the process (e.g. “we screen all patients, every year, as part of whole 

health”).

With integration of routine drug screening and assessment, the prevalence of primary care 

patients who report past-year cannabis use was 19% (4% daily), with 2% reporting any other 

drug use. Among patients reporting daily cannabis use, 30% reported ≥2 DSM-5 symptoms 

on the checklist, consistent with mild to severe DUDs.18 Among those reporting other drug 

use, the proportion reporting ≥2 symptoms of DUD ranged from 27–79%, increasing as the 

frequency of drug use increased.18 A further benefit of the checklist is that primary care 

clinicians can use patient-reported symptoms to initiate patient-centered conversations, as in: 

“You noted that you have been trying to cut down but been unable, can you tell me about 

that?” Unlike when secondary screens are used for assessment,1 the checklist allows 

providers to more efficiently discuss, diagnose DUDs, and assess severity with patients. A 

pilot study suggested this process might increase diagnosis and/or treatment of DUDs.8 Of 

note, cannabis and drug screening were implemented as part of an implementation trial,8,17 

yet were sustained because patients, staff, and providers voiced benefits of normalizing 

discussion of drug use in primary care. In February 2020, more than 18 months after the 

trial’s active implementation ended, 91% of all primary care patients seen had completed 

annual cannabis and drug use screening, with 78% and 73% of those with high-risk cannabis 

and drug use, respectively, completing checklists.

In conclusion, the new USPSTF recommendation for drug screening was not based on 

evidence that screening alone or interventions in individuals identified by screening 

improves outcomes. Nevertheless, the recommendation highlights the validity of brief 

screens and the effectiveness of treatments for DUDs, especially for opioid and cannabis use 

disorders. Implementation research suggests that very brief screens followed by assessment 

of DSM-5 symptoms may increase discussions wanted by both patients and providers. 

Although future research must determine whether routine screening and assessment improve 

patient outcomes, screening for drug use seems like a small but necessary step toward 

integrating care for DUDs into medical settings.

Bradley et al. Page 3

JAMA Intern Med. Author manuscript; available in PMC 2021 January 20.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Acknowledgements:

The authors wish to thank KP Washington leaders, clinicians, patients, and all who participated in implementation 
of routine screening and assessment for substance use in KP Washington primary care clinics. We also appreciate 
Ms. Erica Hilario for her assistance preparing the manuscript.

Research reported in this publication was supported by the National Institute on Drug Abuse of the National 
Institutes of Health under Award Number UG1DA040314. The content is solely the responsibility of the authors 
and does not necessarily represent the official views of the National Institutes of Health, Kaiser Permanente 
Washington, the Veterans Health Administration, or the University of Washington.

References

1. U.S. Preventive Services Task Force. Draft Recommendation Statement: Illicit Drug Use, Including 
Nonmedical Use of Prescription Drugs: Screening. Rockville, MD: Agency for Healthcare Research 
and Quality;2019.

2. U.S. Preventive Services Task Force. Screening for illicit drug use. Rockville, MD: Agency for 
Healthcare Research and Quality;2008.

3. Patnode C, Perdue L, Rushkin M, EA OC. Screening for Illicit Drug Use, Including Nonmedical 
Use of Prescription Drugs: An Updated Systematic Review for the U.S. Preventive Services Task 
Force. Agency for Heathcare Research and Quality; 8 2019 2019.

4. Chou RD T; Blazina I; Grusing S; Bougatsos C;. Interventions for Drug Use – Supplemental Report: 
A Systematic Review for the U.S. Preventive Services Task Force. Agency for Heathcare Research 
and Quality 2019.

5. Volkow ND, Collins FS. The Role of Science in the Opioid Crisis. N Engl J Med. 
2017;377(18):1798. [PubMed: 29117474] 

6. Ending Discrimination Against People with Mental and Substance Use Disorders: The Evidence for 
Stigma Change. Washington DC: National Academies Press (US); ; 2016.

7. Grant BF, Saha TD, Ruan WJ, et al. Epidemiology of DSM-5 Drug Use Disorder: Results From the 
National Epidemiologic Survey on Alcohol and Related Conditions-III. JAMA Psychiatry. 
2016;73(1):39–47. [PubMed: 26580136] 

8. Richards JE, Bobb JF, Lee AK, et al. Integration of screening, assessment, and treatment for 
cannabis and other drug use disorders in primary care: An evaluation in three pilot sites. Drug 
Alcohol Depend. 2019;201:134–141. [PubMed: 31212213] 

9. Hingson R, Compton WM. Screening and brief intervention and referral to treatment for drug use in 
primary care: back to the drawing board. JAMA. 2014;312(5):488–489. [PubMed: 25096687] 

10. Bradley KA, Williams EC, Achtmeyer CE, Volpp B, Collins BJ, Kivlahan DR. Implementation of 
evidence-based alcohol screening in the Veterans Health Administration. Am J Manag Care. 
2006;12(10):597–606. [PubMed: 17026414] 

11. Bradley KA, Lapham GT, Hawkins EJ, et al. Quality concerns with routine alcohol screening in 
VA clinical settings. J Gen Intern Med. 2011;26(3):299–306. [PubMed: 20859699] 

12. Williams EC, Achtmeyer CE, Thomas RM, et al. Factors Underlying Quality Problems with 
Alcohol Screening Prompted by a Clinical Reminder in Primary Care: A Multi-site Qualitative 
Study. J Gen Intern Med. 2015;30(8):1125–1132. [PubMed: 25731916] 

13. McNeely J, McCambridge J, Gaume J, Souza A, Souza-Formigoni ML, Noto A. It’s not just what 
you do, it’s how you do it: variation in substance use screening outcomes with commonly used 
screening approaches in primary care clinics. Addiction Science & Clinical Practice. 2019.

14. Lapham GT, Lee AK, Caldeiro RM, et al. Frequency of Cannabis Use Among Primary Care 
Patients in Washington State. J Am Board Fam Med. 2017;30(6):795–805. [PubMed: 29180554] 

15. McNeely J, Kumar PC, Rieckmann T, et al. Barriers and facilitators affecting the implementation 
of substance use screening in primary care clinics: a qualitative study of patients, providers, and 
staff. Addict Sci Clin Pract. 2018;13(1):8. [PubMed: 29628018] 

16. Lipari RN, Park-Lee E, Van Horn S. America’s Need for and Receipt of Substance Use Treatment 
in 2015 The CBHSQ Report. Rockville (MD)2016:1–7.

Bradley et al. Page 4

JAMA Intern Med. Author manuscript; available in PMC 2021 January 20.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



17. Glass JE, Bobb JF, Lee AK, et al. Study protocol: a cluster-randomized trial implementing 
Sustained Patient-centered Alcohol-related Care (SPARC trial). Implement Sci. 2018;13(1):108. 
[PubMed: 30081930] 

18. Sayre M, Lapham GT, Lee AK, et al. Routine Assessment of Symptoms of Substance Use 
Disorders in Primary Care: Prevalence and Severity of Reported Symptoms. J Gen Intern Med. 
2020.

19. The Diagnostic and Statistical Manual of Mental Disorders (DSM–5). Fifth ed: American 
Psychiatric Association; 2013.

20. Smith PC, Schmidt SM, Allensworth-Davies D, Saitz R. A single-question screening test for drug 
use in primary care. Arch Intern Med. 2010;170(13):1155–1160. [PubMed: 20625025] 

Bradley et al. Page 5

JAMA Intern Med. Author manuscript; available in PMC 2021 January 20.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript


	Shift from screening and brief intervention to diagnosis and treatment
	How screening for illicit drug use is implemented will impact its validity and utility

	Practical findings from research implementing cannabis and drug screening
	References

