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Educational Opportunities and a Call for Synergy

Twenty-five years
1989, the Canadian Society
of Addiction Medicine was
with  developing
educational opportunities for
physicians as one of its main
objectives. We started with
a meeting organized annu-
ally to this day and attended
by several hundred participants seeking up to date
information. The meeting is now complemented by a
Fundamentals course for newcomers to the field which
is spearheaded by an active Education committee.
That committee has also liaised with our College of
Family Physicians with some of its members assum-
ing a leadership role in the College’s new committee
in Addiction Medicine. Unfortunately, there is no such
formal liaison with the Royal College of Physicians and
Surgeons although psychiatry was the first specialty to

ago, in

tasked

develop a set of guidelines for addiction psychiatry as
part of its training program.

A dream has been to promote the development of best
practices among all physicians who regularly encounter
among their patients, individuals with issues arising
from their substance use as well as suffering from addic-
tion and its spectrum of disorders from substances and
a number of addictive behaviors. Another complemen-
tary dream has been to seek validation of the special
knowledge, skills and attitudes required in the practice
of Addiction Medicine. Canadian physicians have since
1986, sought this validation from the Certification and
now the Board Diplomas of the American Society of
Addiction Medicine and the American Academy of
Addiction Psychiatry. Since 2005, the International
Society of Addiction Medicine has also provided certi-
fication to 30 Canadian physicians as well as 8o other
physicians from 13 countries.

Recently, a number of opportunities in Canada and
worldwide have now provided renewed impetus to our
educational efforts. Our Journal is pleased to present
this special issue describing a number of new train-
ing opportunities and educational proposals hoping to
stimulate a national dialogue regarding the sustenance
of our specialized practices. This issue also coincides
with a meeting just held in Nijmegen, Netherlands

in August on international educational efforts in our
field. My comments derive from the insights arising
from the papers in this issue and the submissions and
discussions at the meeting in Nijmegen.

Since 2008, a WHO (World Health Organization)
directive' has spurred a comprehensive effort in the
United Kingdom to survey the curricula in substance
misuse/undergraduate teaching in the medical schools
of England resulting in a set of recommendations and
guidelines. We are grateful for the participation of
Christine Goodair and Ilana Crome who graciously
agreed to summarize their experience. We look
forward to a similar effort from our medical schools.

Ramm Hering and colleagues also emphasize the need
for collaboration. They provide us with an overview
of the evolution of addiction medicine in Canada,
fellowship opportunities in Toronto and a summary
of a national effort to propose to the Royal College
of Physicians and Surgeons an “Area of Focused
Competence” (AFC) Diploma in addiction medicine.
The University of Toronto has also offered a multidis-
ciplinary Diploma in Addiction for the last few years.
In addition, the article reminds us of the input of the
Canadian Centre on Substance Abuse (CCSA) and the
anticipated Canadian Research Initiative in Substance
Misuse (CRISM).

Sharon Cirone, who has led the CSAM Education
Committee and now leads the College of Family
Physicians’ Addiction Medicine Program Committee
in the Section of Special Interest and Focused Practice,
summarizes the developing aspirations and plans of
this Committee. The College has now approved the
awarding of Certificates of Added Competence (CAC)
to five programs. How far off the mark are we?

Launette Rieb and Evan Wood present a synopsis of
recent laudable developments in British Columbia. Of
note, is the welcomed role of philanthropy in sponsor-
ing these efforts and empowering this group of special-
ized academics and practitioners to develop a number
of training opportunities and a potential new diploma
sponsored by the University of British Columbia.

Ron Lim describes an Enhanced Practice opportu-
nity in Family Medicine at the University of Calgary.
The department decided against the use of the term
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Fellowship. This may be closer to the intent of the
College of Family Physicians. In addition, one or two
Fellowships are sponsored by the Department of
Psychiatry based on an annual competition among
psychiatric subspecialties for these positions.

Addiction Medicine is commonly practiced in multi-
disciplinary teams and Louise Nadeau’s contribution
sketches the role of psychologists and other non-
medical health providers as part of the team. Of note,
one of the seven competencies of the Royal College of
Physicians and Surgeons required of graduating special-
ists is that of “collaborator”. This competency is fleshed
out in the 2005 guidelines and is being updated as part
of the College’s new guidelines anticipated for 2015.

The above developments are not without their chal-
lenges. Hence, the call for synergy! These efforts, all
laudable, remain a patchwork of creative initiatives.
Required is a consensual strategy on education in
Addiction Medicine for Canada. A strategic meeting
could be held in conjunction with an annual CSAM
meeting. At the meeting in Nijmegen it was apparent
that worldwide efforts include a possible handful of
Diploma courses averaging two years either multidisci-
plinary (Toronto) or exclusively for physicians (Radboud
University in Nijmegen). The Diplomas are awarded
by Universities and may be recognized by the respec-
tive Licensing bodies. With political support, Norway
has become the first country to recognize Addiction
Medicine as an independent specialty and a 5-year
training curriculum is being developed. The combined
curricula being developed by all concerned will help
shape the scope of practice of our profession. This scope
of practice will be further shaped by the certification
examinations. There is still no world consensus on the
scope of Addiction Medicine, with several programs
still limiting their scope to substance misuse.
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Further to this lack of synergy there has been, to
my knowledge, no systematic attempt to determine
our workforce requirements’. How many addiction
medicine specialists would we optimally need in
our Society? The article by Hering et al in this issue
provides some of the best workforce figures I have
seen but we still don’t know how far off the mark we
are. Psychiatry and several other specialties have had
to initiate a number of successive exercises, including
workforce surveys, number of unfilled positions, the
range of specialist to population ratios, etc. These data
eventually determine the need for Fellowships and
other required training spots. I do not believe that
our current training positions are anywhere near our
requirement for sustaining ourselves.

Lastly, I am becoming increasingly aware of the costs
to physicians of the ability to practice. In addition to
licensing and insurance fees, medical society dues,
the costs of training years, examinations and mainte-
nance of competence often in more than one country,
all are on a constant upward curve. These costs are a
potential deterrent countering our recruitment efforts.
Once again, a synergistic strategy will need to exam-
ine these costs. Is there a ceiling to these tithes?

We hope that this issue of the Journal will help us
become more aware of our options and participate in
the anticipated debate about our national education
and validation. The issue of course makes no claims to
have covered all the angles. We look forward to your
feedback in order to do that!

Key Words: Medical education, addiction, medical
competencies

Yours truly,

Nady el-Guebaly, mp
Editor-in-Chief, CJA-JCA

portal/page/portal/rc/common/documents/canmeds/frame-
work/framework_series_1_e.pdf)

3.  Fréchett D, Hollenberg D, Shrichand A, Jacob C, & Datta I.
2013. What's really behind Canada’s unemployed specialists?
Too many, too few doctors? Findings from the Royal College’s
employment study. Ottawa, Ontario: The Royal College of
Physicians and Surgeons of Canada.
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ABSTRACT

Briefly describes the work undertaken to develop guid-
ance on the teaching of substance misuse in undergradu-
ate medical curricula and its implementation in English
medical schools and to comment upon its applicabil-
ity in Europe and elsewhere and to other allied health
professionals.

Keywords: Medical education, Substance misuse,

Addiction

INTRODUCTION

Substance misuse is a major public health challenge both
nationally and globally. The use and misuse of alcohol,
drugs (licit and illicit), and of tobacco have impacts on
individual patients, their families and communities.
Doctors within all branches of medicine are very likely
to encounter individuals with substance related health
problems. The medical profession has a key role in
improving not only the health of their patients but also
the nation’s public health. Research, including surveys
into the undergraduate medical UK curricula between
the late 1980s and 2004!, found that substance misuse

was generally very poorly represented in the training of
our future doctors; and the number of hours allocated to
teaching in substance misuse was small>3+. It was taught
mainly within the disciplines of psychiatry and pharma-
cology, thus reinforcing the false notion that substance
misuse is a niche specialty topic. On the other hand, it
was also found that there were numerous initiatives in
North America, some establishing a core curriculum and
others developing teaching and learning innovations,
with very little innovation happening in the UK. The
lessons were clear: substance misuse has to be integrated
into the curriculum of medical students, and it has to be
a topic introduced from the very beginning of the course
- not least for students’ own health and professional
behaviour.

Previous initiatives undertaken by St George’s, University
of London and the World Health Organisation (WHO) on
substance misuse education for doctors, pharmacists and
nurses resulted in the WHO recommending to govern-
ments that substance misuse should be included in the
medical curricula. Three international expert groups on
medical, pharmacy and nursing education were convened
to develop an international guideline for the curricu-
lum development in substance misuse by the Centre for
Addiction Studies, latterly the International Centre for
Drug Policy (ICDP) on behalf of the WHO57. Subsequent
to these initiatives, the United Nations requested all
governments to include substance misuse teaching and
learning in the curriculum of the relevant faculties in
the universities®. Hence, the ICDP made proposals to the
Department of Health to facilitate a consensus approach
to the enhancement of substance misuse training in
medical and nursing schools in the UK. Funding was
awarded to the ICDP in 2005 to improve the education of
doctors in substance misuse and to develop a consensus
approach to substance misuse training in medical schools.
A national project was set up that initially developed over
two phases. Phase 1 (2005-2007) involved a review of the
state of teaching and worked with all UK medical schools
to develop consensus guidance, Substance Misuse in
the Undergraduate Medical Curriculum™ on the integra-
tion of alcohol, drugs and tobacco training in medical
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undergraduate curricula. Phase 2 (2008-2011), funded by
the Department of Health focused on supporting English
medical schools to integrate and implement the guidance
through the development of a core Toolkit, provision of
teaching and learning resources, and the establishment
of a network of those English medical schools willing to
pursue change in their curricula. Following the comple-
tion of the second phase further funding was awarded fora
third phase which involves sustaining the positive changes
implemented in the teaching of substance misuse; to
update the learning resources developed in phase two and
further develop the network into a self-sustaining network
involving medical schools across the UK.

A National Steering Group and Expert Panel was estab-
lished and chaired by the Principal of St George’s,
University of London, with representatives from the
Council of Heads of Medical Schools, the Department of
Health, the Home Office, the General Medical Council
(GMCQ), the British Medical Association and its medical
student committee, and the World Health Organisation.
The Expert Panel had representatives from UK medical
schools, professional institutions and UK national agen-
cies. Both phases of the project were overseen by the
National Steering Group.

During this first phase, the project reviewed the ways in
which substance misuse problems was being taught in all
32 UK medical schools. It sought to establish the reasons
for its identified ineffectiveness and to make recommen-
dations for its improvement in medical schools through-
out the country. The project aimed to understand the
reasons why medical education is not preparing doctors
properly in this respect; specify initiatives that differ-
ent medical schools could take to improve matters; and
make recommendations for further action.

A survey was undertaken to gather information about
the state of substance misuse education in all UK medi-
cal schools. The survey found that:

*  There was no commonality of approach in what was
taught about substance misuse: learning outcomes
differed hugely in style, level of detail, and emphasis.

*  Many schools covered a lot about alcohol, but rela-
tively few covered teaching about drugs — with this
aspect frequently left only to psychiatrists.

*  Only two schools planned and coordinated their
substance misuse curriculum as a whole. Mostly, the
teaching was concentrated in the specialty niches.

+  Assessment of substance misuse within curricula was
rarely planned. As ‘blueprinting’ against curriculum

outcomes is being increasingly introduced, more
formal planning in this area is expected.

* About half the schools had some provision of
optional learning about substance misuse through
‘Student Selected Components’ (SSCs).

The main outcome of Phase 1 of the project was the
production of a UK-wide consensus guidance docu-
ment on substance misuse in the undergraduate medi-
cal curriculum agreed by all medical schools, and an
associated Toolkit providing guidance on the effective
implementation and/or development of high quality
substance misuse teaching/training within the under-
graduate curriculum.

The curriculum guidance document is a milestone in
medical education on substance misuse. It provides
three core aims for undergraduate medical education in
substance misuse:

1. Students should be able to recognise, assess and
understand the management of substance misuse
and associated health and social problems and
contribute to the prevention of addiction.

2. Students should be aware of the effects of substance
misuse on their own behaviour and health and on
their professional practice and conduct.

3. Students’ education and training should challenge
the stigma and discrimination that are often experi-
enced by people with addiction problems.

In addition to these three core aims, six high-level learn-
ing outcomes were agreed, each of which was subdivided
into component learning outcomes, which could be inte-
grated flexibly across the whole of the curriculum and in
varied learning environments. The six key areas being:

1. Bio-psycho-social models of addiction

2. Professionalism, fitness to practice, and students’
own health

Clinical assessment of patients
Treatment interventions

Epidemiology, public health and society

S

Specific disease and speciality topics

The corporate guidance was endorsed by General
Medical Council and the Department of Health, and
cited in Tomorrow’s Doctors 2009.

PHASE 2 (2008-2011)
IMPLEMENTATION MODEL

Following publication of Substance misuse in the under-
graduate curriculum, afurther proposal forasecond phase
(Phase 2) was produced and submitted. The intention for




this phase was to provide a time-limited period of inten-
sive support for the development and implementation
of the new curriculum guidance into the teaching and
learning opportunities of the medical schools at a local
level, and into their local curriculum planning processes.
Funding was made available for a three year period for
implementation support in English medical schools (24)
from the Department of Health (England).

The aims of this phase were:

+ To complete and validate a Toolkit and teaching and
learning resources in order to advance the imple-
mentation programme.

+ To enhance and equip medical schools to further
develop substance misuse learning in their curricula.

*  To work with medical schools to pilot and evalu-
ate the implementation of the substance misuse
curriculum.

This was done through the appointment of curriculum

CJA-JCA

coordinators in the 18 participating medical schools who
worked with local academic champions to identify and
map current substance misuse teaching and to recom-
mend and support changes to ensure that substance
misuse issues were fully covered in line with national
guidance. This mapping was aligned to the national
substance misuse key learning outcomes grouped into
six key learning areas:

Table 1 shows the number of teaching sessions that occur
for each of the overarching learning outcomes (and the
average across the 18 medical schools that contributed
to this analysis). Teaching sessions are defined as the
number of occasions some formal or timetabled teaching/
learning occurs that feature issues relating to substance
misuse (such as a lecture, a seminar, a problem-based
learning case, special study modules and these will vary
enormously in the amount of time given to the topic - for
example from an hour’s lecture to a special study module
which may run over several weeks or be a small, but key,
part of a problem based learning scenario).

TABLE 1: NUMBER OF TEACHING SESSIONS THAT OCCUR FOR EACH KEY LEARNING

OUTCOMES AREA

Learning Outcomes Area

Bio-psycho-social models of addiction

Professionalism, fitness to practice and students’ own health
Clinical Assessment of Patients

Treatment Interventions

Epidemiology, Public Health & Society

Specific Disease and Specialty Topics

*SM: Study Module

The mapping identified variation in the instances of
teaching between schools and within schools, and varia-
tion of the extent of provision, as well as areas needing
further development. Common areas for all schools
requiring further development included iatrogenic
addiction; professionalism, self-care and fitness to prac-
tice; attitudes and issues relating to stigma; child related
issues and social consequences.

Changes implemented by the schools ranged from
the re-writing of learning objectives to the develop-
ment of problem based learning scenarios. Workshops
and symposiums were developed that covered ethical
issues of substance misuse including the use of exter-
nal speakers to discuss the misuse of substances by the

Number of SM Teaching Sessions  Average per School (18)
958 53
418 23
942 52
921 51
578 32
846 47

medical profession. Teaching resources were developed
or enhanced through the development of web resources
such as virtual patient tutorials and video resources play-
ing out clinical scenarios. Independent learning resourc-
es were also developed such as an online addictions study
guide, and in one school students set up and hosted an
‘Alcohol Awareness Week™.

Another key task of this phase was to complete and vali-
date the implementation Toolkit and the accompany-
ing teaching and learning resources (Fast Factsheets),
developed to assist the coordinators in their work. The
Toolkit was designed as a flexible resource to provide
guidance on mapping and implementing substance
misuse into the curriculum. The Fast Factsheets, written




by clinicians with in-depth knowledge of substance
misuse, provided concise, relevant and up to date infor-
mation on specific areas of substance misuse teaching.
These include Neurology, Infectious Disease, Psychiatry,
Gastroenterology;,
Practice, Anaesthesia, Geriatrics, Doctors’ Own Health,
Communication, Palliative Care, Pharmacology, Public
Health, Pregnancy, Alcohol Withdrawal, Young People,
Drug Misuse Emergency Medicine, Alcohol Misuse

Respiratory Medicine, General

Emergency Medicine, Surgery.

Coordinators found both the Toolkit and Fast Factsheets
to be useful resources that could be adapted to meet
their local needs. Similarly, teaching staff found the Fast
Factsheets to be a very valuable resource — and these
were highlighted particularly as being ‘educational, ‘fit
for purpose’ and ‘readable’. They provided a framework
for developing current teaching material as well as being
used as stand-alone teaching resources. The mapping
exercise highlighted the need for new titles, which were
then written and produced.

Medical students were involved in the project in differ-
ing ways from undertaking surveys about teaching of
substance misuse in their particular schools to providing
feedback on the development of materials, revealing a
number of important issues:

+ Trainee doctors themselves do consider substance
misuse as an important aspect of undergraduate
medical education in order to equip them for the
future, and they have a high level of interest in this.

*  Opportunities to prioritise further learning on
substance misuse through special study modules,
when available, are popular.

+ Direct contact with patients and services through
placement are considered the most useful way to
learn about the management of substance misuse
problems.

The students felt a lack of confidence in performing
certain key skills with those who misuse substances,
including the taking of a history of illicit substance use,
discussing the range of options for patients wishing to
cut down or stop use, and in being able to recommend
appropriate organisations that could help patients in
stopping misuse®.

The active work of the first and second phases has
enhanced the training and education of student doctors,
and established a solid basis for substance misuse
teaching. The success of this project clearly involved
a combination of active national and local analysis of
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need followed by the development of local solutions
within participating medical schools to enhance and
improve teaching of substance misuse across the
medical curricula. Time-limited funding for using a
model of local coordinators to effect substantial change
across their own medical school curriculum was a key
element to address the need in the short time-frame
of the project. However, coordination and support by
a National Coordinator and from the Expert Panel and
the National Steering Group had originally initiated
and then closely supported these local developments.
This was achieved both by the support network of wide
clinical and academic expertise, and by development
of the support materials. It became clear that the
mutual support network for academic champions and
coordinators, sustained by the national coordinator,
was also a crucial element in providing information and
hands-on expertise on how to get things done.

The local approach as used in Phase 2 enabled the
changes made by the coordinators to their curricula to be
delivered over a rapid timescale, and has led to real and
important changes to the teaching and learning opportu-
nities for our future doctors. These changes address key
recommendations that were made to improve substance
misuse learning. As well as modifying the learning
outcomes, the coordinators, supported by the academic
champions, introduced a range of initiatives, including
new lectures and special study components, and provid-
ed additional substance misuse resources for students
to use, which support the taught sessions. Initiatives
were undertaken to raise awareness of substance misuse
issues including workshops, quizzes and working with
external organisations. The Toolkit and Fast Factsheets
that were developed across the two phases of the project
were also important in providing useful materials for
use in a wide variety of settings, disciplines and learn-
ing opportunities, and for integration across all years of
training. The outcomes associated with this project are
extensive and the method used delivered enhancement
in the training of future doctors regarding substance
misuse. This was achieved through establishment and
reference to nationally agreed standards, evaluation
of local need and a careful approach to implementing
change. We now have a much more solid basis for the
future training and professional development of medical
students concerning substance misuse. They will be able
to take the enhanced knowledge and skills with them as
they become medical practitioners across the whole field
of medicine and public health. And this forms a firmer
basis for ongoing professional development.

A key aim of the project was to enhance and equip medi-
cal schools to develop and enhance substance misuse




learning in their curricula. This aim has been realised
through the work of the curriculum coordinators whose
role has been to facilitate the inclusion of substance
misuse across the schools’ curriculum. This has been
achieved in partnership with an academic champion
in each school, with support from the national project
manager and through meetings and networking with
other coordinators, guided by the Director of the Project
and steered by the National Steering Group.

The key positive outcomes from the first two phases®:

*  An agreed high-level curriculum established across
all UK medical schools for the first time, and where
appropriate some learning objectives have been
revised and aligned more closely.

+  Substantial improvements in the extent and qual-
ity of teaching and training of all doctors taught in
those schools, across a wide range of drug and alco-
hol issues which have already influenced the learn-
ing of at least 47,000 future doctors; and benefits will
continue to accumulate over time.

*  Raised awareness across the medical school curricu-
lum committees of the importance of including
drugs and alcohol learning in order to have a broad
and integrated curriculum for future doctors.

»  Practical and flexible teaching and training materials
have been developed and validated by experts with
the support of the trainee doctors.

However this left an important question, given the
success of the project, is how best to sustain the posi-
tive changes implemented in the teaching of substance
misuse to our future doctors, so that future graduating
medical students continue to be better equipped to deal
with substance misuse and to meet the requirements
specified by the GMC. From both phases of the project
it is estimated that there has already been a real impact
on the education of at least 47,000 future doctors and the
challenge now is to maintain this in future years.

To ensure the continued benefits of the investment in
this project and to maintain the impact of the outcomes
in terms of changes and improvements to medical school
curricula on substance misuse a key recommendation
was to develop a third phase to develop sustainability.

CJA-JCA

In 2013 funding was awarded to work on sustaining the
positive changes implemented.

PHASE 3 SUSTAINABILITY AND
MOVING FORWARD

Set up in in 2013 this phase is now in place with the aim of
ensuring that the changes implemented in the teaching
of substance misuse are maintained so that future gradu-
ating medical students continue to be better equipped to
deal with substance misuse issues.

The major activities being undertaken include the
ongoing development of a network of academics teach-
ing substance misuse to embed changes in curricula
and champion substance misuse teaching within their
schools, and the updating of the learning resource fact-
sheets and development of new titles and for these to be
available through an online open access portal.

CONCLUSIONS

This model comprising national guidance on core curric-
ulum content, a toolkit to aid the implementation process
supported with teaching resources has the potential to be
adapted and implemented in many different settings.

It can be extended to provide in depth specialist profes-
sional training as well as continuing professional devel-
opment for general practitioners, psychiatrists, and
medical specialists such as physicians, obstetricians, and
surgeons as well as dentists.

It is eminently suitable for undergraduate, postgraduate
and continuing professional training for those profes-
sional groups allied to the medical profession including
nurses, occupational therapists, social workers, psychol-
ogists, and pharmacists.

This model and the curriculum content provides a core
learning resource for any organisation that is considering
the development and implementation of a programme on
substance misuse. While some components are univer-
sally applicable, some may need to be developed with the
particular programme in mind. However, this gives the
opportunity for some initiatives to take account of their
own special circumstances and expand the resources in
line with their needs.
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ABSTRACT

Collaboration in addiction medicine education and
research is important in Canada. The large unmet need
for addiction services will only be met by the relatively
small number of addiction clinicians, researchers, educa-
tors and policy makers in Canada if they collaborate and
grow in a coordinated fashion toward common goals.
Leadership from national organizations will facilitate
growth in a coordinated fashion, which will allow us
to reach the goal of providing adequate treatment for
those with addiction and related illnesses as quickly as
possible. Recent developments give significant reason to
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be optimistic that there will be more rapid progress in the
coming years. Important initiatives currently underway
include: 1) the expansion of Addiction Medicine training
programs across Canada, 2) a new federal government-
sponsored initiative to build collaborations in Addictions
research, and 3) an application for the first Canadian
certification in Addiction Medicine based on a standard-
ized competency based curriculum.

Key Words: Substance Use Disorder, Education, Research,
Collaboration

INTRODUCTION

The prevalence of substance abuse in Canada is estimated
to be about 1% and the societal costs of addiction have
been estimated at a staggering $4o0 billion per year->.
Despite this tremendous social, medical and economic
impact, the majority of patients suffering from addiction
do not receive treatment. Those that do, often receive
unproven or archaic interventions despite the advances
in neuroscience and the development of efficacious treat-
ments in the last two decades.

The large unmet need for addiction medicine care across
Canada will be the primary challenge for our field in
the coming decades. Increased collaboration within the
field of Addiction Medicine will significantly expedite
the growth of our field in a rapid and efficient manner.
Facilitating such growth in a coordinated fashion would
allow us to reach our goal of providing adequate treat-
ment for those with addiction and related illnesses as
quickly as possible.

National organizations like the Canadian Society of
Addiction Medicine (CSAM-SMCA ), and the Canadian
Centre on Substance Abuse (CCSA) have been work-
ing for years to connect researchers, clinicians, policy
makers and educators working in the field of addiction.
Moreover, recent developments give significant reason to
be optimistic that there will be more rapid progress in the
coming years. Important initiatives currently underway
include: 1) the expansion of Addiction Medicine training
programs across Canada, 2) a new federal government-
sponsored initiative to build collaborations in Addictions
research, and 3) an application for the first Canadian
certification in Addiction Medicine based on a standard-
ized competency based curriculum.
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PHYSICIANS PRACTICINGADDICTION
MEDICINE IN CANADA

In a recent survey of practicing family physicians in
Canada substance abuse was cited as the 3rd most impor-
tant area of competence for a newly practicing family
physician3. This was ahead of ischemic heart disease,
diabetes and pregnancy. Despite the clear importance
of providing care to patients with addiction, a relatively
small (but increasing) number of physicians diagnose and
treat substance use disorders. Among the approximately
75,000 physicians in Canada, only 1400 have exemp-
tions from Health Canada to prescribe methadone for
dependence, and only 250 are members of CSAM-SMCA.
Additionally, there are 210 members of the American
Society of Addiction Medicine (ASAM) based in Canada,
159 Canadian physicians are certified by the American
Board of Addiction Medicine (ABAM), and 8 Canadian
physicians are members of the American Academy of
Addiction Psychiatrists.

There is an upward trend in Canadian Family physicians/
general practitioners (FP/GPs) who provide substance
abuse/addictions care. In 2010, 30% of FP/GPs reported
offering substance abuse care, increased from 27% in
2007 and 22% in 2004. In 2013, 4.5% of FP/GPs reported
having addiction as an area of focus of their practice, an
increase from 3.9% in 2010 and 3.2% in 2007+

ADDICTION EDUCATION FOR
PHYSICIANS IN CANADA

Despite the clear importance of this area of medicine,
one reason so few physicians provide care for those
suffering from substance use disorders is due to a lack
of training in this area. Undergraduate training on
Addiction Medicine topics in Canadian medical schools
is minimal to non-existent. Recently, psychiatric resi-
dency programs have been required to include a 1-month
rotation in Addiction Psychiatry, in the first year (PGY1)
and a half-day clinic in the fourth year (PGY4) over a
six month period, however, there are currently no other
Canadian residency programs that require any dedicated
exposure to Addiction care. While medical students and
residents may do elective rotations in Addiction-related
areas in a variety of settings and contexts, the vast major-
ity of new physicians graduate from medical school
and finish residency with minimal exposure to addic-
tion training despite caring for patients with addictive
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disorders. Therefore, most practicing physicians have
minimal competence with respect to the diagnosis and
treatment of Addiction. Limited options exist in Canada
for residents interested in fellowship training in the
prevention, diagnosis and treatment of substance use
disorders. The longest-standing fellowship program is at
the Centre for Addiction and Mental Health (CAMH) in
Toronto. CAMH and its predecessor organizations have
been offering 1-2 year clinical and research fellowships
in Addictions since the 1980s. The number of positions
offered at CAMH grew from 1-2 positions to the current
level of 4-6 fellowship positions per year, as funding and
number of Faculty increased. Up to three positions are
funded by the Ministry of Health and Long-term Care
(MOHLTC) of Ontario for family medicine residents as
part of the University of Toronto Department of Family
and Community Medicine (U of T DFCM) Enhanced
Skills Program. There are at least two positions annu-
ally for physicians in Addiction Psychiatry and these are
funded by CAMH. The program has historically attracted
Canadian fellows from many provinces as well as inter-
national fellows from countries such as Iran, Ireland,
Israel, Nigeria, Saudi Arabia, Tanzania, Ukraine and the
UK. Some of these physicians have remained in Canada,
while others have returned home to become national
experts and leaders in Addiction treatment. These physi-
cians have hailed from a variety of clinical areas includ-
ing family medicine, psychiatry, anaesthesia, neurology,
internal medicine, adolescent medicine, public health,
and emergency medicine. In 2013, the CAMH Addiction
Medicine fellowship achieved accreditation status from
ABAM, one of only 2 such programs in Canada.

There are two other Addiction Medicine fellowships
offered in Canada:

* St Joseph’s Health Centre (SJHC) in Toronto offers a
6-12 month fellowship for family medicine residents.
This program has one position funded annually by
the MOHLTC of Ontario as part of the U of T DFCM
Enhanced Skills Program.

+  New clinical and research fellowships are offered at
Saint Paul’s Hospital (SPH)/ University of British
Columbia (UBC) and are described in detail else-
where in this special issue.

For psychiatry residents, there are established Addiction
Psychiatry fellowship programs at McGill University,
Université de Montréal and at the University of Calgary,
in addition to the CAMH-U of T program. There are also
specialized training opportunities at the University of
Ottawa, and at UBC which offers its psychiatry residents
the opportunity to do the new SPH fellowship in addic-
tions in their fourth year of residency.
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Plans for additional Addiction Medicine training
programs across the country are in various stages of
development, but continue to grow. McMaster University
currently collaborates with Homewood Health Centre in
Guelph, Ontario to offer a 6-month third-year enhanced
skills program in Family Medicine focussed on addic-
tion and mental health with future plans to expand this
to a full one-year fellowship in Addiction Medicine.
There is a new third year enhanced skills Addiction
Medicine program planned at the University of Calgary
for 2015 and programs are being considered at the Royal
Ottawa Hospital (University of Ottawa) and St Michael’s
Hospital (U of T) in Toronto.

COLLABORATION IN ADDICTION

In Toronto, collaboration between the various training
programs to provide a rich variety of experiences for
fellows has occurred for many years. CAMH and SJHC
fellows in both Addiction Medicine and Addiction
Psychiatry participate in weekly educational seminars
together. Several cross-training experiences exist as
well. CAMH fellows complete a mandatory rotation
with the SJHC inpatient Addiction Medicine consult
service, TCUP (the Toronto Centre for Substance Use
in Pregnancy) and the rapid access clinic. Similarly,
SJHC fellows often complete a rotation at CAMH in
the medical withdrawal unit and in outpatient opioid
maintenance treatment. CAMH also offers weekly inter-
professional addiction rounds that are webcast interna-
tionally and has collaborated with Sick Kids Hospital
and the Ontario Medical Association’s Physician Health
Program. Recently, St. Michael’s Hospital has taken
the lead on coordinating monthly city-wide rounds in
Addiction Medicine that are becoming a popular forum
for the local Addiction Medicine community to network
and learn together. These various collaborations have
enhanced the quality of education for all involved.

COLLABORATION IN ADDICTION

Addiction medicine research in Canada has also been
growing recently. The federal government has begun
developing a new national consortium in substance
misuse research with the Canadian Research Initiative
in Substance Misuse (CRISM). This initiative will be
unique in that it will focus on translation and implemen-
tation. CRISM is modeled after the National Institute
of Drug Abuse (NIDA)’s Clinical Trial Network and
is jointly funded by the Canadian Institute of Health
Research-Institute of Neurosciences, Mental Health




and Addiction (CIHR-INMHA) and the National Anti-
Drug Strategy. The need for such a coordinated effort is
described in a recent analysis by INMHA for the years
1997-201 that concluded that “Canadian research centres
conducting research in addiction are somewhat isolated
from each other and that most collaborations arise from
personal relations rather than as elements of larger more
integrated entities. Intervention programs that are not
based at academic institutions are rarely linked to these
research teams; the lack of communication between
service providers and academic research teams limits the
relevance of intervention research and inhibits the trans-
lation and subsequent incorporation of best practices
into intervention programs.”s

CRISM has put a strong emphasis on collaboration, not
only between various research groups, but also between
researchers, clinicians, administrators and policymakers.
All proposals for funding under the CRISM framework
are required to have not only a Nominated Principal
Applicant who must be an independent university-
affiliated researcher but also a primary Service Provider
for substance misuse. This Service Provider is intended
to be a “knowledge user” who is likely to be able to
apply the knowledge generated through the research to
inform decisions about health policies, programs and/or
practices.

This exciting new funding opportunity has the potential
to significantly alter the Addiction Medicine research
landscape in Canada, largely due to its emphasis on
collaboration. The creation of CRISM has already gener-
ated much discussion among numerous research groups
regarding how to coordinate their efforts to make the best
use of limited resources.

CERTIFICATION OF ADDICTION
MEDICINE IN CANADA

One final initiative of importance underway is an appli-
cation to the Royal College of Physicians and Surgeons
of Canada (RCPSC) for an Area of Focused Competence
(AFC) Diploma in Addiction Medicine. This AFC
diploma application is a perfect example of the kind of
collaboration that is achievable in Canada. The applica-
tion is a joint project of leaders from the CAMH and SPH
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Addiction Medicine fellowship programs. The training
requirements in development are based on the curricu-
lums of both fellowship programs. While both programs
were recently accredited by ABAM, the future of this
American accreditation for Canadian programs is unclear
as ABAM looks to gain official status within the American
Board of Medical Specialties. Training certification from
a Canadian certifying body based on a uniquely Canadian
curriculum is vital to the growth of the field of Addiction
Medicine in our country. The proposed one-year AFC
diploma in Addiction Medicine from the RCPSC would
be open to physicians with primary certification from
the RCPSC as well as those whose primary certification
is from the College of Family Physicians of Canada.
Additionally, established physicians with extensive expe-
rience in Addiction Medicine would be eligible to apply
for this competency-based diploma without having to do
a formal yearlong fellowship.

One of the primary goals of this AFC diploma application
is to attract physicians from various backgrounds such as
family medicine, psychiatry, internal medicine, pediat-
rics, public health, emergency medicine and other clini-
cal areas to Addiction Medicine. To this end, efforts are
being made to engage physicians from all such clinical
areas to collaborate in the design and development of the
diploma program. Our hope is that all physicians work-
ing in the field of Addiction will ultimately be training
and working together in a coordinated and collaborative
fashion.

CONCLUSION

Despite the beginning of a significant wave of change
in the last few years, the field of Addiction Medicine in
Canada continues to consist of a relatively small but dedi-
cated number of clinicians, researchers, educators and
policymakers who are often working in relative isolation,
with limited national coordination.

Organizations and initiatives like CSAM-SMCA, CCSA,
CRISM and the growing number of addiction medicine
training programs across the country will benefit from
increased cross-sectoral coordination and collaboration
in order to advance the field of Addiction Medicine in
Canada.
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ABSTRACT

Will review the activities of the Addiction Medicine
Program Committee of the College of Family Physicians
of Canada which is actively involved in the enhance-
ment and development of educational tools pertaining
to addiction medicine. The Committee’s main focus is to
develop an up-to-date, national curriculum in addiction
medicine for Family Medicine trainees.

DEVELOPMENT OF AN ADDICTION
MEDICINE PROGRAM

In 2008, the Board of the College of Family Physicians
of Canada (CFPC) approved a Section of Special Interest
and Focused Practice (SIFP)1. While maintaining a
strong commitment to comprehensive continuing care,
the College also supports Family Physicians whose prac-
tices include special clinical interests or areas of focused
practice. The Section of SIFP now has over 20 Program
Committees representing members across the country
who have clinical practices or interests in a variety of
areas, including chronic pain, palliative care, child and
adolescent medicine, maternal and infant care, and
prison health, to name a few.
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In 2011, the Board of the CFPC approved the Addiction
Medicine Program Committee>. This Committee is an
active member of the larger Section of SIFP, and thereby
contributes to supporting all members with specific
areas of clinical interest. The main task of the Addiction
Medicine Program Committee, however, is to support
members who have an interest in serving their patients
with alcohol or substance use disorders or behav-
ioral addictions. The Committee supports members in
comprehensive care practices, as well as practices with
focused services in addiction medicine. The mission of
the Addiction Medicine Committee is:

Substance use disorders are a major cause of morbidity,
mortality and health care utilization in Canada. Family
physicians play a critical role in reducing the harms
caused by substance use, through screening and iden-
tification, counseling, pharmacotherapy, and treatment
of complications. The mission of the AM section is to
promote training and education of family medicine resi-
dents and physicians in the management of substance
use disorders, by advocating for sound public health poli-
cies and by facilitating networking within the profession
to achieve these goals.

Despite the burden of illness in Canada, with respect
to substance use disorders, many primary care physi-
cians often do not address, or do not feel comfortable
addressing addiction issues with their patients. Many
physicians currently in practice received minimal to
no training in medical school and residency in the area
of addictions. The Addiction Medicine Committee is
committed to the development of a national curriculum
for family practice residents to feel confident to provide
care for their patients with alcohol or substance use




issues. Amongst physicians in practice, are teachers
and residency program directors. Few academic Family
Physicians have expertise in addiction, making them
reluctant to address addiction issues in resident semi-
nars or clinical supervision. There is a clear need to train
our trainers in this area of medicine so that we may have
an adequate number of teachers who feel confident to
provide curriculum in alcohol and substance use disor-
ders to our resident trainees and medical students. The
enhancement of competence in addiction medicine
therefore involves both the development of curriculum
for family practice residents as well as CME/CPD for
practicing physicians.

ACTIVITIES OF THE ADDICTION

The Committee, or members of the Committee, have
been involved in a variety of activities to enhance
education in the area of addiction medicine. Here are
some of the activities, thus far:

1. Presentations at the CFPC Family Medicine Forum
meeting. This annual conference is attended by
over 10,000 Canadian primary care physicians. A
variety of topics have been presented, including:
office management of alcohol use disorders, urine
drug screening, pharmacotherapy for opioid use
disorders, cannabis use disorders, and smoking
cessation. This year, the Committee is participating
in several workshops on medical marijuana. The
titles for these workshops are: “Reefer Madness from
Cradle to Grave: Information on the new Canadian
Legislation for Comprehensive Care Physicians” and
“The Yin and Yang of clinical decision making before
prescribing medical marijuana”.

2. Assistance in the development of Canada’s Low-Risk
Alcohol Drinking Guidelines and the Screening,
Brief Intervention and Referral (SBIR) resource. The
guidelines are an updated and excellent office based
resource for adults, 25-65 years old who choose to
drink alcohol, with information about reducing
long-term health risks and injury related harms.

The SBIR is a web-based guide that offers a three-step
alcohol assessment and referral process, supported
by related on-line resources. The web site is available
at www.sbir-diba.ca, free of charge to health profes-
sionals to use with their patients.
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Canadian Family Physician journal articles. The
Addiction Medicine Program Committee has
been allotted four submissions per year to CFP
with respect to topics on alcohol and substance
use disorders. Several articles have already been
submitted and we anticipate publication by the
fall of 2014. Look for articles on primary care
management of alcohol use disorders, clinical
guidance in the authorization of medical marijuana
and youth substance use issues.

Development of curriculum fora national CME/CPD
course. The Canadian Society of Addiction Medicine
(CSAM-SMCA) hosts a Fundamentals course at their
annual meeting. This course is a one-day review of
the fundamentals of providing clinical care for alco-
hol and substance use disorders in primary care.
It is a very popular program that is unique in the
Canadian landscape of CME/CPD.

With the multi-year success of this program, the
CFPC Addiction Medicine Program Committee is
partnering with CSAM to further develop the curric-
ulum of the Fundamentals course with the hope
of translating this format to a provincial, and then
national College level for dissemination to all prac-
ticing physicians, not just those who attend CSAM’s
annual conference. We look forward, in the next few
years, to further developments and a final product of
a national CME/CPD product for training practicing
physicians in the area of addictions.

Contributions to CFPC working groups for core
competencies in family practice training. The CFPC
is presently reviewing and updating the core compe-
tencies in mental health and maternal and infant
care. Our Committee has reviewed and given feed-
back on competencies in these areas that pertain to
addiction medicine.

The Addiction Medicine Program Committee awaits
the planned focused review and update of the addic-
tion medicine competencies for family practice
training. We consider this the priority activity of
this Committee. We are committed to the develop-
ment and enhancement of skills and competencies
for residents going on to comprehensive care family
medicine practices and clinical settings.

Support for post graduate training in Addiction
Medicine. Several Fellowship programs in Addiction
Medicine for graduate family practice residents are
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offered across the country. At this time, there is no
CFPC approved curriculum for these programs and
no certification exam.

In 2013, the Board of the CFPC approved the award-
ing of Certificates of Added Competence (CACs).
As of July 2014, residents entering CFPC programs
in Emergency Medicine, Care of the Elderly, GP
Anaesthesia, Palliative Medicine and Sports and
Exercise Medicine will be granted a CAC in their area
of special designation, upon successful completion
of their program.

The future may hold the development of a curricu-
lum and a certification exam to support the granting
of CACs in Addiction Medicine.

7. Development of educational materials for College
members. The Addiction Medicine Program
Committee worked diligently with the Chronic Pain
Program Committee and other SIFP Committees to
develop the soon to be distributed guidance docu-
ments entitled Authorizing Dried Cannabis for
Chronic Pain or Anxiety: Preliminary Guidance from

REFERENCES:

1. The evolution of the CFPC’s Section of Family Physicians with
Special Interests or Focused Practices (SIFP) including all
Board-approved motions. Updated May 2013.

2. CFPC website (Accessed Sept 5, 2014): http://www.cfpc.ca/
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the College of Family Physicians of Canada.

8. Maintain a home page for Addiction Medicine on
the CFPC website. The page hosts information in the
news and medical literature on addiction medicine
topics, as well as a list of upcoming events. www.cfpc.
ca/Addiction_Medicine_Program_Committee/

SUMMARY

The College of Family Physicians of Canada remains,
as always, committed to the training and support of
family physicians in comprehensive care. The Addiction
Medicine Program Committee is actively involved in
many aspects of curriculum development and educa-
tion promotion to assist training and practicing family
physicians to feel competent providing care to their
patients with alcohol and substance use disorders as well
as behavioral addictions. The Committee also supports
colleagues and members with the development of skills
and competence for practices with a special interest or
focus in addiction medicine.
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ABSTRACT

Internationally, improving Addiction Medicine train-
ing has been identified as a critical strategy to improve
patient care. In British Columbia, a firm foundation has
been laid with didactic sessions and clinical exposure
in substance use disorders embedded into undergradu-
ate medical education and various residency programs
at the University of British Columbia. More recently,
with guidance from the American Board of Addiction
Medicine and experienced program directors interna-
tionally, along with financial support through grants and
donations, coupled with community input, an interdis-
ciplinary Addiction Medicine clinical fellowship and a
NIDA funded Addiction Medicine research fellowship
have been established.

Key Words: Substance-Related Disorders; Education,
Medical; Physicians; Medicine/trends; Quality of Health
Care

INTRODUCTION

In this article we outline the rationale and growth
of Addiction Medicine education involving commu-
nity input starting at the undergraduate level at the
University of British Columbia (UBC), through residency
and beyond to the new clinical and research fellowships
at UBC and St. Paul’s Hospital in Vancouver in the hope
that we can assist and inspire others working in the field.

Past research has described the substantial proportion
of the global burden of disease attributable to the use
of alcohol, tobacco and illicit drugs'. At least one in five
Canadians will suffer with a substance use disorder in
their lifetime and the estimated national cost attribut-
able to that substance use approaches $40 million annu-
ally>. Families, friends, employers, and neighbours all
suffer the burden of the disease. However, despite these
substantial health and social costs, there has been a well
described discordance between scientific evidence and
policy in this area3, with most of the financial resources
going to criminal justice activities that have not been
well evaluated+®.

Despite this allocation of resources, a growing range of
innovative tools have been developed that enable physi-
cians and allied health practitioners to identify, prevent
and treat addictive disorders. Unfortunately, while the
science of Addiction Medicine continues to progress in
leaps and bounds, the medical community has often
done a poor job of translating research into improved
care of these patients, as has been the case with many
other social care organizations. With the majority of
resources aimed at addressing the addiction problem
going to criminal justice-based strategies and effective
medical treatments not available, the medical commu-
nity must ask itself what role it has played in the past
and can it play in the future to affect change. The vast
under-training of physicians in Addiction Medicine has
not equipped them to adequately help their patients
suffering from substance-related disorders and patho-
logical gambling.

For instance, unlike virtually all other medical disci-
plines, such as cardiology and obstetrics, which gradu-
ate an annual wave of well-polished, new specialist
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physicians from residency and fellowship programs
based within Canada’s university-affiliated teaching
hospitals, until recently, there has been no fellowship
training program in Addiction Medicine in the province
of British Columbia (BC). As a result, despite the fact
that recent advances in addiction research have helped
identify effective new treatments, there are few skilled
physicians to prescribe them. Dedicated and caring as
they usually are, most Canadian physicians who consider
themselves Addiction Medicine specialists assembled
their knowledge about addiction treatment on their own
after completing their formal medical training through
reading and conferences without a standardized curricu-
lum or clinical supervision.

Outside of BC, a recent report from the U.S. National
Centeron Substance Abuse entitled “Addiction Medicine:
Closing the Gap between Science and Practice” high-
lighted the fact that most people with addiction in the
U.S. do not get treatment from a physician at all”. Rather,
much as in Canada, U.S. addictions care is often provid-
ed by “unskilled laypersons.” The report’s harshest criti-
cism is saved for the medical community. It states, “Most
medical professionals who should be providing addic-
tion treatment are not sufficiently trained to diagnose
or treat it.” Research by this same group has also found
that 94% of U.S. physicians “failed to include substance
abuse among the diagnoses they offered when presented
with symptoms of alcohol abuse.” Calling the lack of
training of physicians a “monumental lost opportunity,’
the report describes a “failure of the medical profession
at every level—in medical school, residency training,
continuing education and in practice—to confront the
nation’s number one disease.”

UNDERGRADUATE MEDICAL SCHOOL

For over 20 years the University of British Columbia
(UBC) has been a leader among other medical schools in
the country with 20 hours of Addiction Medicine taught
to undergraduate students as part of the Addiction
Medicine and Inter-collegial Responsibility (AMIR)
training blocks in first and second year. AMIR was
founded by Dr. Ray Baker and later directed by other
local physician leaders in the field. There are five sessions
of three hours in duration in first year and one in second
year. These sessions consist of an hour interactive didac-
tic plenary session and two hours of tutorial.

Where Addiction Medicine is taught, rarely do programs
get input from patients, their families and the broader
community about the issues affecting them. Thus, the
opening session for this undergraduate block of teaching
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is entitled The Human Face of Addiction. The plenary
consists of community speakers in recovery telling their
compelling stories to an auditorium full of first year
medical students in Vancouver and is live streamed to
the other medical student training sites throughout the
province. Next the students break into small tutorial
groups and a community member volunteer joins each
group for 2 hours sharing their stories and answering
questions. This plenary and tutorial is often not only
rated the best of their addiction training block but best
of their year. Understanding the disease from a personal
perspective helps to overcome myths and judgement
and builds compassion. The block contains subsequent
sessions on addiction as a brain disease with bio-psycho-
social-spiritual manifestations and treatment require-
ments. Other topics include Physician Health, Medical
Marijuana, and Smoking Cessation.

Other undergraduate schools at UBC have also embed-
ded occasional classes in Addiction Medicine including
dentistry, nursing, occupational therapy, and pharmacy.

Inaddition toundergraduate training, for the last16 years,
UBC Family Practice Residents in Vancouver have had
10-15 hours of interactive didactic Addiction Medicine
training in their academic curriculum developed and
delivered by one of us (LR). Topics from the undergradu-
ate curriculum are expanded on with a focus on assess-
ment, diagnosis and management. Detoxification proto-
cols and medications including agonist therapies are
elucidated. The needs of some special populations are
represented, for example pregnant women. And special-
ized topic areas, like pain and addiction, are presented.
Motivational Interviewing and other counselling tech-
niques are introduced. At the St. Paul’s Hospital site,
Family Medicine residents also are required to spend
one month training at an inner city clinic that includes
a methadone program, youth addiction services, and
addiction counselling, among other programs.

Over the last decade various other classes and front line
clinical experiences have been provided throughout the
province of B.C. by practicing Addiction Medicine clini-
cians and Addiction Psychiatrists to medical students,
medical residents from all disciplines, and to the public.

ST. PAULS HOSPITAL GOLDCORP
ADDICTION MEDICINE FELLOWSHIP

Given the rapid rate of research and knowledge expan-
sion in the field of Addiction Medicine, and the base of
eager learners developed at UBC and St. Paul’s Hospital




over the years, more education in the field was being
called for. Thus hoping to develop an Addiction Medicine
Fellowship in Vancouver, we visited Boston University,
the University of Pennsylvania, the Addiction Institute
of New York, St. Josephs Hospital in Toronto, and other
established training sites for mentorship and advice.
With a view to expand addiction medicine teaching at St.
Paul’s Hospital and UBC beyond residency in this way,
an interdisciplinary academic working group was estab-
lished with clinicians that selected rotations, wrote goals
and objectives, and wrote the application for certification
by the American Board of Addiction Medicine (ABAM).

Inaddition toanadherence to theclinical standards estab-
lished by ABAM, unique to the initial development of this
fellowship was community input through a series of focus
groups, community visits, and one-on-one meetings that
continued through the first set up year and the initial
implementation year. Key point and theme extraction
was done on the community member narratives (includ-
ing current users, people in recovery, parents, advocates,
and senior Addiction Medicine physicians). For each
theme and key point an action plan was developed to
integrate the needed learning into the curriculum. These
plans and actions were fed back to the community for
accountability and accuracy. This development work and
part of the curriculum implementation, as well as for the
undergraduate teaching in previous years, was financially
supported by grants from UBC and the Province of British
Columbia (Special Populations Teaching Initiative).

Early in this process a ground-shifting change occurred
through a $3,000,000 donation from Goldcorp Inc. to the
St. Paul’s Hospital Foundation, which enabled the mate-
rial manifestation of the St. Paul’s Hospital Goldcorp
Addiction Medicine Fellowship in its totality. Now in its
second year and certified for 6 positions by the American
Board of Addiction Medicine, the fellowship has fulfilled
the communal vision of an interdisciplinary one year
clinical training program. The focus is on training
physicians from Family Practice, Internal Medicine and
Psychiatry, while accepting applications from all other
medical disciplines. In addition, currently a six-month
position exists for an addiction nurse, training along side
the Addiction Medicine fellows. Being intra-professional
is another unique feature of the fellowship. Fellows are
immersed in exciting clinical experiences in key areas of
the field. The foundation of the program is eight weeks on
the busy multidisciplinary St. Paul’s Hospital Addiction
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Medicine Consultation Service on which rotation fellows
establish assessment and management skills for medi-
cally and often psychiatrically co-morbid in-patients.
Other core rotations include inpatient and outpatient
detoxification, inner city youth addiction and mental
health, residential treatment focused on women, chronic
pain management, severe concurrent disorders in an
in-patient setting, and community based addiction treat-
ment including opioid replacement therapy. In addition,
fellows obtain excellent academic training in the science
of addiction medicine (substance-related disorders and
gambling) through academic half days, stimulating jour-
nal clubs attended by staff, textbooks, and conferences.
The fellows explore ways to impact public policy, and do
advocacy and research projects. All fellows are encour-
aged to submit first author publications by graduation.
Through 2-3 blocks of elective time the individual area of
interest of each fellow is supported?.

In addition, the fellowship offers a weekend field expe-
rience with a northern First Nations community where
fellows and staff attend to listen and learn from members
of a community that have transformed great suffering
into wisdom. Fellow narratives of this experience will be
presented elsewhere?.

Recently we have had the good fortune to be part of a
groundswell of clinicians, scientists, and policy makers
who have submitted an exciting new proposal to unify,
standardize, and accredit clinical Addiction Medicine
Fellowships across the country through the Royal
College of Physician’s and Surgeons of Canada’s Diploma
program.

NIDA RESEARCH FELLOWSHIP
AND OTHER ADDICTION MEDICINE
LEARNING OPPORTUNITIES

Using the infrastructure provided by this new fellowship,
UBC has also expanded Addiction Medicine training
opportunities for medical students through the creation
of an Addiction Medicine elective as well as elective rota-
tions within the Family Practice, Internal Medicine and
Psychiatry residencies. There is also a mechanism for
Family Physicians in practice to get an additional 3 to 6
months of training in Addiction Medicine through the
UBC Enhanced Skills program. And finally for the first
time in Canada, St. Paul’s Hospital is able to offer 4 newly

19




wn
™
av]
—
e
<
o
o3|
=
N
o
-
N

created Addiction Research Fellowship positions spon-
sored by the US National Institute on Drug Addiction
(NIDA). This one-year part-time research fellowship
will add academic rigor to training and help advance the
science of Addiction Medicine and its integration into
clinical practice. Already two of the new research fellows
have entered the program after completing the one-year
clinical Addiction Medicine fellowship.

CONCLUSION

Ultimately, through the greater incorporation of
Addiction Medicine training into medical school and
residency programs at UBC, as well as the creation of
continuing medical education opportunities and inten-
sive clinical and research fellowship training opportuni-
ties at St. Paul’s Hospital and UBC, British Columbians
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ABSTRACT

Addiction is a common chronic brain disease that
affects a significant proportion of the North American
population. Addiction is not only confined to the use
of substances but also extends to behaviors such as
gambling. Many addicted individuals suffer concur-
rent disorders with chronic pain and other psychiatric
issues. This has resulted in significant harms and cost
to individuals and society. Despite the high prevalence
of addiction, physician training in this field of medicine
remains fragmented and lacking. This article outlines
the post graduate training opportunities to enhance
skills in Addiction Medicine and Addiction Psychiatry
that currently exist in Calgary.

Key Words: Addiction Medicine, Addiction Psychiatry,
Post graduate training, Enhanced Skills

The Enhanced Skills Addiction Medicine Program
in Calgary, Alberta (Family Medicine Post Graduate
Program Year 3)

INTRODUCTION

Addiction is very common among the North American
population. About 20% to 30% of the population smoke
and up to 10% abuse alcohol. Illicit drug abuse afflicts
about 5% to 7% and prescription drug misuse is increas-
ing rapidly to near epidemic proportions'. Increases
in opioid prescribing have simultaneously resulted in
increases of opioid abuse, serious injuries and overdose
deaths?. From 1991 to 2004 in Ontario, the mortality rate
due to unintentional opioid overdose increased from 13.7/
million/year to 27.2/million/year3. A prospective study

found the illicit users are more likely to use prescription
opioid than heroin#.

Among Canadian youths, 54.9% of students reported
drinking alcohol and 22% using marijuana during the
past 12 months. 14% reported the use of non-medically
sanctioned opioid pain relievers. 8.7% smoked cigarettes>.

The Alberta Alcohol and Drug Abuse Commission in
2005 reported that 80% of the population reported drink-
ing alcohol in the past year with 20% reporting drinking
above safe drinking guidelines as recommended by the
Canadian Center for Substance Abuse. 10% of current
drinkers estimated to 190,000 individuals have suffered
at least one type of harm. 14% of employees reported
moderate to heavy drinking and up to 10% admitted to
drinking during work hours®.

Despite the high prevalence, increasing incidence of
substance use disorders and their consequences to the
individual and society, there is at present no manda-
tory training requirement in substance use disorders
for Canadian Family Medicine residents. Most Family
Medicine residents, in either the office or the hospital,
complete their training without clinically experiencing
evidence-based management of patients with substance
use disorders. This has resulted in a current under repre-
sentation of physicians practicing addiction medicine
in primary care. This is reflected in the lack of physician
providers in areas like Opioid Agonist Therapy in many
provinces including Alberta.

The American Society of Addiction Medicine, whose
international memberships comprises of mostly Canadian
physicians with an interest in Addiction Medicine, only
has a total of 228 International members in 2013. The
Canadian Society of Addiction Medicine which is the
national organization representing Canadian health-
care providers with an interest in the field of Addiction
Medicine only currently has 342 members across Canada
with only 14 physician members in Alberta.

OBJECTIVES AND DISCUSSION

The University of Calgary, Department of Family Practice
has started an Enhanced Skills training year as a third year
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of training. This program was offered in the 2013/2014
academic year with one guaranteed position with the
option of expanding to two positions. The positions are
open to all graduating residents in Family Medicine across
Canada after two years. Physicians who are currently
practicing may also apply for re-entry into our program
although this is dependent on space and funding avail-
ability. We did not have any candidates last year.

The basic goal is to provide the family medicine resident
with enough enhanced skills in Addiction Medicine to
assess and manage patients with addictive disorders
and their consequences effectively within their future
comprehensive family practice.

The general objectives of the program will be to develop
appropriate skills with competency in:

1) The assessment and diagnosis of substance use
disorder and behavioral addiction with and without
psychiatric co-morbidity.

2) The assessment and management of the chronic
pain and substance use disordered patient.

3) The assessment of stage of change with the appro-
priate matching to treatment services.

4) The incorporation of psychotherapeutic manage-
ment involving brief interventions, motivational
interviewing, 12-step facilitation, and CBT/relapse
prevention.

5) The pharmacology of all substances of abuse includ-
ing medications to treat substance and behavioral
addiction.

6) The management of substance intoxication and
withdrawal, opioid agonist therapy and concurrent
disorders.

The program will be supervised by preceptors from
Family Medicine or Psychiatrists with certification or
special interest in Addiction Medicine/Psychiatry. The
rotations would include both inpatient and outpatient
settings working with interdisciplinary teams. Upon
completion of the residency, the candidate will have the
option to write the certification examination by either
the International Society of Addiction Medicine or the
American Board of Addiction Medicine.

We have opted to call our program an Enhanced Skills
Year and not a Clinical Fellowship. On completion of
our 12 month program, the resident would have gained
enough clinical skills and knowledge to practice in a
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focused area of Addiction Medicine. However our main
objective is not to train only physicians intending to prac-
tice Addiction Medicine solely but to provide enhanced
skills to family medicine residents in Addiction Medicine
to complement their comprehensive family practice. Our
program is only open to physicians in Family Medicine
and not to other specialties. The Department of Family
Medicine at the University of Calgary has tradition-
ally also not termed their third year as fellowships and
we are keeping with that terminology to be consistent
with the other enhanced skills programs. The College
of Family Physicians is currently offering Certificates of
Added Competence (CACs) in 5 special areas of family
medicine but Addiction Medicine is not yet one of them.
In the United States, Addiction Medicine is working
to be recognised by the American Board of Medical
Specialties and in Canada, there is initial work started
for Addiction Medicine to be recognised by the Royal
College of Physicians and Surgeons of Canada. However
these applications are still in the early stages and until
there is further clarity, we have opted to call our train-
ing program an R3 enhanced skills residency rather than
fellowship.

CONCLUSION

In summary, there is a definite lack of physicians trained
in Addiction Medicine compared with the increas-
ing numbers of people suffering from the disease of
Addiction. The University of Calgary Department of
Family Medicine has just started to address this problem
by offering an third Enhanced Skills Residency Program
starting in 2013. Interest in our program has so far been
low but we hope that with ongoing efforts to educate new
physicians starting at the medical school level through
residency that this will eventually change.

For anyone interested in our program, please visit our
website at: http://wcm.ucalgary.ca/familymedicine/
r3/addiction-medicine

Fellowship Program in Addiction Psychiatry

The new Enhanced Skills year in Family Medicine is
building on the faculty and experience of a one year
Addiction Psychiatry Program for psychiatric residents
and Fellows which has existed for the last 20 years and
has graduated specialists from Canada, Brazil and Saudi
Arabia. Please contact P. Burgess at Pauline.Burgess@
albertahealthservices.ca
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ABSTRACT

In the treatment of addictions, the contribution of
psychosocial practitioners in an interdisciplinary team
is significant. Effective public health interventions have
been led by concerted health professionals. Screening
for potentially addictive practices is necessary not only in
emergency rooms and in the offices of general practitio-
ners but also within mental health and addiction services
albeit the resistance of both medical and non-medical
practitioners to systematically implement such screening
procedures. Temperament and personality assessment
can help establish more tailored treatment plans. Given
that when treatments are compared with each other the
difference in outcomes is typically small and variable it
is suggested that successful interdisciplinary teams share
facilitative interpersonal skills. A group of concerned and
competent practitioners that complement their know-
how in an interdisciplinary team may be the optimal
solution to provide the help needed by patients through-
out the course of recovery.

INTRODUCTION

This paper describes the contribution of non-medical
health professionals in the treatment of addictions.
Its framework is borrowed from the landmark mono-
graph published by the National Center on Addiction
and Substance Abuse at Columbia University entitled
Addiction Medicine: Closing the Gap between Science
and Practice' (CASA). As its title indicates, the document
specifies the shared responsibilities of certified physicians
in addiction medicine and other certified non-medically
trained health professionals. We will thus present the
contribution of other health professionals during the key
phases of interventions in the field of addictions.

The postulate in addiction medicine is that addiction is a
brain disease. This key statement implies that neurobio-
logical processes, including biological vulnerabilities, are
involved in addiction disorders. However, this conceptu-
alization does not exclude the fact that the aetiology of
addictions may involve multiple psychosocial contribu-
tory factors. For instance, the lives of many of our
patients show that a history of alcoholism in the family
involves more than genetic vulnerabilities. In families in
which there was excessive drinking children never learn
to drink in moderation. There is a synergy between the
biological vulnerabilities that have been transmitted and
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social learning processes that take place during devel-
opment. In these families, nature and nurture are in
constant interaction®. In other cases, severe childhood
neglect and/or abuse can, in and of themselves, prompt
a self-medication response such as smoking, gambling,
overeating, alcohol and/or drug abuse. If these traumatic
childhood experiences go untreated self-medication
with potentially addictive practices can precipitate an
addiction. To quote Donald Hebb’s famous response to
a journalist, “genes and environments entwine in the
development of addiction as in the area of a rectangle in
which both length or width make an important contribu-
tion”. Corollary interventions with all addictions should
involve biological as well as psychosocial components.

PUBLIC HEALTH INTERVENTIONS

Prevalence rates of alcohol dependence, heavy smoking,
and obesity vary between countries, between regions in
a same country, and between rich and poor neighbour-
hoods in a same city?. Environmental conditions and
contextual factors constitute protective or risk factors for
addictions. Effective interventions for addictions begin
with public health interventions.

In many instances, in Canada, both medical and non-
medical health professionals have worked together
to elaborate and implement preventative programs.
Several Canadian success stories that are the result of
concerted efforts are worth mentioning. The develop-
ment of Canada’s Low-Risk Alcohol Drinking Guidelines
regrouped administrators, physicians, policemen,
representatives of the alcohol and hospitality indus-
tries, and scientists*s. For all involved, the common goal
was to increase protective factors (the promotion of a
culture in which drinking in moderation is the norm)
and to reduce risk factors (rendering socially inaccept-
able practices such as binge drinking and driving while
intoxicated). In another field of interest, it was a lobby of
mixed health professionals that fought together for the
prohibition of smoking in public places. It resulted in a
reduction of smoking in Canada. Similarly, the struggle
for protected injection sites was led by health profession-
als with different trainings. The success of these public
health interventions is inseparable from the joint efforts
of the concerned health professionals working together,
one for all, all for one.

In accord with the CASA monograph screening and
early intervention services should be provided in regu-
lar health care settings. The monograph also insists on
the multiple dimensions of addictive practices and their
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frequent association, giving special attention to smok-
ing. This integrative view of addictions is a major contri-
bution of the addictive medicine model. As is the case
in a pharmacological treatment, the effectiveness of any
psychosocial intervention can be affected by addictive
behaviours, a fortiori if these practices have reached the
clinical threshold, and even more so if these practices go
undetected.

In Canada, with the exception of emergency rooms
and visits to general practitioners, non-medical health
professionals deliver front line mental health and addic-
tions services. In public and private practice social work-
ers, clinical psychologists, and nurses should, and need,
to inquire about smoking, drinking, drug use, gambling
practices, and nutritional habits. When potentially
addictive behaviours are sufficiently intense to be consid-
ered a risk, concrete help should be offered to the client
within the service offered. Therefore, all psychosocial
practitioners should be capable of brief interventions
or brief treatments for addictive behaviours. If not, they
should be aware of the community resources capable
of delivering the service to their clients. This position
is beyond the addictive medicine model: screening for
potentially addictive behaviours should be a universal
practice in our country.

The American data presented in the CASA monograph
state that adequate screening does not take place in
most instances in the US. In the province of Quebec,
health authorities have made efforts so that screening
for mental health problems takes place in addiction
services and that screening for risky addictive practices
be systematically performed in mental health services.
Nevertheless, the implementation of these screening
procedures in public services is far from universal and
there are no data available for psychotherapy in private
practice. There are reasons to believe that the situation
in Quebec parallels that in the rest of Canada and the
United States. One can speculate upon the reasons why
these evidence-based practices do not take place. The
explanations are probably similar in Canada and the USA
and similar for medical and non-medical health profes-
sionals: lack of adequate training, organizational and
structural barriers to providing services, limited motiva-
tion in applying evidence-based addiction care practices,
financial limits for public services and limited insurance
coverage for private practice®. Ultimately, to quote Keith
Humphreys, psychosocial health professionals “do not
like to deal with the [addicted] people and do not feel
effective addressing the problem”, p. 2557. There has been
significant progress, but medical as well as non-medical
professionals need to improve.




ASSESSMENT
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TREATMENT

In addition to comprehensive history, validated tests are
part of the assessment procedure. In human sciences
many undergraduate university curricula include the
principles of test construction and assure supervised test
administration. As a result, most psychosocial practitio-
ners are enabled to administer, code and interpret tests
that are included in addiction assessment packages. It is,
in fact, one of the specificities of their professional train-
ing. In short, well-trained psychosocial practitioners can
and should conduct the psychometric segment of the
assessment and most importantly use the results in the
elaboration of the treatment plan.

The CASE monograph states that temperament and
personality are part of the assessment. The study of
personality traits has come a long way in psychology
since Allport’s seminal book in 1937 and it has remained
essentially an expertise of psychologists. Traits are
defined as the stable and recurrent modes of a person’s
behaviour, affects and thoughts. They are conceptualized
as “dispositions” or “dispositional constructs” and refer
implicitly to the behaviour of individuals in certain social
contexts®. The most frequently used test is the NEO PI-R*
and its authors, McCrae and Costa, maintain that these
personality factors have a biological basis, not affected
by environmental influences, a theoretical position that
does not reach consensus among scholars”. Similarly
to all complex personality inventories the analysis and
interpretation of the NEO PI-R requires training, super-
vision, and experience. If used with competency, the data
provided by that inventory can help clinicians better
understand the behavioural styles of their patients and
offer insights on the patient’s subjective experience of
wellbeing, on his or her conception of a good life. They
also provide insights on dimensions such as compul-
sive or antisocial traits. This information helps tailor
a treatment plan in tune with the patients’ personality.
It is useful, for instance, in making appropriate choices
in assertive training, relapse prevention strategies and
motivational interviewing, or any combination of these
clinical strategies. In an interdisciplinary treatment team
personality assessment contributes to better predict
certain problems and anticipate how to respond to these
eventualities. It is a key role played by psychologists.

The following will identify specific strengths of psycho-
social practitioners in the treatment process.

A RE-APPRAISAL OF THE SEVERITY OF
THE ADDICTION

Assessment provides an initial working plan to begin
treatment. In Canada, the primary dispensers of psycho-
therapeutic treatment are psychosocial practitioners. In
the initial assessment interview and in tests relying on
self-reports, patients struggling with an addiction may,
conscientiously or not, give the good, and not the real,
answer concerning their addictive practices®. In psycho-
therapy, while working on personal issues patients
may become aware for the first time of the deleteri-
ous impact of the addiction in their lives, as if the real
destructive nature of the addiction was revealed to them.
Connections between problems in their lives and the
negative consequences of addictions are made. Likewise
a more profound examination of certain behaviours first
perceived as conventional and harmless are reconceptu-
alised as damaging and destructive. Patients may also
become more aware and empathic about the worry and
problems experienced by family, friends and colleagues
because of their addiction. In the course of psychothera-
peutic work, the patient and the therapist proceed to a
reciprocal re-appraisal of the severity of the addiction.
An interdisciplinary treatment team could then estimate
it necessary to proceed to a re-examination of the treat-
ment plan and its duration, with or without new deci-
sions concerning the pharmacological treatment.

TREATMENT STRATEGIES

Non-medical practitioners play a key role in evidence-
based treatment of addictions. As mentioned previously,
they are the principal dispensers of treatment in Canada.
This paper cannot review the vast literature on evidence-
based treatments for alcohol, drug, tobacco, and obesity
addictions. The task would be impossible, and compari-
sons between addictions may not be scientifically feasi-
ble. The question under study in this paper needs to be
narrowed down.

The data on evidence-based treatments for substance
use disorders pose interesting questions in reference to
the role of all practitioners in the treatment of patients
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addicted to substances. Large multi-site studies have
been conducted and the results have been made available
to the research and practitioner communities. Several
secondary analyses and commentaries of these data
banks have been published. Project MATCH compared
three behavioural treatments. The UK Alcohol Treatment
Trial examined the effectiveness of social behaviour and
network therapy with that of motivational enhancement
therapy. These studies did not find that one approach
was superior to the two others3“. The COMBINE trial
examined pharmacological treatment alone, behavioural
treatment alone and a combination of both. During
treatment the two groups that had received naltrexone
or had received a behavioural intervention, with placebo
pills and medical management counselling showed the
best outcomes. One year after treatment, these between-
group effects were similar but no longer significant>®.
In addition, there are multiple studies from numerous
treatment services, including six conducted in Quebec
that show that patients, as a group, improve whatever
the psychosocial treatment strategy. In these studies,
the main predictor of treatment effectiveness was the
patient’s status at intake (the severity of dependence and
the psychosocial status)7*. A recent paper by Miller and
Moyers" summarizes the issue: “Even brief treatments
are consistently found to be better than no treatment,
but when bona fide treatments are compared with each
other the difference in outcomes is typically small and
variable. The relative advantage of one treatment over
another is often so small as to be of little clinical inter-

est.” (p.9)

From the current available data on treatment effective-
ness, it is impossible to claim that the magic bullet for
the treatment of alcohol addiction has been found. To
state it differently: there is no evidence that one thera-
peutic approach, in the long term, is significantly more
effective than another. In their paper Miller and Moyers
claim that more attention should be given to larger inter-
personal factors and the programmatic context in which
services are delivered. Their remark probably holds true
for other addictions as well. Najavits and Weiss expressed
these concerns 20 years ago®. Factors such as therapeutic
alliance, readiness to change in patients, and contextual
variables of the patients’ life have now been studied in the
mental health and substance use fields**°. The quality of
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