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Abstract
With changes to drug-related policies and increased availability of many drugs, we currently face a public health crisis related to 
substance use and associated health consequences. Substance use and substance use disorders (SU/SUDs) are complex develop-
mental disorders with etiologies that emerge through the intergenerational transmission of biological, familial, and environmental 
factors. The family ecosystem both influences and is influenced by SU/SUDs, particularly in children and adolescents. Family 
dynamics and parent functioning and behaviors can represent either risk or protective factors for the development of SU/SUDs 
in children. Primary care providers who provide care for children, adolescents, and families are in an ideal position to deliver 
prevention messages and to intervene early in the development of substance misuse and SUD among their patients. Despite rec-
ommendations from the American Academy of Pediatrics, few pediatric primary care providers provide anticipatory guidance to 
prevent or screen for substance misuse. Many barriers to those practices can be overcome through the integration and application 
of findings from the field of prevention science and the many lessons learned from the implementation of evidence-based interven-
tions. Consideration of the implications of prevention science findings would help clarify the relevant roles and responsibilities of 
the primary care clinician, and the benefit of referral to and consultation from addiction specialists. Additionally, the past decade 
has seen the development and validation of a continuum of evidence-based prevention and early SU/SUD intervention activities 
that can be adapted for use in primary care settings making wide-spread implementation of prevention feasible. We propose a 
paradigm shift away from a model based on diagnosis and pathology to one upstream, that of family-focused prevention and early 
intervention. Adapting and scaling out empirically based prevention and early SU/SUD interventions to primary care settings and 
removing barriers to collaborative care across primary care, addiction medicine, and mental health providers offer the potential 
to meaningfully impact intergenerational transmission of SU/SUD — addressing a leading health problem facing our nation.

Pediatric health care professionals providing primary care 
for children and youth routinely encounter patients and 
family members who are at risk for or affected by alcohol, 

tobacco, and other drug use, misuse, and related disorders. 
Addiction is a disease that frequently begins in adolescence 
or even childhood. We need to consider drug misuse as a 
developmental, pediatric disease. Pediatric primary care cli-
nicians are in an ideal position to intervene in this growing, 
critically important health problem by providing prevention, 
early intervention, and/or referral to preventive and treat-
ment services (Shah et al., 2016).

The importance of tobacco, alcohol, and other drug mis-
use as a pediatric health problem stems from its high preva-
lence among pediatric patients and their families, as well 
as the serious associated consequences. It is estimated that 
one in four children in the USA grows up in a household that 
is affected by alcohol abuse or dependence (Grant, 2000). 
Conducting health risk appraisal and preventive counseling 
throughout childhood, preadolescence, adolescence, and 
young adulthood is a well-established guiding principle in 
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primary care. The need to incorporate into practice develop-
mentally appropriate preventive interventions that strengthen 
families and maximize the health of children and adolescents 
is essential now more than ever in the era of legalized recrea-
tional marijuana for adults, the widespread prescription opi-
oid use epidemic, and emerging data on COVID-19-related 
increases in levels of substance misuse (American Medical 
Association, 2021).

Despite longstanding recommendations from the 
American Academy of Pediatrics, few pediatric primary 
care providers screen for or provide anticipatory guid-
ance to prevent substance use in their practice (Kuhns 
et al., 2020). Providers have been reluctant to answer this 
call to address substance misuse citing insufficient time, 
unfamiliarity with screening tools, feeling ill-equipped 
to handle a positive screen, not having knowledge of or 
access to appropriate referrals, worry about confidenti-
ality, and the potential of offending parents (Van Hook 
et al., 2007). Many of these barriers can be overcome 
through the systematic application of findings from the 
decades of research in the field of prevention science, 
along with clarifying the roles and responsibilities of the 
primary care clinician.

Call for a Paradigm Shift

Pediatric primary care providers can play a vital role on 
the front line for prevention through addressing important 
factors related to delaying initiation and/or escalation of 
substance use. A paradigm shift is necessary to move from 
a practice model based on diagnosis and pathology to one 
upstream, with a range of prevention activities, particularly 
family-focused prevention (Leslie et al., 2016). Changes in 
health care and a growing toolbox of empirically validated 
prevention interventions that have to date only been imple-
mented on a small scale in primary care provide emerg-
ing opportunities for family-focused and other prevention 
and early interventions administered in primary care (Koh 
et al., 2016).

Application of Lessons Learned from  
Prevention Science to Primary Care  
Practices

Prevention science has long recognized the need to 
address substance use early in childhood, by reducing risk 
factors and bolstering protective factors associated with 
substance use (Hawkins et al., 1992). A large body of 
evidence shows preventive interventions lower incidence 
of substance use and substance use disorders (SU/SUD) 
(Robertson et al., 2003). As family and school are the 

primary socializing environments for children, significant  
efforts have been expended to bring evidence-based family- 
focused interventions to schools (Spoth et  al.,  2015). 
While ideal settings to reach children and parents, SU pre-
vention is not the primary focus of the education mission. 
Few parents take advantage of these programs (Spoth & 
Redmond, 2000). Parents do not see school-supported 
programs as legitimate sources for parenting advice, and 
fear of stigmatization discourages them from engaging in 
these prevention programs (Leslie et al., 2016). Pediatric 
providers are, however, in an ideal position to engage 
parents. Parents who have behavioral and mental health 
concerns for their children often seek care from pediatric 
providers (Thielke et al., 2007). Pediatric providers are 
highly trusted by parents, and parents often seek preven-
tive care and anticipatory guidance from them (Leslie 
et al., 2016). Pediatric primary care settings are ideally 
suited to increase access of children, adolescents, and 
families to evidence-based SU prevention interventions. 
At least three core lessons from prevention science can 
be applied to pediatric primary care settings: (1) using a 
set of evidence-based universal prevention strategies, (2) 
clarity of messaging based on an accurate understanding 
of the science, and (3) engagement with families. Below 
outlines how a collaborative team-based approach with 
prevention scientists and clinical leaders working together 
to implement these lessons learned from the develop-
ment and validation of a continuum of evidence-based 
prevention and early intervention activities that can be 
adapted for use in primary care settings making wide-
spread implementation of prevention feasible and assist-
ing primary care providers from becoming immobilized 
by the perceived increase in the burden of demands on 
their time.

A Continuum of Prevention, Early 
Intervention, and Treatment Strategies

Prevention, early intervention, and treatment strategies 
are employed depending on the patient’s level of risk. 
Within each level of intervention, there is a continuum, or 
tiers, of involvement by the primary care provider, which 
range from minimal to significant investment of time and 
resources. Table 1 outlines this continuum of involve-
ment within levels of universal, selective, and indicated 
prevention; early intervention and treatment strategies for 
primary care providers and within each of these levels; 
the possible roles of pediatric primary care providers in 
substance misuse prevention, and beginning with the least 
to the most demanding or resource intensive, Tier I to Tier 
III, respectively.
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Universal Prevention in Primary Care Settings

Universal interventions are designed to reach everyone in 
a given population without considering individual risk fac-
tors. In the context of universal substance misuse preven-
tion, pediatric providers can serve as an information portal 
to existing resources that parents and adolescents can access 
to address youth substance misuse and early intervention. 
The least resource intensive strategies (Tier I) include shar-
ing links to the National Institute on Drug Abuse (NIDA) 
(https:// www. druga buse. gov/ paren ts- educa tors) and the 
Partnership to End Addiction (http:// www. drugf ree. org/) 
offer extensive preventive intervention resources online. 
Pediatricians can convey helpful prevention information 
described in these resources as well as referrals to online 
parenting programs using a handout with a list of the rel-
evant URLs. Such a flyer could be sent to parents in an 
appointment confirmation letter or given when a parent and 
their adolescent arrive at the office.

Also at the low resource end of the prevention-to-treatment 
continuum, is the provision of anticipatory guidance on sub-
stance misuse and substance use exposure to all patients and 
families. Anticipatory guidance for SU and substance mis-
use exposures should be as routine as recommending use of 
sunscreen to prevent against harmful sun exposure (Geoffrey 
et al., 2014). Anticipatory guidance should consist of clear mes-
sages advocating abstinence from all drug classes during ado-
lescence, with the goal of delaying early substance initiation. 

Clinicians should discuss the topic with their patients at least  
annually, including the negative health impacts of SU and  
how it is best for their health to refrain from even occasional 
use (American Board of Addiction Medicine, 2013). It  
is important for providers to convey that even for drugs like 
alcohol, delaying use until the brain, body, and social-emotional 
skills are fully developed markedly reduces risk for addiction  
in adulthood (Volkow et al., 2014).

Screening in Pediatric Primary Care There has been increas-
ing recognition of the importance of universal SU screening 
in pediatric primary care settings. In 2011, the American 
Academy of Pediatrics recommended pediatric health pro-
fessionals provide SU education and screening to adoles-
cents during routine clinical care (Committee on Substance 
Abuse et al., 2011). All children entering adolescence are 
at risk for adverse health outcomes related to alcohol or 
other drug use. Substance misuse increases markedly from 
mid- to late-adolescence (Johnston et al., 2016). For adoles-
cents, any level of SU is risky use, and can result in nega-
tive developmental outcomes, including disruption of brain 
development, educational underachievement, behavioral 
consequences (e.g., driving, sexual behavior), and injury as 
well as the potential for inducing or exacerbating mental 
comorbidities and progression to SUD (NIDA, 2016). While 
requiring a moderate investment in practice resources (Tier 
II), an office champion can be designated to implement com-
prehensive screening. Nurses or office staff can administer 

Table 1  Type of prevention and continuum of prevention activities for pediatric primary care settings

Level I: Least demanding or resource 
intensive activities

Level II: Moderately demanding or resource 
intensive activities

Level III: Most demanding or resource 
intensive activities

Universal • Screening for substance misuse and 
substance use exposure

• Provide anticipatory guidance on 
substance misuse and substance use 
exposure

• Provide information (i.e., brochures/
handouts)

• Share with parents and adolescents the 
helpline and links to the information 
made available via Parents for Drug Free 
Kids and NIDA

• Referring parents to online parenting 
programs

• Designate an office champion to implement 
comprehensive screening

• Familiarize with talking tools and messaging 
(e.g., marijuana tool kit)

• Screen for liability of substance misuse or 
abuse before it occurs

• Providing an online parenting program and 
supporting parent engagement

• Host on-site evidence based, 
family-focused education programs

• Link to community resources

Selective • Monitor for needed prevention
• Make sub-specialty referral

• Refer for selective prevention based on 
screening

• Refer parent to recovery support programs
• Refer parent to treatment

• Have psychologist, behavioral health 
specialist and/or social worker on staff

• Providing targeted consultation on 
specific parenting concerns

Indicated • Make sub-specialty referral
• Refer for indicated prevention or treatment 

based on screening

• Conduct more formal evaluation/assessment
• Conduct motivational interviewing to 

promote behavior change
• Develop a management plan
• Make a subspecialty referral and follow-up 

on completing the referral

• Provide treatment (e.g., medication-
assisted, cognitive behavior)
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screening instruments before the well-child visit. The Youth 
Risk  Index© is a valid screening instrument that generates 
individualized results, along with recommendations and 
materials; it has been shown to be feasible and acceptable 
with patients, physicians, and nurses (Ridenour et al., 2015). 
A negative screen provides the clinician with an opportunity 
to reinforce abstinence and to praise healthy choices, while 
a positive screen indicates a need for additional assessment.

Pediatric providers frequently have been hesitant to 
engage in screening feeling ill-equipped to handle a posi-
tive screen (Van Hook et al., 2007). While pediatric provid-
ers play a critical role in identifying substance misuse, they 
are not expected to manage or treat the problem in isolation. 
Just as the expertise of prevention scientists can be lever-
aged for prevention strategies, providers can consult with 
addiction specialists when they identify substance misuse 
through routine screening. Addiction medicine is a formally 
recognized medical subspecialty that brings the prevention 
of substance use and substance use disorders and the treat-
ment and management of addiction into mainstream Ameri-
can medicine (O'Connor et al., 2014). Addiction specialists 
can support more formal assessment and evaluation of SU 
as well as assist with implementation of intervention and 
treatment plans.

Pediatric Practices as Hosts of Family‑focused Interven‑
tions Primary care–based parenting interventions have been 
shown to impact positive parenting behaviors and substance 
use (Shah et al., 2016). Parent skills training, including 
parental monitoring, parental supportiveness, and parent-
child communication, is vital for prevention and treatment 
of children’s substance-related emotional and behavior prob-
lems (Breitenstein et al., 2014; NIDA, 2020). To increase 
parent engagement, pediatric primary care practices can 
provide online parenting programs (Tier II), which have 
been found to be feasible and impactful on both parent and 
child outcomes(Breitenstein et al., 2014). As an example, 
an online adaption of Familias Unidas, a prevention inter-
vention currently being evaluated in primary care practices 
(Prado et al., 2019), has been shown to be efficacious at 
reducing SU/SUD (Estrada et al., 2019). Physicians link 
parents to the Familias Unidas program, which consists of 
online support modules as well as dynamic, engaging (i.e., 
Telenovela), and culturally tailored prevention messages 
(Estrada et al., 2017). Evidence-based family-focused pre-
ventive interventions can be delivered universally through 
the primary care provider’s office by staff trained to deliver 
the program or delivered digitally through the internet. 
With a greater investment in time and resources (Tier III), 
pediatric primary care practices can serve as the hosts and 
supporters of more intensive, effective universal preventive 
interventions for all families. Applying a universal approach 

removes the stigma of patients and families being called 
out for being “at risk” and makes it clear that this is some-
thing all parents should do for their child’s health. Pediat-
ric primary care offers the potential to normalize attend-
ance in parenting programs as is common with obstetrics 
clinics offering childbirth and infant care classes (Leslie 
et al., 2016). Pediatric primary care providers can provide 
clear and consistent recommendations to parents of all chil-
dren entering adolescence to participate in a family-focused 
SU/SUD preventive intervention, whether offered through 
their clinic, online, or in the community. This can be com-
bined with community-based campaigns promoting parents’ 
expectations regarding participation in tested and effective 
parenting programs (Leslie et al., 2016; NIDA, 2020). Con-
sistent recommendation and endorsement by the primary 
care provider to engage in prevention and early intervention 
will make a significant impact on program uptake; however, 
primary care providers may need to tailor programs to reflect 
the cultural or regional context of the patients and families in 
their practice. Further, understanding clinic workflow may 
be important to determine whether the intervention requires 
adaptations; for instance, in some cases, clinic workflow 
may allow part of an intervention to be delivered on site. 
Collaborative partnerships between researchers and primary 
care providers can be leveraged to maintain core compo-
nents of evidence-based interventions while incorporating 
practice-initiated adaptations (Spoth et al., 2013).

Family History of Substance Use Pediatric providers typically 
are experts at communicating with parents respectfully to 
optimize the health of their patients. Assessing family history 
of substance misuse and SUD is a natural extension of this 
training. Multiple organizations recommend that screening for 
family history of SUD should be considered a core task of uni-
versal SU prevention in pediatric settings (Adger et al., 1999). 
Children with substance misusing parents are at greater risk 
for mental and physical health problems, maltreatment, and 
SUD (Walsh et al., 2003). Obtaining the family history of 
SU/SUD should be viewed through the same lens as obtain-
ing a family history of other heritable health conditions (e.g., 
obesity, diabetes), with family history being obtained con-
current with family environmental factors (i.e., diet) with the 
goal of supporting optimal health for the child and preventing 
intergenerational transmission of disease. From the earliest 
engagement with a family, primary care providers have the 
opportunity to assess history of parental SU/SUD. Children 
of parents with SUD are genetically, socially, and environ-
mentally pre-disposed to substance misuse and SUD, and as 
such it is necessary to engage parents early and repeatedly on 
SU history (Kumpfer, 1999). Providing substance-informed 
care increases our ability to prevent and/or minimize harms 
associated with addiction in the family.
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Screening, Brief Intervention, and Referral to Treatment 
(SBIRT) is an evidence-based practice used to identify, 
reduce, and prevent problematic use, misuse, and depend-
ence on alcohol and other drugs (Substance Abuse Mental  
Health Service Administration, 2016). While increasingly 
adopted, the focus largely has been on identifying adoles-
cents who are experiencing problems associated with use or  
addiction (Saitz et al., 2014). While SBIRT is an essential 
part of assessing the riskiness of SU behaviors and identi-
fying problematic use and the need for treatment, the focus 
of screening should be broadened beyond the adolescent. 
SBIRT should be contextualized into a broader family-
focused approach (F-SBIRT) incorporating screening for 
SU/SUD in the family and household. This “wholistic” 
F-SBIRT approach has the potential to reduce adverse out-
comes and prevent a child’s SU exposure and/or develop-
ment of SUD (Matson et al., 2021). While providers fear 
offending families, research shows that caregivers over-
whelmingly endorse universal screening for SU/SUD in the 
family/household during well-child visits (Matson et al., 
2021). Screening for parental SU provides a critical oppor-
tunity for selective or targeted prevention programs (Blue-
prints for Healthy Youth Development, 2015).

Selective Prevention in Primary Care Settings

Selective prevention programs are targeted to individuals 
with defined risk factors for the development of substance 
misuse and SUD, such as children who are assessed as hav-
ing liability for SUD based on dispositional traits and/or 
coming from a family experiencing addiction (Ridenour 
et al., 2015). At a minimum, identifying that a patient is 
living in a home environment where parents and/or house-
hold members are misusing alcohol or other drugs or have 
untreated SUD allows the provider to view the health care 
needs of this child using a substance-informed lens. Studies 
indicate that children from families with SUD have greater 
health care needs overall, suggesting the need for closer 
monitoring of these patients and families (Ray et al., 2007). 
Primary care providers who identify a child as living in a 
home with concerning substance use can increase follow-
up and monitoring of the child, demanding minimal prac-
tice resources (Tier I). With a moderate increase in time 
and investment, a provider can refer the child and family 
members to family-focused prevention programs, educa-
tion, and recovery support (Tier II). The Family Check-
up is one intervention option shown to be efficacious for 
the prevention of SU that providers could refer to that is 
family based and has an emphasis on motivational inter-
viewing (Dishion et al., 2002). Getting a parent into care 
serves as a powerful preventive intervention for the child. 
Research has shown that individuals who successfully com-
plete SUD treatment had medical cost reduction for spouses 

and children, pointing to improved health of the family as a 
whole (Weisner et al., 2010). Pediatric primary care provid-
ers are not expected to diagnose SUD or determine type or 
level of care for the parent. It is hopeful that with moderate 
additional involvement, providers will provide resources for 
families who express interest in treatment (Tier II). An addi-
tional strategy is to integrate mental health into the existing 
health care model (Briggs et al., 2007). One approach that 
has been shown to improve care coordination is to have a 
social worker or behavioral health specialist embedded in the 
practice, allowing for more enhanced, office-based, selective 
prevention and early intervention programs, and improved 
targeting of co-occurring mental health conditions (Tier III). 
While more resource intensive, with the integration of an 
ancillary service provider, the practice’s ability to engage in 
all levels of preventive intervention from universal to indi-
cated can be enhanced without an increased time burden 
on the primary care provider. Recent work has found that 
pediatricians overwhelmingly support screening and referral 
to family-based prevention and that co-locating family thera-
pists (or behavioral specialists on their staff) into well-child 
visits could overcome several of the most prevalent barriers 
(lack of time, workflow, and concerns with compliance and 
parental support) (Ridenour et al., In process).

While selective interventions often are relatively more 
intensive for participants when compared with universal 
interventions, they do not necessarily require increasing 
demands on the provider. PROSPER and Communities that 
Care (CTC) partnership models provide a well-established 
prevention infrastructure that support evidence-based uni-
versal, selective, and indicated family-based prevention 
interventions in pediatric primary care settings. Pediatric 
primary care practices can engage with the PROSPER 
partnership model in their state (http:// helpi ngkid spros per. 
org) to access a menu of evidence-based programs (Spoth 
et al., 2015; Spoth et al., 2017). CTC employs a social 
development strategy to provide community-specific, pro-
social opportunities for youth (www. commu nitie sthat care. 
net) and has similarly shown reductions in rates of youth 
SU (Oesterle et al., 2018). Both models could be readily 
extended to link primary care practices to community pre-
vention resources.

Indicated Prevention in Primary Care Settings

Indicated, or secondary, prevention strategies are aimed at 
individuals who are experiencing early signs of substance 
misuse. Indicated strategies aim to halt or slow progression 
of SU and to prevent development of SUD. Screening for any 
SU rather than for only problematic SU or SUD identifies 
adolescents who would benefit from indicated prevention 
strategies. A positive SU screen at any level of SU should be 
considered an exposure as opposed to viewing early or low 
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level SU as experimentation (“normal kid stuff”). At the low 
end of the continuum of care, pediatric providers can make 
a sub-specialty referral for support from an Addiction Spe-
cialist or refer for indicated prevention or treatment based 
on screening results (Tier I).

With increased time and investment, pediatric providers 
can conduct more formal assessments. Primary care pro-
viders who want to treat patients who screen positive also 
could employ motivational interviewing techniques to foster 
behavior change, develop a management plan, and increase 
monitoring with short-term follow-up visits (Tier II). Pro-
viders who have a strong interest in substance misuse could 
participate in continuing education to learn how to manage 
patients at a higher level of complexity including the use of 
medications for SUD (Tier III).

Overcoming Barriers to Family‑Focused 
Prevention in Pediatric Primary Care

To fundamentally address barriers to screening for sub-
stance misuse in primary care, there is an immediate need 
for action in medical training. Pediatric residency programs 
must include skills training and experiences to develop a 
level of comfort around screening, early intervention, and 
consultation with addiction medicine specialists. (O'Connor 
et al., 2011) Training should include developing competen-
cies in early childhood screening and prevention programs, 
such as the Family Check-Up. (Dishion et al., 2002) Moreo-
ver, substance use-related education and training should hold 
a prominent place within the medical school curriculum. 
Increasing competence in screening and referral may over-
come the perceived barrier that there is insufficient time to 
address substance use in pediatric primary care settings. 
Additional strategies to address time constraints would be 
to optimize screening into the workflow of primary care 
settings, specifically to incorporate standardized screen-
ing instruments into the electronic medical record system, 
which may be more impactful than provider factors (Sterling 
et al., 2012; Tai & McLellan, 2012). Evidence supports the 
efficacy of using a computer- facilitated screening and brief 
advice system to increase substance use counseling by the 
primary care provider and to reduce adolescent substance 
use (Harris et al., 2012; Ridenour et al., 2015). Ultimately, to 
ensure sustainability of screening and prevention in primary 
care settings, reliable funding and reimbursement models 
must be addressed. The Affordable Care Act mandates pub-
lic and private coverage of substance use screening and brief 
counseling during primary care visits and offers the potential 
for the integration of behavioral and physical health care, 
including an integrated structure for collaboration among 
physicians, nurses, social workers, and allied health profes-
sionals to provide screening, prevention, early intervention, 

and treatment (Hawkins et al., 2015). Innovative strategies 
for sustainable funding of evidence-based preventive inter-
ventions at community, county, and state levels including 
alternative payment models for children that build upon the 
Center for Medicare and Medicaid Innovation’s Integrated 
Care for Kids Model (InCK) and shift incentives toward 
long-term health promotion and incentivize whole family 
health promotion have been proposed (Counts et al., 2021). 
Nonetheless, evaluation of adoption, implementation, and 
sustainability strategies provide important opportunities to 
facilitate provider decision making, organizational readiness, 
participant engagement, intervention fidelity and adaptation, 
financing strategies, and long-term maintenance of interven-
tions in primary care (Spoth et al., 2013).

Knowing the prevalence of SUD among adults, many 
of whom are parents, and the knowledge that children of 
parents with SUD are at greater risk for SUD themselves 
suggests that we have a great number of youth in the pipe-
line headed for misuse of alcohol and other drugs. Primary 
care clinicians who see children, adolescents, and families 
are in an ideal position to deliver prevention messages and 
to intervene early in the development of substance misuse. 
Taking a “two-generation approach” recognizes that pro-
moting health of the parent is health promotion for the child 
and family (Mosle & Patel, 2012). Importantly, pediatric 
primary care providers are capable of prevention in some 
form and they have the support of both addiction specialists 
and prevention scientists. By our view, the time has come for 
clinicians to join forces with other child-care experts. These 
collective efforts offer the potential for a meaningful impact 
on addressing a leading health problem facing our nation.
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