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Position Statement on Training Needs in Addiction Psychiatry

Psychiatry has only recently developed training in the area of sub-

stance-related disorders. Nevertheless, these illnesses are highly preva-
lent and are associated wit/p substantial morbidity and mortality.

Patients with these disorders often do not encounter or have access

to effective treatment. Because of this, the American Psychiatric As-

sociation recommends developing unproved training to assure tlat

1) the basic psychiatric residency addresses essential aspects of addic-
tion prevention and treatment, 2) addiction psychiatry fellowships are

strengthened to provide needed :;zanpower for consultation, academic

teacl,ing, and research, and 3) psychiatrists are trained to provide
leadership for the multidisciplinary teams characteristic of this field.

This statement was drafted by the Committee on Training and Edit-
cation in Addiction Psychiatry. � It u’as approved by the A PA Assem-
bly in November 1 995 and by the Board of Trustees in December

1995.

American psychiatry is faced with an important training challenge

in addressing psychoactive-substance-related disorders, which are

among the most prevalent amid debilitating of psychiatric illnesses.
Fewer than one-fourth of the persons in need of alcohol and drug

abuse services in the United States actually receive treatment ( I ), and
better training of professionals is needed to engage affected people in
treatment and move them toward recovery. In particular, well-trained
psychiatrists are essential to the assurance of integrated biopsychoso-

cial treatment and to provision of teaching, clinical supervision, and

leadership for multidisciphimiary staff. The purpose of this position

statement is to promote the psychiatric education necessary to assure

effective treatment, prevention, and research for psychoactive-sub-

stance-related disorders.

PSYCHIATRISTS PROVIDING CARE

On the whole, alcohol and drug abuse patients constitute ahotmt
10% of active psychiatrists’ caseloads (2). Federal figures on mnstmtu-

tionally based treatment, however, can serve as an indication of the
limitation in psychiatry’s role in the field. Of 77,000 full-time-equiva-

lent health personnel who were employed by alcohol and drug treat-
ment units in the United States in 1990, only 7% were psychiatrists.
This isa small portion ofpersonnel relativetocredentialed (33%)and
noncredentialed (20%) counselors, nurses ( 14%), social workers

(1 1%), psychologists (9%), and other physicians (7%). Stated other-
wise, there were only 6.3 psychiatrists pen 1,000 patients in these

programs overall (3, 4).

PSYCHIATRIC TRAINING IN SUBSTANCE ABUSE

Psychiatry departments have improved training in psychoactive-

substance-related disorders over the past decade, and in a recent APA
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survey, most undergradtmate and psychiatric residemicy programs ne-

ported offering at least limited teaching in alcoholism and drug abuse
and addiction (5). On the postresidency level, as of 1995 there were
46 addiction fellowship progranis in the United States, all but two

open to psychiatrists, hut this reflects a gain of omily one program since

1990 (6). The American Board of Psychiatry and Neurology (ABPN)

established addiction psychiatry as arm added qualification iii 1993,

and 767 psychiatrists have been certified through the ABPN. After S

years, however, all candidates for certification will have to complete
a fellowship in order to take the examiiiatiomi.

RECOMMENDATIONS

The need for an integrated hmopsychosocmal approach to the patient

is illustrated by recent research omi the mieurohiohogy of addictiomi, miew

detoxification techniques, behavioral therapies, combined pharma-

cotherapy and psychosocial treatment, proper dosing in methadone
treatment, diagnosis of comorhmd psychopathology, and coniprehen-
sive cane for the HIV-infected patient. In order to achieve this, the

American Psychiatric Association recommends that action he taken

to strengthen three levels of psychiatric training in substance abuse.

I . Postgraduate years 1-4 of the general psychiatric residency. Ba-
sic modalities such as detoxification, ambulatory rehabilitation, and

treating dually diagnosed patients require a leadership role from the

general psychiatric community, emerging from basic residency train-
mng. Training of psychiatric residents to provide these services in a

competent manner is necessary.
2. Fellowships in addiction psychiatry. This new level of training

is essential in order to provide academic teachers and consultants for

both general psychiatrists and other professionals in the field, as well

as expert researchers. It is particularly important for assuring the in-

troduction of new pharmacotherapies for addiction. Availability of

resources for this postresidency training is therefore necessary to the

continuing development of the addiction psychiatry field and to as-

suning a stable level of specialty expertise. It is important that these
acadeniically based programs he strengthened, evemi though changes

in the health care system niay make expansion ofadvamiced postgnadu-

ate training difficult.
3. Training ofmultidisciplinary teams for addiction treatment. Mul-

tidisciphinary personnel currently play a much hanger role in framing

the treatment of addiction than they do in general psychiatry. Because

of this, addiction programs are often divorced from the strong ties to

the hiopsychosocial models necessary to ensure quality care. Psychia-

tnmsts should therefore be trained to assume leadership roles in proper
management, education, and consultation with these diverse disci-

phirmes in relation to patiemits with substance-related disorders.
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Position Statement on Substance-Related Disorders

Substance-related disorders are ividespread among the general pub-

lie and are often accompanied by other psychiatric disorders. How-

ever, historical social stignia and otI�er factors /ave led to underdiag-

?I()SS and limited access to care. Cost-effective treatment is best

delivered iii a con:prel’ensir’e, flexible coflti�iiitini of services, wI,icl,

should be accessible o:: the same basis as other medical care. The

American Psycl�iatric Association should continue to promote access

to care, high-quality treatment, education, training, research, parity

in tlird-party coverage, and equal treatmei:t for patients suffering

I ron: addictive disorders.

This statemeizt u’as drafted by the Task Force on Psychiatric Services
f or Addicted Patients. � It u’as approved by tI’e Assembly iii November

I 995 and by the Board of Trustees in December 1 995.

BACK(;ROUND

American society has heemi slow to accept substance-related dms-

orders as treatable diseases. The alternative conceptualization of

these disorders (as voluntary, self-inflicted, and immoral behaviors)

has produced a powerful stigma to which society has responded in

a punitive way, often tmsing criminal justice in preference to public

health interventions. Although there is ample evidence that treat-
nient of these disorders is lioth effective and cost-effective ( I ), sup-

port for treatment is still subject to unreasonable restraints in such

areas as health mmisunamice coverage and benefit programs (2). Social

stigma has also influenced the behavior of health professionals, ne-

suIting in a failure to diagnose substance-related disorders in persons
who do riot resemble the societal stereotype of an alcoholic or addict
(3). As the U.S. health care delivery system continues to change rap-

idly, from a two-tiered (public/private), fee-for-service delivery sys-

tern to a variety of capmtated and managed care models, important

decisions made on federal, state, and local levels will determine the

accessibility, availability, and quality of addiction treatment in the

future. The American Psychiatric Association (APA) has been an

active advocate for education, treatmemit, and research in substance-

related disorders and continues to play a leadership role in such
advocacy (4, 5). The purpose ofthms posmtiomi statement is to promote

recognition of substance-related disorders as an essential component

of niedmcal care.

Problems deriving from the misuse of alcohol, tobacco, and other

drugs create stiffening in affected individtmals, their friends and fanii-

lies, and society at large. The costs to our national morale, self-respect,

and self-concept as a democratic and productive society defy calcula-

tion. The financial burden ofaddictive disorders on the national econ-

omy is predicted to surpass $273 billion by 1997, exclusive of to-

hacco-related costs (6, 7(. Included here are costs within the health

cane and social service systems, estimates of lost productivity, costs

related to crime, and the costs of special problems, such as fetal alco-
hol syndrome and AIDS contracted through injection drug use or
unsafe sexual practices. Societal costs related to tobacco use have been

estimated at an additional $85 billion pen year (8).
Substance-related disorders are both widespread among the general

public and likely to be associated with comorbid psychiatric disorders.
Two extensive surveys of the adult general population conducted dun-
ing the 1980s found substance-related disorders to he the most com-

mon diagnostic group among those diagnosed with mental disorders
(9, 10). The Epidemiologic Catchment Area (ECA) study (9) found a
lifetime prevalence of alcohol abuse or dependence of 13.5% and a
lifetime prevalence of other drug abuse or dependence (exclusive of

nicotine) of 6.1%. The National Comorbidiry Study (10) found a

lifetime prevalence of 26.6% for substance abuse/dependence and a

12-month prevalence of I 1.3%. For ECA subjects with an alcohol or
drug disorder, the probability of having a comorhid disorder of the

other category (alcohol or drug) was increased by a factor of 7.0. For
those with an alcohol-related diagnosis, the probability of having a

non-substance-related mental disorder was increased by a factor of
2.3. For those with a drug-related disorder, the risk was increased by

a factorof4.S (9).

CHARACTERISTICS OF SUBSTANCE-RELATED DISORDERS

The American Psychiatric Association Diagnostic and Statistical
Manual (DSM-IV) defines substance-related disorders as a cluster of
behavioral clinical syndromes related to the consumption of psy-

choactive substances. Included are 1 1 classes of substances capable
of producing one or more of these disorders.

There are three distinct hut related categories of diagnosis: I ) the
generic diagnoses of substance dependence and substance abuse;

2) the clinical syndromes directly related to intoxication and with-
drawal; and 3) the drug-induced psychiatric disorders phenomeno-
logically related to other specific psychiatric disorders (e.g., sub-
stance-induced mood disorder). These are considered, respectively,

under the DSM-IV sections on substance use disorders and substance-
induced disorders and as a separate category of substance-induced

mental disorders grouped with other disorders of the same type.

Substance dependence and abuse are defined in DSM-IV by a clus-
ter of cognitive, behavioral, and physiological syniptoms occurring

within a specific period of time. Central to the concept of substance

dependence are compulsive drug-seeking behavior and continued use
despite adverse consequences, with or without tolerance or with-

drawal symptoms. Substance abuse, on the other hand, includes re-
peated hazardous use and/or harmful consequences from repeated
use, in an individual who has never met the diagnostic criteria for
dependence on that substance. Substance-induced disorders include
the specific manifestations of intoxication, withdrawal, and delirium.

While the prevalence of substance-related disorders varies among

ethnically, socially, and culturally distinct populations, the core dis-

orders appear to occur consistently throughout the world. This is

reflected by the parallel description of these disorders in DSM-IV and

lCD-b.
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