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Foreword

A systematic and intensive study of medical education in alcohol and drug abuse is relatively
new. As national awareness of the medical problems resulting from alcoholism and drug abuse
has grown during the'past decade, medical educators, practicing physicians, treatment pro-
gram staffs, clients in treatment, and others have drawn attention to the nsed for training
physicians to recognize, diagnose, treat, and properly manage patients with substance abuse
problems. With the establishment of the National Institute on Alcohol Abuse and Alcoholism
and the National Institute on Drug Abuse, a career teacher program was develojped. The
purposes of the program have been to educate medical school faculty for a teaching career in
drug abuse and alcoholism and todevelop medical school curriculums in the field. A significant
indication of the growing interest in medical education in substance abuse has been the
formation, by carcerteachers and colleagues from their medical schools, of the Association for
Medical Education and Research in Substance Abuse (AMERSA). This volume is the first ofa
series of publications in which career teachersand members of AMERSA will collaborate. Itis
offered to the medical educator in the hope that it will be a valuable resource in considering
some of the issues involved in preparing physicians to treat drug or alcohol patients and their

families.

James F. Callahan Jeanne Trumble
Deputy Chief Assistant Chief
Manpower and Training Branch Training Branch
Diviston of Resource Development Division of Resource Development
National Institute on Drug Abuse National Institute on Alcohol Abuse and

Alcoholism
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Introduction: A Perspective on Alcohol
and Drug Abuse in Medical Education

Marc Galanter, M.D,

This book presents the “state of the art” of Ameri-
can medical education inalcohol and drug abuse. It
provides both a historical and a centemporary
perspective on this important issue at a time when
the Amenican public and the medical profession
have acknowledged a responsibility to treat these
serious muitisystem illnesses. It also jncludes valu-
able educational materials recently developed for
this field.

This book is the culmination of 4 years of collabo-
" rative effort among the medical school faculty of the
Career-Teacher Program in Alcoho! and Drug
Abuse. This program, established in 1971, is sup-
ported by the National Institute on Drug Abuse
and the National Institute on Alcohol Abuse and
Alcoholism. Since 1976, the career teachers have
worked together under the organization they estab-
lished, the Association for Medical Educationand Re-
searchin Substance Abuse(AMERSA). AMERSA
was opened to other medical faculty in this field in
the year afier its inception.

Under the career teacher program, a number of
*_projects were carried out to define the scope of
education in the addictions and to implement more
effective teaching. The results of this work are pre-
sented here in two parts. The first part contains
- reports, curriculums, and survey data prepared for
-the medical education community. The second part

is the Proceedings of the National Conference on
" Medical Education in Alcohol and Drug Abuse,
_:'held in' November 1977. It draws on the work of
_career teachers and their colleagues and reviews
_: ' major :ssucs in this field.

Thc book bcg'ms with the report of a national sur-
. vgy evaluating the state of current teaching prac-

tices in substance abuse in all American medical
schools. Alex Pokorny and his associates have con-
ducted a carefully conctived and thorough study,
which allows us to define future progress by the
specific standards of current achievement. This is
followed by a review of the development of the
career teacher program in its historic context.

An ensuing section deals with specifics of curncu-
lum. *Curriculum Objectives™ have been developed
by a committee of the career teachers-chaired by
Donald 1. Davis. They represent a distillation of the
knowledgeand skill areas related to substance

" abuse which the physician should master, and they

serve as a useful outline for preparing curriculum.

A model program which uses these objectives, a
“Course on Alcoholism for Primary Care Physi-
cians,” was developed by another committee chaired
by George Jackson to jllustrate specific teaching
techniques which may be employed. After this
chapter, Charles Buch wald describes theample
educational aids available in this field.

The need for measuring change in attitudes is of
major importance in substance abuse education.
On the basis of another working group, both the
instruments used and resylts in a study assessing
medical attitudes toward the substance abuser are
presented. This material, developed by John N.
Chappel and Ronald $. Krug, allows for the
sequential study of changes in student and graduate
medical groups. The final part of the first section
presents examination techniques developed in a
joint effort by the career teachers and the Nationa!l -
Board of Medical Examiners. John B. Griffin®
work with his associates on this project hasallowed
fora more prommcnt role of substance abusein the
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board examinations. Their material is also now
under consideration by meédical specialty boards
for iuclusion in their examinations. This work may
be particularly vseful. since policy in the profes-
sional examinations is highly influential in deter-
mining medical curriculum.

The material described was drawn together priorto
the National Conference on Medical Education in
Alcoholand Drug Abuse. Thatconference was
established by AMERSA (o strengthen communi=
cations among workers in this field. It was held in
November 1977 in the hope that it would serveas a
focus for growth of gur working group. The pro-
ceedings, which constitute the second half of this
book, reflect the excitement and controversy inher-
entin the conference. Over 200 physicians gathered
to discussissues of mutual concern, issues for which
only a limited forum had been previously available,
Most of those in attendance had worked diligently
in the face oflimited support and often active oppo-
sition to develop curriculums in the area of addic-
tive diseases. They felt strongly that a united effort
reatly enhanced their oppottunity for suceess.

Ernest Noble, Director of the National Institute on
Alcohol Abuse and Alcoholism at the time of the
conference, delivered the keynote address which
documents the statys of Federal programs ata time
when there had been considerable expansion in the
scope of research activities. He also indicated
avenues that the Institute planned to pursue, with
increased primary prevention being one major
thrust. Dr. Noble helped to put the conferenceina
broader public health perspective and urged those
attending to reflect on the relative investmentof the
Federal Government in their activities in the field of
medical education.

The principal talks of the plenary sessions of this
conference were reviewed and edited by our edito-
rialboard. These proceedings consist of two debates,
two status reports, and illustrative career teacher
programs. The first debate, between Benjamin Kis-
sinand E. Mansell Pattison, focuses on defining the
appropriate clinical role for the physician in rela-
tion to alcohol and drug abuse. The relative benefits
of training all physicians to assume care for such
patients are presenied. Similarly considered is the
option of limiting the physician’s training to tefer-
ral of such patients to specialists in the addictions.

12

A second debate examines whether medical educa-
tion has focused {¢0 much on the adverse conse~
guences of the nonmedical use of psychoactive
agents. It asks, in ¢ffect, whether the physician's
responsibility is {5 emyphasize considered warning
of the dangers of addictive illness, a position sup-
ported by LeClair Bissell. Alternatively, should
physicians serve simply as educators forthe sensible
and appropriate use of psychoactive agents, as sug-
gested by Norman Zinberg? T his attitudinal issue is
a very important one, since the substance abuse
educator may set the tone for students’ responses
toward drug use among their patients and toward
drug abusers in general.

Alex Pokorny and John E. Fryer reviewed major
points from their national survey, which is pre-
sented in the first part of this book. They provided
interesting insights into the condyct of this survey
and their dealings with medical faculty from the
various schools.

As stated above, the career teachers were provided
with an invitation by the National Board of Medi-
cal Examiners to develop questions in the field of
substance abuse. At the conference, David Smith,
director of the beard, and John B. Griffin, who
chaired the committee for the career teacher group,
reviewed the status and import of their work. This
complements ¢heir report on this issue in the initial
part of this book.

The final section provides an overview of the type of
activities undertaken by the career teachers at their
respective campuses. George 8. Tyner, forexample,

gives a perspective on substance abuse education

from the office of the dean, since he was a career

teacher while serving as dean of the medical school

at Texas Tech University. John N, Chappet and

Ronald S. Krug present reviews ofa survey that they )
undertook on student attitudes toward the subr .~ .7:
stance abuser. This, too. is an update and summa- - .-
tion of materialin the first half of the book. JohnE.

Fryer presents an analysis of the communications
structure in his school, asplayed outinthe handsof -
figures such as the department chairperson, who -
maintains control over much of the cutriculum time
He provides a lesson in navigating the various -
committees on curriculum and thedirectorsof -
training in order to institute changes in substance -
abuse teaching. o ST




: :eaehere were actively engaged
ing the course of their grant penods.
_Iey studled changes in motllity in

_nl(e'h'ﬁe:t'h Wllhams, whose long ex-

| Mybfteehmques useful to medi-
this field.: Although such work is

eehoois have progressed from virtually
tional activities in this field to modest but
ed cutticulums. As récently as a decade ago it
was hle_vn_i to !;pagme alcoholism and drug abuse as

. _mﬂiobi.ibﬁbﬂ--

.standing of their counterparts in cardiology, surgi-
“cal specialties, or child psychiatry: Nonge ethele'

iga__l eol_lgboration -with-Alcohoiics -

~-standard components in:appropriate clinic
departments. This now exists on many campuses
may_seem unlikely that established postgradua
medical fellowships in the addletlons can have the

such’ fellowshlps are already being developed.
Medical students lnstrueted by members of 1l

_career teacher programat its ineeptwn havealready

approaehed the house staff on their wards, asking.  _
what treatment was available for addicts hospital- .
ized for sequelac of their illness. These studentsare
now themselves membersofthe house staff, We see -
them-expressing greater concern and respeet for -
this major clinicalissue. Many house staff members -

have also been instructed by other medical faculty

"who. have been active in this field for many years.

All these members of the medical training hicrarchy --
now refiect changes generated by medical educators
and by programs which have sensitized the public =
to the importance of alcoholism and drug abuse, lt o
is a time for eomlderable optlmiem.

AUTHOR

Marc Galanter isaffiliated with the Albert Einstein" -
Coliege of Medicine.
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'-'Th.ls is 8 report of the principal findings of a survey of

o in’1976; This report concentrates on the positive or
signdicant f‘ ndings. Indmdual medieal and osteopathic

rug abusa and alcohiolism has been generally scanty
and_madequate It hasnlso been. nowd thatin lhc course

_ved deﬂdencles in medical éduca-

mIJOr fﬂVie f sub
edical schools were tle 5t7 yem 8go. ln 19?0 8

lcohollsm teaching in schoois of medi-

* tional Institute on Drug Abuseand by grant No. TOl." i

ment of tha Career Teacher-

- reviewed ‘in a 1972 Macy Conference,’ wrth-somc
participants drawn from the basic scies

_agencles profess:onal assocnauons,_ and the pharmacew

conference sponsored by the National Council on Alco-
holism rcwcwcd lhc situation regardmgtralmng in
alcoholism (1).” e e

“This study was supported by grarit No. DA00061-05- - =

awarded to Baylor College of Medicine by the Na- - .. -

AAQ7086 awarded to Dr. JohnE. Frycr by the Nauonal
Institute on Alcohol Abuse and Alcoholism, -

Theconfcrencc report stressed that alcoholismisa-
major cause of medical and psychiatric pathology and..

that it has been called the No. 1 public health problemm

the United States. Despite this, tcachmg rcgardmg
alcoholism has been neglected in medical schools. Orie” .
chapter of the conference report described the curticu- '——--
lums of various rnedlcal and osteopath:c schools repre- - -
sented by conference participants. The’ descnptwns '
indicated considerable variability between schools, with
clinical facilities and affiliations frequently detenmmng

the amount of teaching in the field, The reportalso -

- commented on the reluctance of cusriculum committees; "

10 assign sufficient time to alcoholism education; it sug-—. -
gested as possible reasons a defeatist atntudc and L
emotional reactions of comm:ltee members

The situation regarding subslance abuse teachmg was -

departments of medical'schools, from Federal a.nd Stat

hc




wofold role for : 10 eqt
propriate knowledge and skills, and (2) to

of iatrogéfiic drug abuse. The report

; appropriate clinical facilities, and the
following curriculum:’ : :

Year 1. Exposure to concepts eonperiﬁng alcoholism

and.drig depéndency.”
Year2.,Detailed teaching on pharmacological aspects
and medical oology,

Year 3. Ex
clinical rotations.

Year 4. Suitable clectives for students who wish to
“““study the subject in greater detail.

The:Macy report also recommended that medical
schoois offer continuing education courses in substance
for practicing physicians. Participants agreed that

. drug and alcohol abuse are major medical and social
«-problems.and that physicians have a-responsibility to
-~treat-them-They agreed that core curricultm time

presented af the Macy Conference, and later
sepamtely, Dr. Basry Stimmel outlined an
Aicuium in substance abuse (3). Dr. Stimmel
ibed. a 4-year, integrated, interdepartmental cur-
'which: required courses provide the stiident
with & core of knowledge, and multiple elective courses.
8ffer the pportiinity to study the subjéct in iore détall.
: uded an excellent review of topics that need to be
Teovured, cotiises and departments that .might be ine
" volved, and teaching methods that have been suceessful.
~ 101972, thé AMA Council on Mental Health issued o
_potition paper declaring that the “need for effective
nedical education on the use and abusé of drugs . . . has
tly: been focused to a point of urgency” (4). The
paper stressed the ‘tecent increase in drug abuse and

0 legal, moral, economic, and social questions,
time, many medical schoois were revising their
Surriculums to offermore opticns, and the paper suge
gested”the_use ‘of experigntial teaching in the area of

" ALCOHOL AND DRUG ABUSE IN MEDICAL EOUCATION

ho ugh sho;‘ton dgtaus. the report of this conference - -
Was an eXcellent summary of the issues, 1t presented g
medical education: (1) to equip physi-

Pifi the next generation of doctors a capacity for
.community leadership in this area. It also drew attention

e model program which would  include g -
progeam director,

- E‘M;Eidm_dfmndﬂ-ﬁcy_in.aphmpﬁam .

iand pointed out that such problems were

- 8 . .
16

..sub_s'l.éﬁcc abuse. It also suggésted that acumculum
should include these elements: (a) A unifying concept of -

behavior; (b) teaching about the broad spectrum of - .
pharmacclogical agents involved; (c) systemitic critical: -~

analysis of the research literature: (d) the status of pub
beliefs and attitudes toward substance abuse; () demno-
graphic considerations: and (f) & review of the common

customs, self-medication, self-expression
exploitation, and iatrogenic drug abuse.

A studerit perspective editorial in Privare Practice stated.

that medical Scheols have no unified approach to - -
training" physicians to treat sléoholics' (5).- The ~
writer described one medical school in which seconds - .

year students received four lectures onalcoholjsm—
three from the department of psychiatry and one -

from the department of neurology. During clinical .

rotationsin the thifd and fourth years, the students -
encountered manyalcoholics who were being treated
for other disorders but not for the underlying prob«

leim of alcoholism. The writer noted that psychiatry =
. seemed to deal more directly. than  other depart-. - =

‘mgnis ‘with alcoholism but did not cover-the con-

of public ™ k

routes 1o development of drug abuse, including social -
» criminal

e

comitant medical and surgical problems. He thérefore . -

fecommended comprehensive didactic and clinical

instruction on alcoholism in all medical school curricus- -~ .
lums, Hestated that medical schools need to train physi~ -~ _

cians to fulfill the major responsibilities they will have
regarding management of alcoholic patients, including

treatment of the chronicalcoholie, In addition, “medical

schools must strive to inculcate in the physician an

~ attitude of compassion toward the slcoholicpatient,” -

These several reports were therefore in agresmient that . -~ -
of substance gbuse has . - -

medical education in the area
-been inadequate. -

Some reviews of substance abuse training for
related professionals have been made. In a study spon« _
sored by the Drug Enforcement Administratior, the

American Association of Colleges of Pharmacy "
(AACP) surveyed the status of drug abuse education in

pharmacy schools (6). The AACP asked each phiarmacy . .-

school to list substance abuse courses offered oniy to- |

pharmacy students, courses for pharmacy and ‘other =
students, courses for educators, continuing education o
programs, andextracurricular activities. Thereport I

indicated fairly widespread activity in ‘the'schools,"as
Well as rapid expansion in substance abiise cdu
.tion at the time (1972). ’ e




amoumandtypeofmsuuctwnthcyhadremvedm

;sgmﬁean't numbers of trainees had received little orno

mstmcuonmthssam.Thoscwho had received instruc-
:tlon had. rrcewed it mainly dunng the psyclnatry
rotanon. R .

;Tﬁéﬁﬁﬁi'iom; li{stitu;e of Mental Healthannounced the

‘Career Teacher Programin Alcohol and Drug Abuszin
‘Déecembeér’1971. The program, sponsored by the

“Nationial Institute on Akoliol Abuse and Alcoholism

-and the Division of Narcotic Addiction and Drug
Abnsc (wluch “fater became the National Institute on
-Drug Abuse); was designed to help medical school
“faculty members develop ¢ expertise in narcoticaddiction,

idrug abuse, and alcohol abuse. A selected faculty
'membcr,supporwd by a career teacher grant, would be
-abletospend 1 103 years studying all facets of addiction
“and lts'treatmem ‘Following a training period, the ap-

“pointec would désign a curriculum for medical and other

-students and make his/ hersubstanceabuse expertise

~available to the unmrs:ty The objective of this fraining
wastomeaseand mprowsubsﬂmcabuseedlmuon

pnal lnsmﬁtc on Drug Abuse assem-

+ bled a task forceto reconsider the initial objectives of the

programandtosuggestaddmonalwayso{acmvmg
those : objectives. The task force, whichincluded career
hers__and Jepresentatives from the training centers,

(i

‘corlmilltee NIDA, and NIAAA. hcld a

- TEACH!NG DRUG ABUSE AND ALCOHOLISM - -

P. Burkh tersent quesuonnmres to175 reglstcred'- " The task foree also made these decisiom regamdmgthe

numuatalarge&hfonnahospna]ashngabomtlw .
1. The sample wouid be 100 percem of US. madwal

. dental schools, 50 percent of physician’s assistants train- .

' PROCEDURE - L

FINDINGS

of the_ quesuonnasre ‘would be verified bysite Complelion Rate

survey:—. . . S

schools, 100 percent ofosteopathy schools, 25 percem of

ing programs, and 50 percent of the genera!:st nurse” .

. practitioner training programs. Pharmacy schools wcn:

excluded because they had recently been survcyed
2. Each school—even those with a career teacher—
would be approached through the dean. The task foree -

“hoped that the dean would provide greater support for—r.. —

this inquiry throughout each medical school and that
this method would mcreasc the oomparabﬂny of the .
answers. -

3. Individual ‘schools- wouid not be identified in-the -
survey report,

4. For baseline purposes, we would make use of all
available information, such as that presented in the
AAMC curriculum directoriesand theannual JAMA
reports on medical education in the United States.

TheBaylor Career-Teacher Trammg Center accepted )

"~ résponsibility for completing the survey. Staff members - L
- ._fromthe training center developed. apilog questionnaire - - -

which was mailed 10 three Texas medical schools. On -

) thehasrsoftheuresponsesandquesuons we revised - -
- portions of the questionnaire. Ambiguous wording was. _.;;

not detected during the local reviews or during the pﬂot

‘survey. ‘As a result; we could not reliably dlsunguxsh -
- between the time spent on alcoholism and thetime spent ~*. "

on drug abuse and will mostly report these together.
Thequmuonnauewasmaﬂedtoeach medmlandoste— - C

- opathy.school in the United States in November 1975.

In April 1976, we sent a followup letter 10 ‘éachi non=" "
responding school, and in July 1976, we sent a second

Jetter to those schools which still had not replied. Later -

we worked through carcer teachers, other friendson - - - --
medical school faculties, and through personal visits 10

push the completion rate to 90 percent.

The completion rates as of April 1977 were a.s follov.s
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~ ALCOHOL AND DRUG ABUSE IN MEDICAL EDUCATION.

Percent

105/117 %0

39/42 93

66/78 88

athy sch 9/9-- 100
o_tal:d.:f_"._ - N4l126 o0

VﬂiﬁmﬁonThrough Site Visits

verify-the acturacy of qiiestionniire réplies, Dr. John

Fryer, the career teacher from Temple University, took

the nmajor responsibility for this and visited 10 schools,

Dr.Alex ‘Pokomy, “codirector’ of the Baylor Career
Teacher Training’ Center, visited two schools; It was
: : concluded that, in their replies to the questionnaire, 10
"~ of-the-12-schools had, given dequaie and accurate
- - descriptions of their teaching in drug abuse and alcoho-
- lism. One school kad-underestimated such teaching,
. mainly becausé the Personcompleting the questionnaire
was not aware of certain relevant teaching. Another
_school appearsd 1o have overstated lts substance abuse

accurate indicatof of the &mount of substance abuse
fucation being provided.

Medicalachools
‘The:105 medical schools that replied to the survey vary
greatly in age, size, size of city in which located, ete, For
" ‘purposes of analysis, we grouped the 105 schools as
- follows: ' o

Number of
S schools  Percemt
(a) Section of country:
U7t Northeast 47 45
- Southeast - — - e I8

- West (of Missisippi River) » 37
 (b) City size: '

< +100,000-500,000 % 3
.~ Over 500,000 40 38

{0) 'Fol_l!:i:ding_datea:?_

g
8

Asplanned a sample of medical schools was visited to

ucation. We concluded that the questionnaire wasan

‘functioned fully as career teachersalthough funded _ ...

" We obtained information on both-required ang

- rately because they have different implications

- Number of :
T o 3(‘!!0_013 j_"&rcen;.
(d) Ownership:2 ST S
Public . - Y - SN ) A
" Private © 41 “39 . -
(¢} Ist-year enrollment (1974-78):3 R
41-120 I
121-330 4 -
(1) Total enroliment (1975-76); 2 N
Under 400 35 = T
400-599-- - - - - - g T40 o
600 and over 28 2%
{g) Career teacher in the
addictions = - Cee s
Have current or previous Ce. oIz
career teacher 39 37
Have never had a
career teacher 66 63 -

'Baded o informaion from Stotistical Absiract of the Untied States, 1975,

*3a40d on Information from che 1973.76 A AMC Direcrory of Medicat Eucarion, .o

#Based oniinfarmation from SAMAS 73:h Annuad Reporton Medical Educationtn - -
the United States, 197473, : -

(We included as “career teacher”schools thres med- - !
ical schools which have had faculty. members who - -+

from other sources.) - — - - e T

Hours of tuchiﬁg'and number of courses in - -
subatance abuse - .

elective learning experiénces in substance abuse
For purposes of reporting, these are handled sepa

Reguired activities are minimallysatisfactory-* .
teaching exposure—activities the . medical school - - =
requires of each graduate. Since these coursesare - -
taken by each student, it is meaningful to report. . . -
average hours of teaching per school, department, )
and student, -

Elective activities reflect the richness of the cu rricu- -
lum, the opportunity to pursue a line of study in
depth. We mustrecognize, however, that these are

offerings, and many an elective is neverchisen:It is.
not meaningful io speak of tota! hours of electives”
per school, student, or departtient. We attetipted
to remedy this by asking how maj
each elective during the past-year; unfor
many respondents did not supply this informatior




'T erefore, the number of courses is our best avail-
able measure of the elective program since it issome
indication of the variety of opportunities that stu-
fdems ha\re to pursue subsuncc abise education in

A verm honn of m;ufnd reacldng in substance

from - zero .t° 126. The distribution is shown in
____-:table l

?'"“"_' e T_ABLB \.~—Required substance abuse hours

-

B'q:::i:':‘:::"“ Number of schools Percent
-0 - 9 9
L o 1-7 i7 17
I g-16 25 25
' 17-37 25 25
. 38-126 26 25

_ ~- -Table 2 présentsthe number and percent of schools
: with required courses containing teaching on sub-
stance abuse,

" TABLE 2,—~Reguired substance abuse courses

-~ = -Required voursts
containing substance -~ Number of schools Percent
_-abuse tesehing
- , 0 9 9
C1-2 18 17
T L. 34 26 25
- 7-17 . 24 23

.-~ .. For the 102 medical schools which gave informa-
-2 °7 tion on this point, the average hours of required
instruction by departments are shown in table 3.
(Departmeml whnch average less than 0.1 hour
. ommed.) e .

fective :coimes in sub:tance abuse. As discussed

pfeviously, it is more meaningful to discuss electives -
in terms of number of courses rather than numberof

hours, The rng_dwal schoo] offerings of electwel in

| TEACHING DRUQ Aausé Aﬁb ALCOMOLISM - -

-atbuse.-The-required substance abuse hours range.

" dealt with alcohohsrn or dnlg abuse. or both, F

TABLE 3. ——chm‘red subsrance abuse hours"

by deparfmem‘

Basic nience depﬂnmenll “:‘::::5“?:':‘;?"“:
Pharmacology 47 _
Pathology : B 1S D
Community and environ- T

mental medicine 8

- Preventive medicine 6
Biochemistry 2
Forensic medicine N

- Medical humanities - .l .

Total, basic science departméms 7.6
Clinical science departments

Psychiatry 12,0
Medicine 34
Neurclogy 8

Family practice 8
Anesthesiology 4
Pediatrics 22 )
Surgery .

Total, clinical science N ,,_;'
departments : 1.7 - -

Interdisciplinary or mulidisciplinary __4

Overali total 25.7
TABLE 4.— Elective substance abwel -
teaching activities - .
su:&::‘:;‘::::;: Number o-t'ii'.'l};o]s 7 l"thr;cﬁt_.j
0 38 TR
| 27 |- T
2 20 ) ||
3-.10 21 ’ 20 o

We also asked how many students had actually
taken these elecuves, with the results presemed in

table 3,
Even if we assume that all of the “niot reported"

_substantial student interest in the submance abusc

areca, i

Alcohollsm teaching vs, drug nbuse reachfnx. We
asked respondents to indicate whether each, courge_




= E!ecl!ve subsmnce abuse teackfng
vmes. Number qf students mroh’ed

Number ¢f eaurses Percent
______ - 4 2
; . 25 15
RN LI 32 19
- 15-35 33 20
:'O_\Fer35 : 30 18
,._Number not reponed 4! 25

i3l courses—both requircd and eleetwe—-!he
T responses are as follows:

Number of
- courses Percent
‘Drug abuse only 54 8
. Alcoholism only 124 18
- - ~Both : 522 75

~For requ!red cou rses, the dnstnbuuon 15 almost the

“same; 81 percent of the required courses deal with

both dnsorders

”between alcoholish and drug abuse, we cinnot
ly.determine total time for alcoholism or total
< time for drug abuse. Therefore most of our report
w;ll be¢ in terms of substance abuse, which includes
both. L T

Submmee abuse eteaching mpercentaxe qf reguired

cwra‘cuhtm ‘For_each of 97 medicat schools, we
““caléulated the required hours of substance abuse

instructnon as & percentage of total required hours
. . The percentage ranged from zero to
3, "with a mean of 0.6 percent.

- Departments Involved

“The trend for departmental responslb:llty in sub-
;_stance abuse seems to°be running counter to the
“recommendations of the 1972 Macy Conference on

Medical Education and Drug Abuse, The confer-
-enee report ‘questioned the efficacy of psychiatric
“treatment for substance abuse and suggested that
-“there’ s now. cons;derable doubt as to whether the
_:problems oI drug and aleohol abuse originate as

:;abuse ftself snmply gene rates behavioral abnormali«
LS n.The. report recommended that the depart-

ALcOHOL AND'DRUG ABUSE IN MEDICAL EDUCATION .. ..

" ments of médicine bear the primary -respons'n_btllty -

for substance abuse teaching (8).As wehavealready
shown, departments of psychiatry teach the greatest
number of required hours, Thesame distribution i
true for the total humber of coursas offered (table-
6). In considering ¢lective courses only, there are =
some shifts, but psychiatry departments offer an o
¢ven larger percentage (table- ?) :

TABLE 6.-— Departments teaching submnce

TABLE 7.-—Departments teaching elective

substance abuse courses
Department N:;:::: :I' Percent
Psychiatry 73 44,2 :
Medicine 20 2. - -
Pharmacology 17 - l0.3 -
Community/ community and R
environmental medicine 10 6.1

Famlly practice/

family medicine 9 55
Public health 8 a8
Neurology, neuroscience 6 36
Continving education TR
All others . 7 e

'I'[ I.III: o

abuse courses
Courses that -~ -
Department contatn substance Pyrcent
abuse telclnn; -
Psychiatry 287 40.2
" Pharmacology 101 " 1401
_Medicine 86 12.0
Pathology 37 52
Neurology _ 33 4.6
Family practice/ _ v -
- family medicine - 297 T
Community/community and ‘
environmental medicine 8- 39—
Pediatrics 19 30 - -
Biochemistry 15 2.7
Public health 21 21
All others 58 81




urvey ﬁorkaheet mcludcd a list of skills and

e, _l_-“_or each course or teachmg activity,
ents were-asked to chcck those items
in the course. For most courses, respond-
keda | large number of these, and we found
it difflcult to summarize this information. Tables 8,
yand 11 ‘liat, in order of frequency. the items
checked by- medlcal schools for all courses, This
gives some idea which are regarded as more im-
portant. and wluch are 1herefore most ofien taught.

_ TABLE g ——-A:'coho!um. Informarton taught
- - -in substance abusz courses.
(n=672) '

=l o ‘Number of
Type of information

.7 - ~Public education - 103 15

_Plimary disordor versua cornplleltlons

' 'It has been om' impresswn that medical school cur-
jculums have generally provided good coverage of
ions of alcoholism and drugabuge but
nded toj;be deficient in teaching concerning

: --?.'TEKCHING'DRUO'ABUSB AND ALCOHO.LISM :
: lntorlnltlon luld skills taught R __;

':nl'ormltion relating to alcoholism and

courses teaching Pereemnt

= information
. Definitions/ description 437 &5
Médical complications - 408 61
Treatrnent/ rehabilitation 380 56
348 - 52
342 .51
309 46
392 58
287 43
i 272 40
1!'~help ‘groups - 241 -36
'Legal regulations, . -
‘including history 178 26
" Public health-aspects 169 25

lef—in teachmg about the. etiol- h

“Public health aspects
- Public education

A .-1--:.',;= e

com_pllcauons. or bmh For courscs that included
both, we asked respondents to indicate the prop 5
tion of teaching devoted to each. The rcspon__l
indicate that instruction regarding the primary.dis:
order, rathet than the complications of drugabuse =

" oralcoholism; predominatesinmostsubstance = _

TABLE 9.—Alcoholism: Skills raught in a
subsrance abuse courses.

(n=671)
Numberof ..
Type of skills eourses teaching Pereent
skiils

Diagnosis/differential

diagnoasis : 151 57 .
Interviewing/examination 313 47
Medical treatment methods

other than counseling - 275 - - 4]
Referral/collaboration in

other rehabilitation programs 266 40

_ Counseling 222 _ 13 )

TABLE 10. ——-Drug abuse: lnformarmn raught
in substance abuse courses’ "

(n = 672)
Number of
. Type of informacion courses mchlng Pcrcem

. - information” . .~
Complications, ) . .

medical/ psychiatric . 402 60
Definitions/ description 39 5.
Poisoning/overdose 346 52 ..
Treatment/rehabilitation 331 49
Pharmacology 308 46
Social complicatlons,

including legal 94 - 44
Etiological factoirs/

prevention 264 »
Epidemiology 254 38
Pathology 235 35
Legal regulauons.

including history
Self-help groups




ercent of the required substance abuse teaching
tivities are reported as devotlng more than half of
_their _time: to the primary disorder.(table 13} -

T

—-ecmeTABLE 11.—Drug-abuse: Skills taught i -
. substance qbuse courses

(n=671)
: . Number of
"TYpe of skilly courses ieaching Percent
. . kills
~-—--Diagnosis/differential - _
- ‘diagnosis - kv 4 T 49
- -Interviewing/examination 271 40
-Medical tréatment methods
" “other than counseling 244 k3
" Referrel/collsboration in ,
.other rehabilitation programs 224 33
Counseling 183 vy

} _ _-_TAB LE !_2.—-Drv.‘sfon'af teaching time between.
LT primary disorder and complications—all courses

. ALCOHOL AND DRUG ABUSE IN MEDICAL EDUCATION =~

- abuse teaching activities, (See table 12.) Nearly 60 .

. omplications may be.mentioned in a larger:

Number of

T ; Percent
e - : courses

" Teaching activities that devote more
" - than % time to primary disorder 34) 58
-—-Teachlng activities that devote more
* than'%-time to complications 189 32
_ -Teaching activitics that devote
.. .Y time to each 58 10

TABLE 13.—Division of teaching time bet ween
primary disorder gng complication s
reguired co urses

Numbser of

courssy Percent

Teaching activities that devote more
_..than 1 time to primary disorder 246 55
. Teaching activities that devote more
than. time to complications 158 35
~Teaching activities that devote
Y timetoeach. .. - ... @ 9

This may seem to contradict the information in.
table 10, where complications are shown as ‘the
most commonly taught topic. Tabjes. 8-11,ha
ever, do not have mutually exclusive categories

number of courses while the primary disorder ma
actually receive the greater amount of teaching time.: -

Method of teaching

Although lectures se¢m to be the most prevalent. =
teaching method, students are taught about sub- -
stance abuse by a variety of methods ina variety of
settings. Students visit hospitals, community alco- .
hol and drug programs, and self-help groups; they
attend seminars, view demonstrations and filmsor
tapes; and they gain practical experience in hospital -
or outpatient clerkships (tables 14 and 15). .

Affillated pro;?rirn;_

"The medical schools were asked whether they had, ~ .’

intheir university-affilisted hospitals or other affili- . - . .
ated clinical programs, one or more separate and -
identlfied treatment and rehabilitation programs -
for alcoholism and/ or drug abuse. Twenty percent . .
of those responding to this question have none, 46 T
percent have-one or two affillated ‘programs for - . e
treatment of substance abuse, and 34 percent have
three or more. v

TABLE |4.—Educational methods used jn, =~~~
substance abuse teaching

(n = 667)

Number of s
Teaching method “couretusing  Percent " _

meihod
Lecture 472 7l
Seminar a4 41
Hospital clerkship 209 -
Film or video tape 172 26
Demonstration S - I T S
Qutpatient clerkship 132 20
Field trip ‘ S B

Selfinitructional packet 67 10,




-reacumo DRUG ABUSE AND ALCOHOLISM

mbsmnc'e abuse reachmg

- {n=658)
Number of
courses using  Percent
facility -
edical school classroom 445 68
...-Unweranty affiliated hospital 305 46
-C ommunity.hospital 81 12
‘ommunity aleohol ur
drug program 81 12
=~ Library, jearning center, etc. 46 7
-__.. Self-help group im0
- Jail, prison, or other -
- correctional facility. 17 3

 Residency teaching,

We 'esked=eech-sehool to identify those residency
- programs which included some substance abuse
eaching, Table 16 summarizes their responses.

. TABLE 16 -—Resfdency programs that include

sutmance abuse teaching
.j-.Number of residency programs
that include Substance abuse - Number of - Percent
‘instrustion - -schools
. 0 49 49
e e 3t 3

‘ - 2-6 19 19

-__'[l\l_e.res_iden_g'y programs that were reported as
including substance abuseteaching were as follows:
. Psychidtry, S1; ‘medicine, 13; family practice, 7

athology. K oblgyn. I; surgery, .

Correlations and cross-tsbulations

‘neurology, 6;- pedietnce 513 enesthesiology,.‘! -

" programshave been developed in three orfour new
‘schools represemed in-the career. teeeher .grou

Interrelatmnship of Flndings -

We ran corrclations and cross-tabulations to lde .
tify factors that might be effeenng the amount of
substance abuse teaching in medical schools. The
number of substance abuse teachmg activities
(courses) and the required substance’ abuse hours
were correlated with age of school ﬁm-year enroll- -
ment of school, total enrollment, and city size. We =
found a small but significant correlation between -
the number of substance abuse teaching activities
and the population of the city in which a medical -
school is located (7 = 27). The number of required _ _
substance abuse hours did not coryelate wlth schoo]
age, enrollment, or city siza, . . iy

Since we considered this the smg]e item most reflec- - -
tive of actual teaching, additional tests were made-
with the number of requiredsubstance abuse hours,” -
Wecompared mean required hours'with geographi= - -
cal location, ownership, career teacher versus pon- -
career-teacher schools, size of entering class, and
size of city in which the school is located (broken -~ _
down into categories as listed earlier). We found no -

“ significantdifferances between geograph:cloce- -

tion, ownership, or city size,

We expected the age of the medicalschool to be an
important factor in the amount of time devoted to . . -
substance abuse ed ucatio n. Edward Stainbrook
notcd that it is sometimes difficult for established ... _
medical colleges to make necessary adaptations for
inclusion of rapidly developing behavioral ,sciencesf -
relevant to medical theory and.practice;-the. more ..
recently founded schools have much more freedom ...
in designing curriculum, hiring facuity, and obtain-
ing space (9). Considering the recent public atten-
tion to substance abuse, encouragement by Federal
and State Governments to teach it, and statements —

- by medical educators that med iEélTs'c'l{bBlé'-éhEald Y

devote more time to the topic, it seemed likely that
newer schools with their greater flexibility’ woutld
have more hoursin drug abuse and alcoholism than -
the older, established schools, This i m'lpressnon ‘had -
been strengthened by the experiences of Several-of ~
the career teachers in substance-abuse: The nehen_-,

The data from our nat:onwlde survey,. however "do;



T‘“'-E ” —qumred hours dcvared 10 substance
o ‘b“” C"-'""Pdrkon of schools by age

PR Number of ~ Mean required
Diw f"“"“dll ._sehoois  subatance abuay hours
1900-1959 . 30 216

1960 and later 24 2.7

'Fﬂ.ndlum from 137526 AAMC Diretiory of Americen Midical Bducation.

_lt- nuy be. that older-schools have certain advan-
tages that of fset the newer schools’ freedom of cur-
) “riculum’ dwelopment inthe area. For example,
% “ "~ “older sthiools may be in a better position to obtain

Govemmanqrana deslgned-to help them expand

‘their drug abuse and alcoholism curriculums. They
~.may also.be more likely to possess clinical facilitles
neeesury to substancc lbuse imtruction :

- schools thln for non-career-teacher schools (table
-18).

- -TABLE IS —Required hours devoted to substance
abuse: Comparison of career teacher and
-  non-career-teacher schools

- : Numberof  Meaa required
T schools  substance abuse hours

 Career-teacher schools 39 36.3
- ;- Nonscareer-teacher . '
) 63

19.8

Th. meann umber of required substlnce abuse
houn i3’ ngnifcamly greater for sialler medical

: v--:}}hiébu_oi'ano baué'anum' N ﬁinBt&fEﬁijéhﬂbh A

. scﬁblng ! he curriculum of one school wit

TABLE 19.-—Reqm‘red hours devo.'cd 1o subsmnee
abuse: Comparison of school‘s by .u‘ze s

Numberof  Mean rcquire_d :
l“'y'" enroliment! schools  subitance abuse hours
4l'to 120 T 304 -
121 to 330 54

223

=.003)

T hl-yemnroumntﬂﬂm [5m A MA 25th Annval Report on Medicol !dmaﬂaa

in the Wfrd.l'mm BN-13.
Findings for Career Teacher Schools Only

Since some of the resuits d:d not agree with our pre-"
eXisting impressions, such as relationship betwéen -
age of school and substance abuse hours, we
repeated some of the analyses. using only. career.-
teacher schools. The findings regarding age of -
school are surnmarized in table 20. Although there™
is m trend in the career teacher group for the newest ™
schools to have the most  required substance abuse .
hours the differences between the FOUPS are not -
statistically slgmficant , )

TABLE 20.——-Carﬂr—ieach¢r sckodls
required hours devotéd to substance abuse:
Comparison of .vchoob by age... ’

Number of- - Mean reqi:iréd

Date founded: schools~. substance abusé hoirs
Before 1900 19 328 -
1900-1959 il 334
1960 and Jater - 9 47.1

'Founding daies rom [975.T8 4AMC D.tmmry of Amepican Mmut Educatrion.
[

With the career teacher schools only, the public!y
owned schools have significantly more required
hours of substance abuse teaching (40.6) than pri-
“vate schools (29.3). Another difference is that ™~
career teacher schools only, there is some relation- - :
ship to section -of- country; with-western schools
averaging 49.4 required hours in substance abuse, =
northeastern 24 l hours, and southeastern 442"
hours.

Case E'xnmples

We want to illustme the seneral ﬁndings'by do—
harich and



Sclnool_ A—full;progmm

. Deparlmems and divisions involved in subsiance
useteaching: medicine, community medicine,
sychlatry, pharmacology, pathology, adolescent
-medicine. __
- 2, Affiliated cllmcal programs in SUbstancc abuse:
— "‘ch hospltals are listed, thre: with two programs
= each,

3. The mtroductlon-to-mcdlcmc course includes 6
_____hours on.substance abuse. _

--4,-The pharmacology course 1ncludes 10to 12

~-Hours on substance abuse.

= ..5.. The community medicine course includes about

’ '2__]_1ours per week (for the academic year) with one
“family; many of these families have alcohol ordrug
“problems.”

“87"Electives: nine separate electives offered by sev-
- era} departments. They range in duration from a

“School, B~—limited program

bisse teaching: psychlatry, pharmacology, pa-
hology.

“—'no ne listed.”

~“-3,”Thepharmacology course includes three lectures,
- which deal primarily with1the pharmacology of
_ drugs and alcohol, and a 40-minute film on
_overdose.

: __Tlie sophomore. psychlatry course includes 1%4
“hours on substance abuse.

S5 Prcvcntwc medicine includes 1 to 4 hours on
ohol and drug dependcncy

_ rvey Fmdmgs for OSteopathy Schools

. in substance abuse compared to 25.7 for medical

:6.. Pathology inctudes teaching about substance

. Departments and divisions involved in subsiance

2, “Affiliated clinical programs in subsiance abuse: -

-medical schools. As with medical schools, psycl_ua- S

Oklahoma, replied to 1the questionnaire.. Because . ...
there were only nine, it wasnot feasible to subdividc -
the osteopathy schools by class size, location, etc.,
for correlations and cross-tabulations. Thcrefore bl
osteopathy schools will be described as a. smgle
group and will be compared 10 medical schools.

Osteopathy schools compare favorably to medical -
schdols in the number of hours and courses in sub-
stance abuse. They require an average of 26.8 hours

schools. However, more of 1he teaching is concen-
trated in the basic sciences. Ofthe 58 undergraduate- -
courses reported only 9 are in 1he clinical years (16
percent). in contrast to medical schools where 40
percen of the undergraduate subsiance abuse-
courses are offered during 1he clinical years. Only
one osteopathy school indicated that i1 had affil- -

_ iated clinical programs for the treatment of alco-

holism and addiction. Of ali 58 coursesreponed, 16
(28 percent) offer some hospiial clerkship expe-
rience and 4 (7 percent) offer some outpatient clerk-
ship experience, In short, while osteopathy students
apparently receive more basic science instructionin

_ subsiance abuse than medical students, they seem

to have considerably fewer opportuniiies for clinical
experience. T o

Responses from osteopathy schools were similar to
those from medical schools in several area$ As with
medical schools, most (74 percent) of the substance
abuse teaching activities are required, most (68 per-
cent) deal with both drug abuse and alcoholism,
and most deal with the primary disorder rather than
complications. Like medical schools, osicopathy
schools reported lecture as the teaching method
most frequently used. :

Osteopathy schools emphasize much of the same -
information—definitions and description, medical’
complications, poisoning, and overdose—as medi-

cal schools. However, osteopathy schools seem to -
place greater emphasis on pathology than medical - -
schools; Itis taught in 67 percent of the courses that - -
deal with alcoholism (compared to 42 percent of the
medical school courses dealing with  alcoholism); -
As with medical schools, the skills most fréqucntly- L

: taught are dragnosrs and dlffcrenual dlagnosns

Osteopathy schools divide substance abuse teach-
ing more evenly among various departments than - -



+ 17 percent of the substance abuse sourses are offered

---Llniitations of Data

‘Because of the slow rate of return, this reportis not
: asnapshotat one point in time; rather, it represents
‘data collected over a perlod of more than  year. Ifa
gradual change in medical school curriculums is
underway, such as a tendency to increase the time

devoted toalcoholism and drug abuse, we may have -

* .. - ALCOHOL'AND DRUG ABUSE INMEDICAL EDUCA’
_.tfy_is the department most frequently teaching sub- .
.. 'stance abuse. However, in osteopathy schools, only

=~ by-psychiatry, ‘compared to 40 percent in medical
“;schools,

- caught different medical schools at different points

in-this change, -
~The rate of return was Jess than 100 percent. It

- might be presumed that those schools that did not

réply had lessinterest and less teaching in substance
" abuse, However, three schools that had appointed
. CArecr teachers did not reply, giving career teacher
schools, which are clearly interested in substance
“abuse; only a slightly higher rate of return than
medical schools as a whole,

~The questionnaire replies vai-y widely in complete-

' nessand evidence of care in preparation. Therefore
- there-may-be a systematic bias in the data because -

~ thoseschools stressing alcoholand drug abuse,

suchas career teacher schools, may tend to identify

. andlist more completely their substance abuse
- teaching activities, -

~ The main purpose of the site visits was to determine
if. any- of these limitations had led to systematic
distortions, and it was ourconclusion that there were
no serious distortions.

‘We have additional information on most of the
schools which have career teachers in the form of
personal reports, grant requests, etc, Howaver, we

did notuse these data in this report; to providecom- .

- We h_ad tp:' bearbitrary in classifying certain schools
_ascareer teacher or non-career-teacher schools. We

 listed as a career teacher school each schoo] from'

(R R =-

" parability with other medical schools, we have usec
only the information sent in response to our ques-
-~ tionnaire.

held an appointment for 1, 2,:0r 3 year
cases, former career teachers had: move
medical schools, but in such cases only the origini
medical schools were counted as caréy e
schools. Wealso chose toinclude three sc 8
had faculty members who attended career-teache
meetings and functioned in most respects as ca ree
teachers but who were on some otherform o
support, ' T e T
Some medicalschools received careerteachér granh
very.carly in this program, whiie others-hayg
received them only recently. If some systematic
expansion in curriculum results from a careel
teacher appointment, it may take 1,2, or 3 years to
become evident. Thus, we probably éaught the sev-
cral career-teacher schools. at, different..phases- of
this development. ' I

=

Conclusions

It would be of interest to compare our-findings.
concerning the present state of the art ifs substance
abuse teaching with the situation at previous times;
but this is not strictly possiblesince a survey as ex-
tensive as ours has not been reparted previously /At
the October 1972 Macy Conferénce; it was stated.
that only 63 of the 120 schools of medicine in:the:
United States and Caridida offéred s18ctives in soma.

tes and Cariiidi gffered eléctives in some
aspect of drug abuse, and 45 had subjects inthécur-
riculum dealing with alcoholism (10). Oiir dafa indi-"

-

cate that 102 of the 105 U.S. medical schoois that~
replied to our questionnaire of fer at least s6me jubs -
stance abuse teaching, showing that the situation
has clearly improved: The report of the 1970 NCA™
Conference on Professional Training on Aléohol-:
iSm reported a “survey of existing facilities and
medical school programs* that included 35 medi

and osteopathic schools, bu titisnot clear how thi
sample was selected or obtained (1 DT

Welooked at the reports from individual schod|s’
the 1970 NCA Conference Report; ind cofhparer

each of them with the report from th atsch
survey to seeif there had been changes:

out to be extremely difficult and perha
ble for these reasons:™ -~ =
1. The 1970 NCA report dealt only witha

whereas our suryey dealt with both a
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abuse, and it was difficult for us to separate these
two components.

2. The 1970 reports were typically not quantitative
in that they did not give the number of hours spent
on &n activity.

3. The 1970 report did not distinguish in most
cases between required teaching and elective teach-
ing; much of what was presented appeared to be
elective offerings.

About the most we can say from this comparison is
that few schools secem to have regressed in their
amoum of teaching, and several schools seem to
have strengthened their alcoholism teaching con-
siderably.

Although there evidendy has been an overall in-
crease in substance abuse teaching, a significant
number of medical schools still teach very lictle
about alcoholism and drugabuse. Three question-
naire respondents indicated thac their schools teach
nothi#g about substance abuse (or, in one cass, no
“formal” teaching). It seems unlikely that the sub-
ject is never mentioned in their curriculums, How-
ever, since the questionnaire was mailed to the dean
of each medical school, who could either complete
it or ask aninterested faculty member to do so, such
anegative reply certainly seems to indicate a lack of
interest. Twenty-five percent of the responding
schools indicate 5 or fewer required houts in sub-

- stance abuse; 38 percent offer no electives in the
field; 43 percent offer five or fewer courses dealing
with the subject; and 20 percent have no affiliated
clinical programs for the treatment of drug abusers
and alcoholics,

We also reached some conclusions about how best
to assess substance abuse teaching. Three solid indi-
cators of the amount of substance abuse teaching in

. . a medical school appear to be the number of re-
~--quired hours devoted to the subject, the number of

total and/ or elective courses that deal with it, and
_the presence of affiliated clinical programs for drug

= abusers and alcoholics, It is importantto deal with
- the number of courses as well as the number of hours

because for some teaching activities, especially the

. glectives, respondents could not tell us exactly how

~ ment programs is important because they provide

~~"many houss were represented; the best answer they

“could give us was “variable.” The existence of treat-

practical experience in the field; a good. solid, didac-
tic, basic science background may be wasted if the
student never sees an alcoholic or addicted patient,

It appears that although the general situation has
improved, we still have a long way to go. The state
of the art of substance abuse education is improving
but is still only minimally satisfactory.
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2. Medical Education in Alcohol and Drug
Abuse: The Career Teacher Program

Marc Galanter, M.D.

Alcoholism and drug abuse have been slow in gain-
ing recognition as legitimate medical illnesses, in
large part because of the soctal forces which have
influenced their treatment. This introductory sec-
tion deals withrecent developments in medical edu-
cation in these illnesses on & national and local
level-They center around a fedesally funded Career
Teacher Programin Alcohol and Drug Abuse,
whichtodate has established faculty members at 43
American medical schools and has led 1o the davel-
opment of a national organization for medical edu-
cation and research in substance abuse.

MEDICAL EDUCATION AND THE
SOCIAL CONTEXT '

The issues addressed reflect 8 consistent tendency
of society to segregate certain of 1ts members and
label them as defective and undesirable. Thisis well
illustrated by Foucault (1) in his history of Western
. European attitudes toward the mentallyill. He
notes that after virtual disappearance of leprosy
from Europe in the early 17th century and the con-
sequent close of the leprosaria, attitudes toward the
psychologically disturbed and behaviorally deviant
began to change. Over several decades, asylums and
“ships of fools™ were established to assure the iso-
lation of these unfortunates, who had been pre-
viously allowed to mingle freely among the general
population. Astime went on, they were treated with
increasing severity, and jt was only some two cen-
turies later, with the advent of “moral treatment™
for mentalillnass, that humane attitudes toward the
mentally ilt were widely applied in Europe.
The labeling of the rejected, with their consequent
inhuman treatment, can also be seen in American

attitudes toward the opiate addict. This arose spe-
cifically after the use of opiates came to be asso-
ciated with the oriental laborers of the Pacific
Northwest, a socially rejected group, in the late 19th
century. The chronic, socially debilitated alcoholic
has come to occupy an analogous rejected role, and
the person with alcoholism was similarly presumed
to be morally afflicted.

It was therefore not unlikely that these social forces
would serve to define the scope of medical educa-
tion in the addictions. Indeed, the sensitivity of
medical education to social forces is clearly illus-
trated by the change In the scope of medical educa-
tionin the half century following the Flexner report
of 1910. In the late 19th century, medical school
faculties in the United States were almost exclu-
sively composed of the practicing profession, While
influenced by European scientific rationalism. thls
report began a profound transformatlon on Ameri-
can medicine, leading toward an orientation based
on scientificinvestigation and biomedical research.
Interestingly, this is being modified considerably
with emphasis ona new sociallssue of health care as
2 human right. Primary care medicine, as an emerg-
ing model for the physician's role, may thereby
return Us to the humanistic physician as 8 medical
role model.

ALCOHOL AND DRUG ABUSE GAIN
RECOGNITION

Social trends are hardto discernin their early stages,
It is clear, however, that over recent decades the
country It beginning to deal more dispassionately
wlth the issues of alcoholism and drug abuse, The-

- development of Alcoholics Anonymous has had an
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important effect on American attitudes. AA illu-
strated that the alcoholic person might regaina con-
structive place in society and was therefore not
beyond reclaim. It also showed that the recovered
alcoholic, 8n upright citizen, was apparently not a
tainted or incompetent person.

A rather different citcumstance influenced public
willingness toapproach the problems of opiate
addiction from a nonjudgmental stance. The heroin
epidemic of the late 1960s and the consequent at-
tempts to find a large-scale solution led the country
to place some 80,000 Americans inmethadone
maintenance treatment programs. We were sur-
prised tofind out that this medicaily based approach
achieved a considerable measure of success and were
well aware tha: additional sophisticated approaches
were necessary for other addiction problems.

What changes are coming about in physiclans’atti-
tudes toward alcohol and drug abuse? It is well
"documented that alcohol and drug abuse are etio-
logic or precipitating factors in a large portion of
medical illnesses. One series of hospital surveys (2)
indicated that one-fifth of male medical ward pa-
tients are alcoholics. For most of these patients
alcohol was a primary precipitant of their illness, In
psychiatric services, substance abuse was found to
be a major factor involved in two-fifths of inpatient
admissions (3) and onec-half of emergency room
visits (4) in two university teaching hospitals.

Despite these findings. the clinical importance of
substance abuse is generally underplayed in medi-
cal education. This largely reflects physicians’ atti-
tudes toward the addictions as issues which hold
only a secondary place in their discipline. The
American Medical Association, however, through
its Council on Mental Health, issued a position
paper in 1972 on the importance of placing greater
emphasis on drug and alcohol abuse in medical
education (5). It emphasized that medical educa-
tors’efforts should be directed at correcting prevail-
ing stereotypes, and that students should be sensi-
" tized to the physician’s function as & gatekeeper to
- available drugs for the abuser. A literature on pro»

fessional trainingin alcoholism and drug abuse was
" beginningtodeveiop, derived bothfromactua)
medical school curriculum (6) and from national
conferences, such as one sponsored by the National
Council on Alcoholism (7).
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In this context, the Federal Government in 1971
undertock planningof a program which would sup-
port medical school faculty members interested in
teaching on substance abuse for a large number of
medical schools. The faculty, designated as career
teachers in alcohel and drug abuse. were to be
supported in this work by a Federal grant for a
period of 3 years. Upon the establishment of the
National Institute on Alcohol Abuse and Alcohol-
ism and the National [natitute on Drug Abuse, the
career teacher program was undertaken as 8 Joint
endeavor by the new Institutes. At present the pro-
gram is operating on 43 campuses across the coun-
try, with others soon to be approved. Of the current
career teachers. 33 arc physicians, primarily psy-
chiatrists. Internists, pharmacologists, and special-
ists in public heaith are also participating.

In addition to the individual career teachers, two
national training centers were designated. one at
the State University of New York, Downstate Med-
ical Center, 8nd the second at Baylor College of
Medicine. These programs were principally charged
with providing onsite training in the form of course
work and 2pprenticeship-type exposure for the new
career teachers. As it became apparent that many of
the career teachers were relatively sophisticated in
the arca of substance abuse, the training centers
undertook additional functions, including prepara-
tion of bibliographies on current literature, devel-
opment of resource handbooks, and ongoing eval-
uation of the program.

One important aspect of the program in which the
centers took part was the development of national
conferences three times & year, attended by the
entire carcer téacher group, Theseconferences
served to develop a8 common perspective and to
allow for exchange of specialized information, Per-
haps more important, however, they generated a
spirit and feeling of community which allowed the
career teachers to return to their respective institu-
tions and deal with the professionalisolation which
characterized the role of the specialist in addictive
illness.

As the award period came toan end for many career
teachers, it became increasingly apparent that there
was a great necessity for assuring continued involve-
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ment in the substance abuse 12aching field. The
academic systems from which teachers came pfien
maintained regressive cutlooks on addiction, which
permeated academic and clinical structures. and
which could not be transformed over the course
of only 3 years. To assure continuation of their work,
the career teacher group has established the Asso-
ciation for Medical Education and Research in
Substance Abuse. This group, initially synono-
mous with the Career Teachers and Training Center
faculty, is to serve as the nucleus for an organiza-
tion directed at augmenting the course of substance
abuse training, research, and treatment on medical
campuses throughout the country.

On the national level, there have been additional
undertakings, such as presentations at medical and
scientific conferences, ranging from the research
conducted over the period ofthe grant to new teach-
ingand clinicaltechniques. The career teachers
have also collaborated with the National Board of
Medical Examiners in formulating questions on
substance abuse for the national boards. In addi-
tion, continuing education courses have been pre-
sented at national conferences and conventions,
such as the American Psychiatric Association Con-
vention and the National Drug Abuse Conference.

ACTIVITY INTHEMEDICALSCHOOLS

Although much work has been done onthe national
level, the principal aim of the career teacher pro-
gram is to improve the training in drug abuse and
alcoholism in the teachers’respective undergraduate
medicalschools. Before appointment, teachers gen-
erally had an area of expertise within the substance
abuse field and subsequently expanded on their
work in that area. The initial task for the career
teacher was to evaiuate the overall pattern of courses
and to plan a strategy for filling in the needs which
had not been me1. Alternatively, in a school with
minimal teaching onthesubject,s/ha could initially
develop his/her own “model” curriculum. These
* strategies involved two possible approaches. The
teacher might expand his/her work from within
-his/ her own department, building on associations
and curriculum time available there, Alternatively,
8/he might begin by undertaking work on an inter-
‘departmental basis, contacting other departments’

chairpersnns and course directors at the outset, so
as to negotiate a broader base for development.

Since many career teachers were generally known
fortheir expertise in substance abuse at their respec-
tive institutions they were often in a position tocon-
tact members of various departments and discuss
cutriculum needs. Often other faculty initiated con-
tact, hoping to fill g2aps in their own training pro-
grams. At other times, & teacher’s role as clinical
consultant led to new teaching opportunities.

Thecurricular exercises themselves often had a
strong emphasis on active student participation, in
order to provide the best opportunity for attitudinal
change. Such participatoryexercises have been
used in a variety of contcxts, such as in care of the
dying patient (8). It has also been demonstrated
that medical students report the most meaningful
learning experiences to be those which invalved a
high degree of active participation rather than pas-
sive observation {9). In light of the singular impor-
tance of attitude change in the area of substance
abuse, this approach appeared to be even more
essential. For example, one appreach ofien under-
taken was to have students interview alccholics and
addicts in the first year of medical school. This
helped to desensitize anxieties about the nature of
addiction and to engender a more realistic view of
the patients as people. Role-playing exercises were
frequently used, and surveys on the alcohel and
drug use of the students themselves were taken.
These latter data were then used to provide com-
parison for students with other population groups
ofthe same age and were used as entree into the im-
portantissue of physician alcoholism and drug
abuse (10).

FUTURE OPTIONS

Much interest centers around the establishment of
the Association for Medical Education and Re-
search in Substance Abuse. With this organization,
with the maturation of the career-teacher group,
and with the influx of new career teachers it is hoped
thatneweducational options willdevelop. The
prospect of & national network of aducators in this
field would certainly facilitate their implementation,

Advances have already been made: Inan initial sur
vey of the sarliest group of career teachers, it was
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found that curriculum time devoted to substance
abuse increased by a factor of 2.1 in the preclinical
yearsand by 2.8 in the clinical years. This additional
time should be carrying with it increased sophistica-
tion and a less prejudiced perspective regarding both
treatment options and the humanistic concern for
the abusers.

Much effort, however, must be devoted to the clini-
cal programs, because the positive attitudes engen-
dered in students are 5o often disrupted once they
begin work on the hospital wards, where the treat-
ment system operates with built-in prejudices
against the addictive illnesses (11). Because of this,
there is a growing sense of the responsibility of career
teachers to the practicing physicians, This has led to
the development of training packages for graduate
physicians, as well as the liaison necessary with
local medical societies and hospital staffs, It has
become clear that the scope of the program neces-
sary for achieving its goals is quite broad.
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3. Physician Education in Substance Abuse:
Curriculum Objectives

Donald 1. Davis, M.D.

In recent years, public awareness of the physical,
emotional, and social problems associated with the
abuse of alcohol and other psychoactive substances
hasincreased dramatically. With this trend has
come the awareness that many physicians have
been inadequately educated regarding the nature,
recognition, and treatment of patients with sub-
stance abuse problems. In 1972, there appeared an
official AMA committee statement on medical
school education in substance abuse (I). In it, the
need for medical education on the abuse of alcohol
and other drugs is outlined, and 2 number of key
areas of content are delineated. Shortly thereafter,
a report from a conference of prominent medical
educators, sponsored by the Macy Foundation (2),
was issued. This report presented a strong case for
the need to improve medical education in substance
abuse. In his editorial on needs in future medical
education (3}, E. Gray Diamond, past president of
the American College of Cardiology, also has made
a strong statement on the need for increased medi-
cal school education in substance abuse,

The question of physician education in substance
abuse goes far beyond the area of curriculum con-
~ tent, Articles have also appeared on such topics as
~ theattitudinal barriers of physicians in dealing with
patients who have problems related todrugand alco-
hol abuse (4,5),.as well as the high incidence of
- addiction among physicians and the problems of
denial among their colleagues and themselves (6).

... Steps have been taken from outside the profession
“as well to bring about an upgrading of medical
education on substance abuse. One of these was
Federallegislation creating the Career Teacher
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Program in Alcoholand Drug Abuse. The intent of
the program was to support a medical school faculty
member to devote his time to the development and
implementation of curriculum in substance abuse.
There are presently career teachers at 43 medical
schools throughout the country. Theteare, in addi-
tion, two medical-school-based training centers to
assist the career teachers in their endeavors. The
present report is one outgrowth of the program.

Since 1973, members of the career teacher program
have met on a regular basis three times a year. Out
of these meetings have evolved small work groups
on key topics such as curriculum content, teaching
methods, and the evaluation of teaching in sub-
stance abuse. There glso evolved an organization,
the Association for Medical Education and Re-
search in Substance Abuse (AMERSA), which al-
lows ex-career teashers to maintain contact with
the program and aliows career teachers and others
to share and exchange teaching methods and re-
search findings.

The list of objectives that follows presents the work
of the AMERSA Committee on Substance Abuse
Teaching Objectives. These gre not intended to
mandate how all medical schools are to teach about
substance abuse, but they are intended to convey
the opinion of experts asto what should be included
in a medical curriculum oD substance abuse. The
goal has been to make available a broad sccpe of
objectives to which schools can turn for guidance,
both to maximize their own strengths and to cover
areas of relative weakness while maintaining mini-
mum standards.
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The objectives are grouped according to subject
areas that the committee found most helpful. They
are not -ntended to be recommendations for course
orlectu: = headmgs. Also, itis notfelt that the order
in whic : these objectives appear need be their order
in a mec.cal school curriculum. Where the commit-
tee has taken a stand is on establishing priorities
within subject headings. These priorities are pro-
vided solely for the benefit of those curriculum
committees &nd teachers who may be relatively
new o the field and who have not yet formulated
theit own priorities or determined their own bestap-
proaches to the teaching of substance abuse, Under

each subject heading, appear first the overall objec-
tives. These are somerimes called terminal objec-
tives and refer 1o goals or expectations of students
once they have completed their formal education.
The overall objectives are followed by a longer and
more detailed set of objectives, often called en-
abling objectives, which is intended to provide teach-
ers with guidelines as to the content of their teach-
ing to accomplish the overall objective. These are
guidelines which, through experience, have appeared
most helpful indeveloping curriculums in this often
ignored, yet crucial, area.

CURRICULUM OBJECTIVES

DEFIN:TIONS

k! Define the {oltowing as the¥ relata to substance abuse:
. Abstiinence

. Awuse

. Abuse patential

. Addicrion

. Antagonitm

Cross-dependence

. Cross-tolerance

. Pependones

Enz¥me induction

Habituation

. Idiosynceatie reaction

Misase

. Physical dependence

. Potentiation

. Ptevcution: primary, s¢econdatry. tenjary
. Psychoaclive

. Psychologieal depandence

Syncrgism

Tolerance: metabolie, pharmacologic: behavioral
1. Withdrawal syndrome

“ LT OoODg TR TE SO0 R

2.' Describe various models of subsiance abuse (€.2.. medical model, learning Mmodel).

3! Contrast the alecholic with the problem drinker.
4.! Conurast the addicted 10 the nonaddicted user.

5.2 Differentiate belween an objective medical versus a moralistie understanding of “alechotism" and “drug abuse,”
6.2 List common etiteria of substanee abuse versus use in lerms of duration and frequancy, socih] consequences, lieit veraus illicit.

EPIDEMIOLOGY—GENETICS

t.) Oulline various methods available 1o conduct and evaluae epidemiologic swdias of populstion groups regarding substance
abuse, incorporating ineidence, prevalence, mortallly. and morbidity.

i

'Highest priogiy.
1Recommended.
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2.1 Describe evidenee about the role of heredity in the development of substance abuse {¢.g., Winokur’s hypothesis and enzyme poly.
morphism).

3.2List the incidence/ prevalence rates for use/abuse of various substances for the Nation and for selected populations {defined by
demographic and other characteristics such as associated diseases and inpatient/ outpatient).

4.2 Describe the use of epidemiologie data for the development in governmental and program planning of pravention. detection,
and treatment.

BASIC SCIENCES (BIOCHEMISTRY, PHYSIOLOGY, PHARMACOLOGY, PATHOLOGY)

1! Beable to da the following:
a. Compare alcoholism as a nutrient with carbohydrates, proteins, and fat.
b. Describe the reasons for nutritional deficits oecurring with a high intake of aleohol.

¢. Describe the effect of alcohol on vitamin metabolism, particularly: pyridoxal phosphate {vitamin B,), thismine {vitamin B,),
ascorbie geid {vitamin C), and vitamin A.

2.' Diagram the major metabolic pathways of alcohol degradation {include the major ¢enzymes).
3.) Describe the physiology and biochemistry of dependence and addiction, with special reference to the brain and liver.

4.! Listthe types of substances of abuse, as per Goodman &nd Gilman. List some street names nssoeiated with each of these types
of substances.

5.! For commonly abused drugs, describe or outline—
a. Dosage levels and therapeutic range
b. Common behavioral and physiological effeets
¢. Common behavioral and physiological side effects
d. The physiology of withdrawal
¢. The absorption, distribution, metabolism, and climination

6.t Explain drug-drug interactions among commanly sbused substances, snd between them and preseription drugs of any kind. List
clinically significant examples.

7.1 List the aeute and chronic pathologic effects of commoenly abused drugs on the following systems:
a. CN5 and PNS
b. CVS
c. Gl
d. Skin
¢. Respiratory
f. Endocrine
g. Hematopoietic

8.' Describe the ways in which detection teehnology is applicable to disgnosis and treatmient of substance abusers.
9.2 Qutline the pharmacologic action of disulfiram in the presence of alechol.

10.2 List various roots of administration and describe the macked differences in the effects mentioned in item 4.
112 List the common adulterants of street drugs.
122 List the naturally oceurring substances in blood that chemically resemble various drugs of sbuse.

SOCIOCULTUR AI:. FACTORS

1.! Compare and contrast substance abuse patterns in ghettos, suburban areas, and among medical schoo! faculty. Outline a
prevention program for each. -

2.! Evaluate the role of peer pressure in the prevention, development, and maintenance of substance abuse.
3. Describe factors which make physicians partieularly susceptible to abuse of specific substances.

K 3]
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4.' Discuss health care 81 & mechanism for addressing the needs of daviants (not in the negative sense} in our socicty, [nclude &
discussion of “correctional theory™ versus “labeling.”

5.2 Deseribe the ways in which cultural factors influence the use of various substances using il of the following groups: [taliana,
Jews, Irish, French, Chinese, end blacks,

6.2 Describe the ways in which the rliual and/ orreligious use of & substance relates to the development or prevention of abuse and
dependencs.

7.2 Describe sconomic and political issues that contribule to the growth and stability of substance abute.

PSYCHOLOGICAL FACTORS

1. Deseribe the concepl of tbe addictive personality end (he controversy surrounding ir.

2.' Deseribe the concept of substance 2buse ag 2 sympiom of en underlying emotional disorder.

3. Apply learning the ory (¢.8., classical, operant conditioning. eic.) to the phenomansn of substance dapendence,
4.' Describe how drugs as stress coping mechapisms ¢4n alfect various phases of the individual life cycle.

5.' Deseribe the role of denial as & defense mechanism in the subsiance abuser,

6.! Compare and contrast the concapts of suicide, seif-destructive behavior, and subsance sbuse,

7.' Describe the eoncepl of self-medication of psychiatric symptoms. [n¢lude in the desoription alsep disturbance, depression,
anxtely states, psychota disorders, and personality disarders,

8.! List nonpharmacologic factors (¢.§.. set, setting, and placebo) that contribute to the cccurrence of an acute 10xic (both positive
and negative toxicity) drug response. Explsin the contributions of preexisting pryehosocial pathology and current lifc and

interpersonsl stresses,
9.2 Explain how substance abuse can be 8 form of coping and adaptational skill development.
10.2 Desgribe psychodynamic sheories (€., drive and enxiety reduction) of the phenomcnon of substance abuse,

112 Deseribe how the behavior pacierns and Lifestyles of substance abusers predispose them to prevarichion.
12,2 Inany given patient thers is a complex interaction of psychelogical, soelal, and pharmacologic fasior, Cotnpare and contrast
at |esst Four conceprui modely, explaining the reiation of these faclor 16 the addletion process,

DIAGNOSIS AND TREATMENT OF OYERDOSE

I} List the expected pathophysiology of overdose from each of thy separate substances of abusz,

2.! Deseribe the eppropriate pharmacologic: paychologic, and supportive intervention with overdoss from ehch of the sparate
subltances of abuse,

3.' List expected paychopathologic states with overdose from each of the Mparate substances of shuse.

4.) List the signa found on physical exemination of overdose 10 sach of the substancas of abuse. Desgribe Lhe continvum of signs
present with low versus high doses of the substance,

5% Outlins the differential diagnosia of skull injury, hypoglycemia, diabetes, stroke, e30., and drug overdose or toricity.
6.2 Outline the specific treatment for recurrent seizures from drug overdose.

DIAGNOSIS AND TREATMENT OF WITHDRAWAL STATES

t.) Lisc the expected pathophysiology of withdrawal from sach of the separate substances of abuie.

2,) Describe the appropriale pharmacetogic. psychologic, of supportive Intervention with withdawal from cach of the Separate
substances of abuse.

3.} List the expected psychopathologic states with withdrawal from each of the separale substanoes of abuse.

4.' List the signs found on physical sxamination of withdrawal from all of the substances of abuse, Deseribe the continuum of signs
preasnt with inereasing doage of the subatance.

" rHighest priory,
TRecommended..
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5.! List several medical complications which may accompany or precipitate withdrawal.

6." List the substances of abuse which have no withdrawal syndromes,

7.! Describe the settings. procedures. and persons necessary to treat withdraws! from the various substances of abuse.
8.2 Outline the specifie treatment for recurrent seizures from drug withdrawal,

9.2 Outline the basic steps in the differential dizgnosis of recurrent seizures that may be related 1o use of substances.

DIAGNOSIS AND TREATMENT OF SUBSTANCE ABUSE

1.} Describe the elinical aspecis of substance abusers which might arouse feelings such as anger. fear. and anxiety in the physician,
and how these feelings might kead to inhibitions about treatment.

2.! Describe the phenomenon of relapse in subsiance abuse and its implications for treatment.

3.! Describe how the concept of eoniinuity of care applits to the substance-abusing patient.

4.' Deseribe the spectrum of effects signs and symptoms) of intoxication with each of the substances of abuse.

5.) Having detected intoxication, outline the extended common course of treatment available irrespective of the substanee involved.

6.! Describe the signs. symptoms, psychopathology. and diagnostic criteria for chronic dependence on each of the major categories
of substances of zbuse, Describe the common factors in chronic dependence.,

7.} Outline a substance abuse history and how it should be taken to include presenting problems, history of dependeney, genetic
factors. early developmental expericnces. and social factors.

2.' Given the realities of denial, prevarication, and lack of collaboration in treatment by substance-abusing patients, describe an
approach to supportive, nonrejecting confrontation of patients with subsiance abuse problems which would facilitate appro-
priate treatment intervention,

9. Describe approaches of intervention with the physician who has become dysfunctional because of substance abuse.

10.! Describe practices for the safe and efficacious prescription of various psychoactive substances. Include dose and frequency,
courss of drug, emphasis on nonpharmacologic therapics, and specificity of target symptoms for which drug is used.

11" For the emergency treatmeny of passible drug-related conditions, outline the basic steps in diagnosis and the prioritics in treat-
ment of comatose patients, emphasizing vital suppon systems: respiratory, cardiovascular, Vs, urinary output, ete., and specifie
antidotes, ¢.g., naloxone,

12,' Listat least six findings on physical examination that would be either pathognomanie or bighly suggestive of current drug use,
intoxication, or withdrawal.

13.' List specifie medical complications of chronic drug abuse which would be detected an 8 general physical examination.

14." Outline what must be covered in a psychosocial history to rule out adequately the pr ¢ of social eonsequences of substance
abuse, with emphasis on (1) work history, (2) marital difficulties, (3) repeated accidents, (4) kegal problems, and (5) social

difficulties,

15." List at least five treatment referral alternatives for substance-abusing persons. Outline an adequate referral to each of these
facilities,

16.! Compare and eontrast the positions that recommend the cautious use, versus the avoidance, of psychoactive drugs in the
treatment of substance a buse, with particular reference to never-addicted, presently addicted, and previously addicted individuals.

17." Describe three central points in the course of evaluation and treatmeni where family involvement can be of benefit.

18." Describe how to motivate substancc-abusing patients. Include problem sreas, appropriate and inappropriate reinforcers,
current personality variables, AA referral, religious supports available, ete.

19.° List a1 least four criteria of suecessful treatment of the substance abuser,

20.¢ Describe why pharmacologic intervention may frequenily be inappropriate in certain cases of inloxication.

21.} Deseribe the implications for treatment of the concepts “The patient is a substanee abuser™ and “The patient has a substance
abuse problem.”

22.' Describe principles of erisis intervention, theraptutic community, and chemotherapeutic approaches for substance abusers,

© - Compare and contrast these approaches, including their applications in outpatient versus inpatient settings.

23' List three questions that would help determine what substances of abuse an individual might be using.

THighest Priority.
Recommwoded, - .
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24.! Describe social networks as contriburors 1o substance abuse problems and s positive resourges in the ireatment sirategy for
the substance abusing patient.

25.' The therapeutic approaches o the drug-vsing patient sre multifaceted and multidiseiplinary. The major strategies are sodiom

therapeutic. psychatherapeutie, and ehemotherapeutic. Dslineste the modalities and outline Mctors that would be indications
for cach of these therapies,

. 26.2 List apecini issues which are encountered in the eonsultative role to other physicians in their work with the substance-abusing
patient,

n? Explsin the indieations and limitations of each of the following three possible outeomes of piychiatrie consultation for the
subsianee abusing patient: {4} improved treatmem by primary care physicians and staff, {B) acceptance of the patient far
treatmens by the consultant, () referzal Lo another reatment agency.

25.! Compare and contrast criceria for and outcome of treatment for drug withdrawal: (&)} hospitalized. (b} ambulatory.

29.2 Evalubte the relative prognosis of perions who are substance abusers. Inelude the dimensions of type of drug, Age, 6%, acule-
chronie, and different treatment modalities.

30,2 Listat leam 10 subtle signs {other than drug-taking behaviors) of incipien! or recurrent abuse.
312 Complete the fallowing table r2garding direct and indirect medical complications of each category fof the major drugs of abuse:

Organ Medical

system eomplication Treatment

Acute
intoxication

Agute
withdrawal

Long-term
addiction

322 Outline the apparent prenatal end neonatal complications of malernal substance abuse.

33.2 Describe the results of specific diggnostic tests such as urinalyals, breathalyzer, blood-drug levels, and blaod chemistries which
would suggest acute and chronic substanes &nd/ or withdmwal.

LEGAL, ETHICAL, HISTORICAL ASPECTS

I.' Define the current DEA categories of drugai—demonatrating understanding of their development and rationale. Where may -
& listing be found of these categories?

2.' List the Frderal and State rules for prescription writng in each of the DEA estegories.

3! Dascribe the specific Inws as they relste 1o medical practice for (he fellowing:
4. Physiclsn-patient communications
b, Prescribing praciices
¢. DWI, public intoxication
d. Commitment and transfer procedures
¢, “Lmpaired physician” laws
{. Breathalyzer. blood alcohol level analyses. and urine drug analyses

R 38
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CURRICULUM OBJECTIVES

4.' Explain the medical etbies issuet involved in the eatment of & wubstance-dependent patient. e.g.. eonfidentinlity, deteetion/
treatment, and research.

$.' Quutine the historical appearancs and prograssion of use of aleahol, opium. marijuana. tobacco, sedative-hypnoties. amphetas
mines, and hallucinogens, and tha various trestmant approaches to irsatmenl of abuge of 1hese substances.

6.) Describe bow drug and alcohol use by physicians influcnces their practice,
7.1 Describe the lagal messures that have been used historically to contzol the abuse of substances. Include the effects they have had,

8.} Demomntrate an understanding of the impact of the Uniform Aleohalism Act &nd the Nmoue Addietion Act on health care
and rasearch practices.

PREVENTION

1. Demonstrate an undersianding of primaty. secondaty. and tertiary prevention in retation to substance abuse{c.g.. legal measures.
eduzational methods, environmental manipulations, substitute preparationt. lechnelogical eantral),

2.! Daxcribe the vole of various secondaty/ tertinty prevention models such a1 industrial programa. eourt-related programs, and fetal
substanée abuse detection programs on the early detection of substance abuse,

3,' Lint vix ways in which sttitudes of and behavior loward patients by house stafi physicians inffuence the development by medical
students of sound clinical skillx in the treatment of substance abuse patients,

4.2 Damonstrate an undersianding of the role of the physician prescribing practice in the prevention of substance abuse.
$2 Outlino a profram of subsiance abuse pravention for the prevention of physician dysfunction from substance abuse,

AUTHOR

Donald 1. Davis, Chairman of the Committee on Curriculum Objectives, is affiliated with the George
Washington University.

REFERENCES ). Diamond, E.G. The physician and the quality of life. Journal
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Assoclation, 219:1746=1749, 1972, Physictans and alcoholics: The effect of medical tralning on
2. Josiah Magcy, Jr. Foundation, Medical Edusation in Druy attitudes. Journal of Studies on Aleohol, 36:949-955, 1975,

Abuse: Report of g Macy Conference. Phiiadclphia: william 6. Blssell, L..and Jones, R.W, Thealcohollc physician: A survey.
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4. A Course on Alcoholism for
Primary Care Physicians

George Jackson, M.D.

A review of medical literature reveals numerous
articles calling for greater knowledge and improved
attitudes for physicians in the field of alcohol use,
abuse, and addiction. Other studies make reference
to courses fora variety of health professionals other
than physicians and investigate the impact of these
on the participants.

Williams, VanLewen, and Breen (1) have studied
the effect of a 6-day intensive alcoholism course on
the participants as compared to a control group.
The group attending Florida School of Alcchol
Studies consisted primarily of nonphysician health
professionals with snough interest in the fleld to
attend a course. Their paper provides a detailed
outline of the tcaching program with topic areas
and teaching methods, i.c., lecture, panel discus-
sions, gquestion-and-answer pericds, and demon-
strations. Theinvestigators were able to demonstrate
a change in knowledge and attitudes as compared
to a pretest and the control, but a shift in behavior
was not as readily apparent. One conclusion was
that the school effected attitude shifts, but these
changes seemed to bear little or no relationship to
any change in behavior.

More and more educational courses and sessions are
pravided for physiclansinthe field of alcoholism as

34

part of the general increase in emphasis on continu-
ing medical education. The foliowing curriculum is
proposed as a model to provide some standardiza-
tion in the educational effort. Additionally, an
investigation of the effect of this curriculum not
only on physician knowledge and attitudes but on
behavior is urgently needed. To promote participa-

tion in an educational effort which pesults in more. - -

continuing medical ed ucation credits but no change
in patient-related behavior is wasteful and promotes
a false sense of progress.

AUTHOR

George Jackson is affiliated with the Mount Sinai
School of Medicine. :

REFERENCE

L. Williams, J,H.: vanlewen, A,; and Breen, T, Evaluation of s
é-day courss in alcoholism sducacion and orientation. fnfer
national Journal of the Addiceions 9(5):673-99, 1974,
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“A COURSE ON ALCOHOLISM FOR PRIMARY CARE PHYSICIANS

béve&opcd by & committee of the Associgsion for
Medical Educarion and Research in Substance Abuse

Comn-m:n Chalrman
George Jackson, M.D.

_ Members

"Rudy Arredondo, Ed.D., Joseph Benforado, M.D., Louis Bozzetti, M.D..
_ Charles Buchwald, Ph.D., John E, Fryer. M.D., Benjamin Kissin, M.D.,
. John Morgan, M.D., James O'Brien, Ph.D., Jack Marrell Rogers, M.D.,
- - Sidney H. Schnoll, M.D.. and Kenneth Hugh Willisms, M.D.

Iems caus:d by exeessive use of beverage aleohol make up & large part of the primary care physician's practice. Athough
physieum feel competent 10 mansge the treuma caused by an alcoholic’s dn\nns misbap, many physicians feel unpreplred and
dealms with the ctlology of the trauma—-—alcoholmm .

ment of proﬁcnency onthe part of primarycare phynelans in detccting.dmgnoslns. and managing the mdmdual with
ed 10 xcessnre alcohol use.

ervens appropriately for trestment. .- - - -
comfortable in the. recosnit mn! mterventlon role.
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-= - The primary care physician should be able to recognize the patient who is or may be abusing alcohal, Such an individual maybe o ¢
" identifed by one or more of thé foltawing factors: - S
“.> 7 “Aeute alcohol intoxication,
" Alechol on breath,
.Blackbuts, 7 - - ' : "
Contlnuing sleép disturbance and vse of sleep medications,
" Oriving while inloxicaged.
. Episedes of Wss of control of behaviar,
Fraquent use of psychoactive drugs and drug-seeking behavior.
Frequent work absence or tardiness,. = -

- Liver abnormalities, - EEITI
Muluple somatic complaints and recurrent GI distress, o
Peripheral neuropathy,

... Stxual dyshinction, . ) : : e e e

~ Repeated accidents (drivjng and other), TN

" The briniary éare physician s_hbuld be able to define and identify the patient who is dculely intoxicated with aleobol with particular
" at@ntion to— - : T "

- Levels of consciousness associated with excessive alcohol consnmption. i
i "+ Olfferentiation of CNS dysfunction due to alcohot from other causes. (A variely of other drug intoxications and ¢enditions result
" In changes in consciousness and/ or behaviot similar to that seen in alcohol intoxicatlon , e.g., diabetic coma, psychosis.) .

B e _ Orher abnormalities frequently found in individvals who present with acute sleohol intoxication, ¢.§., subdural hemaloma, GI - -
- . . bleeding. ' . .

*-The primary care physician should be able to define and identify the patient who is dependent on aleohol, Such an individusi may bs. .
. identified by one or more of the following: e
... Presence of alcoho! withdrawal syndrome: .
"+ _ Early—mild {tremors, agitation, insom nia).
", Late—severe {delirium tremens).
* -Tolerance 10 large amounts of alcohol, .
- - Presence of various medical complications. cirrhosis, pancreatitis, macrocytie anemia, organic brain syndrome, malnwiritlon;
7 "GFuleer/bleeding, - _ . R
Sufficient criteria as described by the National Council on Alcoholism.
Sufficient positive responses on the MAST test.

Intervention - -
" Theptimarycare Physician should be able to efficiently treat the patient withacule intoxication, and to facilitate withd rawal from th
" dependent state withcut adverse effect {detoxification). R
+ .. 1. Acuteintdxication: The following aspects are of particular importance in treatment:
- - Life support for the comatose patient {¢.g.. intravenous and respiratory suppori),
" Calm discourse. . S
"~ Sedative medication, ¢.g., benzodiazepine derivatives,
Posslble referral to “sobering up* services.
. 2. Physical dependence: The following aspects are of particular importance in treatment:
o -7 Sedationof hyperactive central nervous system, ¢.g., paraldehyde, benzodiazepine derivatives,
Sl Close observation for development of defirium tremens after carly {mild) withdrawal state,
. Vitamin therapy, - . S -
Observation for complications, e.g.. infection, aspiration.
Observation for other sedative drug withdrawal.
Preparation of patient for long-tetm treatment.
Payehotherapy.
Benzodiazepine derivative maintenance in selected cases.
Referral to other sourees of therapy,

+ The primary care physician should be able to intervene 1o provide treatment for remlssion of aleohollsm directly and through referral,
1. Primary physician aetivities: - . R,
- Preparation of patient for 1ong-term therapy,
Ongoing review of medical status. ~ . :
*atlent. management including aggre ssive followup and coordination of outside services.
dlizaion’of Antabuse, 27> L T
“Utilization of antianxicty drugs su
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A Iocal planulng commmee must be devcloped 1o adapt these guidelines to the local situation. Local alcoholism expem should be
uded in planmng

FCliri t b, Disgnl of Akohallh by the Criera Comiten, Nerlonat Cunel on Aleobclsy avelab fn Amarin 4 Fof Poehiaws, 1SR Avpios 972,
M.khinn&lw liym Screening Tt (MAST), avaitablein Sejzer, M. LThcMwhimmmdimSauaiuTm(Mmmmtmamdhmnlelmmdm

27:1685, 1971 a0d Seizer, M.L.; Vi
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TABLE l.—Area alcoholism education and training prog}a&tk

Ares . : States) territories served

Alatks, Arizona, Californis, Colorado, Hawaii, Idaho, Monllnl,
Nevada, North Dakota, Oregon, South Dakota, Utah Washlnglun.
Wyoming, Pac:ﬁe Islands/ Trust Territories - :

1788 East Plumb Lane
i Suile 260"
Reno, Nev. 89502
702-786-3610

Connecticut, Delaware, Dintrict of Columbia, Ma:ne Mtzryllnd.
T ) Massachusétts, New Hampshire, New Jorsey, New York, Pénnsyle.

. - Charles Sapp wvanis, Puerto Rico, Rhode Island, Vermont, Virmn Islandl. _Vir-
Director. - ginia, Wenl Virginia

‘P,0, Box 512

N Bloomﬁeld. Conn. 06002

1-203-243 8326

Alabama, Arkansss, Florida, Georgis, Kenlueky, Loulsiang, -
> SRR - Mississippl, New Mexieo, Norih Caroline, Oklahoma, Soulk.
Edward Alderclle Carolina, Tennessee, Toxas

" Direstor - . .

= . 776=B Juniper Sireer NE.
" Allinta. Ga.'30308
404-875-“96 ’

".'M'[DH;(EST Hlinois, Inditna, fowa, Kansas, Miehigan, Minnesota. Mlmuri
e ) ' Nebrasks, Ohio, Wisconsin

_:WIll'in_&?au_tyhski. Ph.D.
Director .
IBO: Nofth. -Michigan Avenue

Chicago. Ill 6060|
- 312-782-0073

. Annotnted readingl—categoncally grouped.? R
' Proposcd historieal questions which aould be used in M.D.'s practice. The physieian can Incorporate questions about aleohol uu Inlo
-:-'lhe routlne medical interview at the game lime questions are asked about smoXing and using medication. '
“List of various agencies from whom more information or resources is available:
... Alebhoties Anonymous

- wrile to:

General Servics Ofﬁce of Alecholles Anonymous
- Pox 489 e _

Orand Central Polt Office
New York, N.Y. 10017

- Ares’ Alqohollsm Bdueauon and Training Prograrms
s (Sce fakle1) R

: Cenlar ofAleohnIStudles o .
‘Rutgers Universily 3
r:le Brunswick, N.J, 08903

Pora dn&’ﬁfg& Im érmdiﬁhme to Geor§t Jackson, M.D.. Depﬂlmnlod'tommumty Maetlal s M ouns Sinmi Schiosl of Medlcine, New York, N.Y, 10039, Sulb.pm inclided
f i i gleohnl clated p hoiogl 'Iluudes. hildran of alegholi Pasents; dependines and wuluimnl.drlnldnshabiu—-:utlunkﬂdmrhlmryoflluh
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1

] (pm II) Tm:mn case fouud 1o have hlood aleohol Jevel of 300 mg percent aud minor fractures; levet ofoomous- )
_eousemtwe management On second or third day in hospital patient becomes severely agitated with increased

Cg.ggreu amm.(pm III) Flushb:ckumomdmdual's hustory,withupectl of problems on job, bome.previousDWl,encoumu
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Charles Buchwald, Ph.D.

'-Medical educauon in alcoholism and drug abuse Althoughmanycareertcachersapproachedthelrnew
., CULB Across many disciplines, each with its own ex- assignments with the aim of ‘personally: leachmg a
- tensive luerature. special concerns, and jargon. For of the alcohol and drug abuse courses'at the in
‘the most part; these disciplines do not deal with the his v
,material relating o substance abuse asan integrated
b wiedge, Equally true, there is no such
thing as a coordinated curriculum in drugand alco- within the existing mcdlcal; sch
holabuse at most medical schools. At some schools structure was more feas:ble Thu'

' ire scattered 1-hour lectures in as many-as ):
eight separate_ departments At other schools, three -
r-four1$-minute or 20-minute segments of larger
lectu;es subsutute for. even the scattered hour lec- -

eacher Program.ir m Alcohol and Drug Abuse was .
' bllshed in 19?1 to attempt to upgrade the cur- .

" vantcontroversial issués. “A description; ral
anabstract, was prepared for¢acharticle
ed' medlcal schoolturrlculum It bécame appar.  38¢ the reader to sgek out’ “d read
ent 1o most that the broad range of knowledge re-  just the abstract.
- quired fora compréhensive curriculum necessitated ]
- familiarity with’dn extensive literatyre, frequently educationinagivencontentarea thar_: thal "btan
-disclplines other than one s own. If a career merely by readnng the selecuon of i amcl '

 his own medical school, 8/ he would require
a’specific: refercncej 'gmde to the drug and alcohol
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cachmg a parucular course. the references would  Aneditorial committee of presentand former career
nable ‘him/ her to discuss the material knowledge- teachers has been formed to insure the approp‘ria_té
: ith the actual teacher, and help make him{ her selection of articles for these revisions. Further plans- -
of the latest material pertaining to substance,  call-for adding an annotated bibliography of the’
The tcachcr could also makc use of thchsted " major reference works available in the field to the
' handbook. Anadditional list of teaching aids appro-
priate for professionals other than physmans will:
also be included in order to increase the usefulncss
of the handbook.

Onc addmonal resource that is deemed of value to
.thc carccr teachcr is a list of teaching aids. A third

The editorial committee will also cxplorc the feasi- - -
bility of coordinating the handbook with the set of
curriculum objectives so that it will serve more di+
rectly as a curriculum guide. This will primarily in- =~
volve changing some chapter headings, dividing - ..
some sections in two, and collapsing others. In this ' -
way, the handbook will serve asa barebonesoutline ™ =
for an eventual textbook in substance abuse: T

-reflcct the latest scientific and treatment literature. Following are the contents and a sample chapter-
ierefore the resource handbook wasdesignedina from the first revision of the resource handbook.
seleaf format so that sections could be updated :
-relatively easily. The initial plan of an annual revi- AUTHOR

“proved to be too ambitious for such a large

undertaking, so the present plans call for a less Charles Buchwald is affiliated with the State Uni-
requent periodic updating. versity of New York—Downstate Medical Center. -
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, Sociocultarsl Factors
Blblioguphy

. Bacon Selden D. The proeess ol' addiction to ateohol:
- social ;spects Quarterly Journal of Studies on Aleohol,
34:1-27, 1973,

A descriptive study dealing with the process of social
control and drin ling. The developingaleoholic reduces
-the number and varicty of his socia) activities and drops
ut of membership insocial groups, joining groups more
tolerant of his drinking and which e xercise less control
: over him. Recovery involves a resocialization through
ing controls over behavior socially defined as
1 expected behavior. Prevention
achicved by insuring: that’ beha\nor by others
ypioval of deviant dnnkmg bella\nor

Seareh Which hasemergedumhm the past 15 years.
: Statistical analysiy of marital status has demonstrated
hat the stéreotype of the aleoholw asama:gmal vnder-
oc:allzed member of society'is no longer tenable. Al-
igh rate of broken marfiages, but
with1 their spouses. Case studies of the
ics have described the personal pathol-.
n and the nevrotic interaction be-
panners,- The hypothesis: that aleo-
u._[au\re stress affccung the famlly in

Aruitoxt provided by Eic:

4. Beckman, L.J. Womn-nleohohcs,arevié(v of secial and
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-suggested in the ctiology of alcoholism, are discussed ..

in a review of the literature, Exnmples are drawn from =,
cross~cultural studies in which’ it was found that fre-
quency of diiinkenness was positively eorrelated 1o .
frequency of ceremonial drinking.- especially when'.

aleoho] was drunk aboriginally, demonsirating that ‘

saered or ritual use of alcohol does not necessarily re-
sult in conirolled drinking. Frequency.of dronkengess.
was highest in societies with low childhood.pressure .
toward compliance and in those where. lndependenge
in adulthood was stresied, supponing the hypothens
of a dependence-independence confliel in aleoholism..

¢ial controls on excessive drinking, eoq}q{pn_-_facidié"j v

Abslincnee as’a social conirol of aicoholism is dis- -

cussed in anthropological and historical perspeetive.

Effective social control in present-day society is neces- - - -
sary. Moderation in drinking, onee established in the .

eultun, may alleviate the eonflicts and anxieties which
motivate excessive dnnking A- blbllogmphy of- 40
ftems is included. -

psychological studies, Journal of Smdm on Alcoho!
36:797-824, 1975.

In areview of social and psychologwa; studies onwomen
alcohelics published in English since 1950, findings )

on socia history variables,” personalily characteris-

tics, social roles, and sex-role eonfusion and ireatment =~

- methods are exnmlned A bibliography of 109 i iems is”,
- included.

holism; A review. Quarterly Journal of Studies on -
Alcokol, 34831-852, 1973, .

s Blane, Howard T., and Barry. H. Binh order and alco- L

In a wide-ranging cross-cultural survey, the mmu- T

gators found an averrepresentation of last borns inall

family sizes, inereasing progressively with larger farm- o

lies, Confliet over dependency has been _suggested asa

motivational factor which may undéilie ¢xcessive ~ -

drinking and which may be overdeveloped in.the last - -

born of the family, especially among men

6. Edwards, P., Harvey, C., ard Whitehead, P.C. Wivesof -

alcoholics, Quarterly Joumal qf Srudies on Alcohol,
M 012-132, 1973,

The literature on the wwes or nlcohollcs is reviewed -

under three headings: the distirbed personality theory. -

the stress theory, and the psyehosoual tbeory

7. Linsky, A.S. Theories of behavior and the image of the .

ateoholic in popular magazines, 1900-1966. Public
Opinion Quarterly, 34: 573-581, 1970- ?l

A comprehenswe review of popular magazlne artleles
finding a shift in the perceived factors in zleoholism-
causation andin the method of dealing with aléoholism;

The pattern of changes reflects evltural ehanges in' -

popular conceptions of man's naturc which go far bc-
yond the problems ofaloohol

8, Lowe, G, and Zzghn. AL Soe:al class aﬁd the treat-

ment of alcoholle patients. Quarmiy Joumal of Smdies

that seectionof in pauent care was not related lo soeua
class and thal there’ were' “few. social ¢l
in days of treal me ) Vi




<"+ thase and previous findings in other locations are din
: cun{m interma of the differences among the ireaimant
- Inelliien, : '

_9.: McClalland, D., Davls, W., and Wanner, E. A ¢ros
© +-eultuzal tudy of folk-iale conteni and drinking. Seciom-
. dtry, 39:308-333, 1966,

A compulier correlation of folk-tals coniant and drink-
. ing ¥lelded 14 significant carrelations. (1 Ia wggented
. : that the paychological sate Involved ls not subsinience
.. WnXioly of need tor dependence, aa previous suthor
" have argusd, bul u feeling of weakness in he fnce of
heavy demanda which lesds men to dream of magical
.~ polency and soek il by heavy drinking. The dagree of
- atru¢tural support aupplled by the culture is slic dis-

- oussed in terms of drinking control.

10, :Steaun, R, Alcohol and roclety, Psychiaivic Annaly,
- XB-107, 1973, - -

A ganorslariiole discuning the finding of the Natlonat

- Comminion on Marihuans and Drug Abuseand siher

*‘aurveys which provide unique Inaighta inle drinking

patterns and slcohol probloma, Labelingand reaultant

o rempliom aboul aleohollam are discussed, an are

" lelaure-time drinking, traffic accldents and alcohol,

.7 . drinking and alocholism among youth, and arreat ver-
* . aut rehabilitallon of public drunkennen offenders,
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Teaching Ajds

L. Alcohol )
Film, 1971, 29 minutes, color, sound, 16 mm, Producer-
USSRS, Title No, 128100 . 570 0n. 7 2
An sicoholic, and former bank vice president, describes his
experience on skid row and how he found & new life through’
1he Utah rehabilitation program. From the *To Live Again”
series. : S B

Ordering Section " Rentak $12.50
National Audiovisuat Center - - - '
Washington, D.C. 20409 _ Sale§175
202-763-7420 )

2. The Aleoholle Within Us ot
Film, 1973, 23 minuics, color, sound, 16 mm,
Presents the premise Lhat emotional probless eavise excess . .
drinking by portraying emotions as individuals who talic to -
ons another, The origin and ontogeny of alcoholism i thus ™
Interoationsl Tele-Films Enterprises Rental: $23
47 Densley Avenue
Toronto, Ontaric M6M 2PS . Sale: $345
4162414482 - DI

3 ConYouTakelt . . ... .
Fim, 1214 minutes, oolor, sound. - ..
R. Gordon Bell, M.D., noiad festurer.on addictions; dis-
susae tolerance 10 alcohol and how it ean vary from person
10 person. Dir. Boll poinis out the physical, mentl, and sociat
effects of (oo much alcohol on_people whose chemistry is
such chat they “cant take it~ - - e
Rental™ —
Assccistion-Sterling Films -

. 856 Third Avenue .
New York, N.Y. 10022
2129354210 .~

Rentak Nofee




Arneriun Auodutlon Against

- Addietion Sale: 5123
1225 Went Marl:el Street

“AKfOR, Ohls 44313

Daysof

-:.Fllrn. black and white, sound,

LA dramatzadon of ulcoholhm. thowing the etislogy and
; ;Wlml aspects;

- “Audio-Brandon * Rental: §55
.. .- 34 Masquestern Parkway
. Mount Yemon, N.Y 10550 Sale: not available

9 I4-664-505I

s m ﬂw imbrfau Woman, -

“Film, I97I £8 ‘minuies, color, sound, 1§ mm,

A relllaic portrayal of an indlgent's lifeatyle, A middie-aged
~ woman [a shown seeking shelier, in conwet with govem-
_mantal and prlme enterprises, In the sireet and ina prychl-
atrio hespital, .. ,

B,B.C. Film Sales Rental: $100
138 Maitland Street

Toronto, Ontarlo M4Y 1ES Sale: $585
4I6-925-389I Telex 06-23577

e The Fursi Step.

Film.. 1975, 21% minutes, sound, color, 16 mm,

A teallsiie drima of a family iroubled by aleoholiam, The

.. virioud tansions and alliances within the family are explored.

N wseful (o parent-tetnage groups and counselors,
Molivhion Lul , , Rantal: 5258 (or pre-

21 West 46th Street - view, deductiblefrom

‘New York, N.Y. 10036 purchaie price.
129874970 . - Sale: $395 (25 percent
e e discount for nonprofit

organization)

Rental: 515 1 to 3 days

nlogiul, and eoclal aspocts of alechel addistion,
“in & group wtting,
49 Weat 46th Sireet $3 each additional day

meuiw bclure fitm featuring:R. Gordon Bell, M.D.
_U |ing blnnl:boml diagrama, Dr. Bell deals with the physical,
yi
'_dul;ned for.professional workers, docton, ete.,
mpanled b}_'leclumtnahohollcsunderummnl
 Unftid Statest T
- L. L7Cromien & Co,.
" - .New York, N.Y. 10036
L a12-882-8m3. -
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C'amlda SR

L. L. Cromlen & Co. Sale: 5225 -

5 Bescham Crescent :

Agincourt. Ontarlo

416-491-457%

8. Sarch T— Portralt of A Teerage A!coholfe

Flim, 1974, 100 minutes, eclor, sound. e

A mlhlledepicllon ofa leenager becomning an aleoholinnd

eoming 1o recognize her alcoholiam, Statistics quoted are -

alarming but questionable.

Universal Studion

100 Uriversal City Plaza

Unlversal City, Calif, 91608

213-985-4321
9. (The) Secres Love of Sandra Bigin

Film, 28 minutes, color, sound. y

Dramatically portrays the atepeby-step prominn imo aleo-

holism of a wife and mother, Shows how ighomnce of the

aymptoms of the disease allows her to decelve her friands, her
family, her physician, and hamll'. until disaster forces. hu :

1o seek help. -

Loan Information

Starley R. Steenback, Director

County of Los Angeles Information Services

500 Weat Temple Streat

Los Angeles, Calll, 90012

213-425-3611, emmion 54167 -

Sale '
Hollyweod Film Enterprises: Inc.  Sale: 5150
6060 Sunset Boulevard -
Los Angeles, Calif,

213-464-2181 - -

10, (A) Time for Decision . ;
Flim, 1968, 29 minutes, eolnr. wund. . L
This documentary, produced for the Los Annlli Counly-..'
Commistion on Alcoholism, foctues on one family's search
for help. This search leada the wife 10 visit an aléoholism'in- ;.
formation center where she leams to recognize the symptonis
of algoholism and 1o acoept bt husband's ilnées, The famil
learns motivatlonal ‘tachniques and variitiés of ireatme
availabls, finally redlizing that they can find alidanu even.
lhou;h the aleoholic may wnlinue to drlnk _
Loan Information -

Stanley R. Steeriback, Director

County of Lés Angeles Information Sm'k\a
500 West Temple Street

Los Angeles, Callf, 30012

213-625-3611, extention 54167 SR
Hollywood Film Enterprises, Ing,  Sale: $150

§080 Sunset Boulevatd
Hollywood; Calif, 90028
213-464-23181
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'on-u“s. ng, Ph.D.

ne or the early chal]enges racmg the career teachers
a8 the: setting of priorities in educau.ns medical stu-
bout. lquhol and drug abuse  There was strong

8 vnth physicims whose knowledge

' eeminlyintelhgent enough
'knowledse, but” whose atti«

: .f
very aystcm. “and/ or of low
rscomrlbutingtothis sltuation

.. that*despite efforts to change them, these atti

period of time studied.” ... -

attitudes from first-year medical students thtough :
house staffina teaching hospital (2), Even psychiatrists - -
and other physicians in specialized addiction treatment )

settings have been shown to have more negative atti=.
" tudestoward alcohol-and drus-dependent patients ’

than have nonmedical staff (3). Pessimism about treat-' Co
_ ment.has béen pervasive. Knox (4) found th

psychiatrists and psycholoslsts considéred treatment .
benefits for alecholic patients ¢o be very limited and ..

" were reluctant to participate’ personally in prowdmg.- e

treatmant

- Dectdins lhl.l attitudes were important in”educating’ E

physicians about alcohol and drugabisse was the easlest
part of the task, Attitudes are difficult to defineand ~ -

everi more difficult 1o teach, Our goal was to produce ™ = :

physicians who had ‘positive attitudes toward alcohiol-

and drug-abusing patients and who were ableto form -

effective treatment relationships with them. We did not

' know exactly what those attitudes were or how to.

mmure changes in them,

Edueational attempta have aueeeﬁed in transmttting,.
- . content about substance abuse, but they have had little
- success in developing or maintaining positive atti--

‘tudes. Reynolds and Bice (S) worked with medical’
~interns for 5 months attemptir

1o alter negative
attitudes toward chroni¢ patients; They conoludé

of the interns appear remarkably stable ovi




expectation. that they would develop greater comfort
apd oonﬁdenoe in working with alcoholic patients, She

i ort with patients developed. ‘Reflecting on similar find-

ngs with interns, residents, and atténding physicians,
Aendeison and associates (7)concluded with reference
10 continuing education that “educational programs in
the area of alcoholism should encompass a range of
ctivities-which would help physicians evaluate their

. Medical “Association Council on Mental Health (8)

: g_ecommcnded that “high pnomy be given to pedagogical
methods which will encourage the{medical)students to
so_rt out their personal experiences and subjective feel-
.. mgs, and attam the goal of professional objectivity.”

This’ paper describes our attempts to understand the
problem, to develop a technique for assessing attitudes
Which. are relevant to treatment, and to implement
educanonal activities which would develop more posi-
T tive atutudts :

* HISTORICAL SOURCES OF
NEGATIVE ATTITUDES

Myths and stcreotypes pcrmeate the attitudes of both
patients‘and physicians. These attitudes interfere with
physxcmn—pam:nt involvernent on at least three levels,
First; patients with drug abuse problems are reluctant
0 seek medical help. When they do, there is very little

relation‘of the full details of their drug abuse, Bake-
well: .and Ewing have commented on the number of
ohysicians’ wives whose undiagnosed illnesses led to
psychiatfic referral and the discovery of drug depend-
...ence.(9)::Second, physicians, including psychiatrists,

-are reluctant to participate personally in the treatment
of drug’ depcndeme (4). Physicians report that man-
_j'agemem of alcoholics is difficult, time consuming, and
e unrcwardmg. and that drug-dependent patientsare
' _"unw:lhngto panmpatcmtreatment orto follow advice
10). Fmally. hospitals often refuse to admit or treat
- recognized cases of drug dependence. We have had
former heroin addicts currently receiving methadone
ydrochloride turned away from-hospitals with the
atemient, *We do n't treat junkies.”

[ hewi : espread use 6f opium and morphine follow- -
ng the C;vil War lcd to passage of the Harrison Act

Como5g

) An.-'couor, AND DRUG ABusg N MEDICAL E'bu_cmbn
3 Ba:ley {6): oﬂ‘ered a course. to SOCIal workers with the

und that_discussion of various: studies- during the -
“course-improved knowledge, but that greater discom- -

. personal attitudes toward the alcoholic.” The American

. use of routine questionnaires with all patient

tion and sale of opiates, thls Iaw was later used o
close medical treatment facilities arid to prosé
and imprison physicians who attempted__-
. ‘narcotics addicts with opiates. The- large priso
hospitals at Lexington and Fort Worth were b
and the treatment of narcotics addiction. w;
moved a5 a responsibility ofphysmansm practlce

Inthe meantirm:, medical societiés advised. p
not to attempt to treat narcotics addicts, The
narcotics in medical schools was ‘often laugh na way:
that encotiraged a phobic responseln the young phys :
cian, The failure of prohibition to control humnrl i drilg
use did notdeter the development of mediealviewstha
abstinence was the treatment ofcholce forids
dependenoe Freedman has described the early leaders”
in psychiatry as™fervent proh;bltlomsts.“(l 1) Unfortu- R
nately, this attitude often led to the prohibmon ofthe .
drug-dependent individual as a medical patient When -

s/hefailed toachieveand mainlain an absunent stat

ATTITUDINAL INFLUENCE ON
PATIENT CARE

Althoush little expcnmental work ha.s been done, there
is an increasing amount of descriptive ev:den C
physician attitudes have a wide mﬂuenee on quOst-all
aspecis of patient cars, . _

Diagnosis

Diagnosis ofdrug dependence may be dela
missed, Chafetz (1) and others have: noted t_ha _
physicians' have a stereotypic picture of the alcoh
dependent patient as a derelict; and they el
cel symptoms to make their diagnosls. The
delay until the condition has reached an ady,
stage. Reversal of this-tendency has been dem

strated in the Department of General’ Practic
Manchester University, England. (12). Thér

risk of alcohol dependence increased the'detectio
rat¢ of alcoholism by nine timesin |- year.

Access to Health Care

Negative attitudes may exclude chemically dépenden
patients from the health care provision syster
for those with acuts. medical problems,-Jeliing
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argued strongly for the disease concept of aleohol
dupendence, in part to influence physicians and hospi-
tals to change admission policies that exclude alcohol-
ics. Although official policies have changed, the diag-
nosis of chemicai dependence still selectively influences
admission rates, Mayfield and Fowler(14) studied
alcoholics and excessive drinkers referred toa Veterans
Administration hospital service for treatment, Although
there were few differences between the two groups, 17
percent of the alcoholics were admitted on the first
asseasment 83 compared with 34 percent of the exces-
sive drinkers, The authors comment that “excessive
drinkers are accepted fortreatment 85 often as moderate
drinkers. Meanwhile alcoholics are considered uninter-
esting and untreatable and are seldom and reluctantly
accepted for treatment.”

Referral

Chafetz et al, (15) studied the effectiveness of refer-
rals by emergency room residents to an alcoholism
treatment clinic in the same hospital. They found
that “themore anxious a doctor's voice was rated to
be, the more successful the referrals he made.” They
also found a substantial negative correlation between
an angry tonein the physician’s voiceand the effec-
tiveness of his referral.

Treatment

The place of treatment chosen for chemically depend-
ent persons is influenced by physician attitudes.
Mendelson and his colleagues (2), studying both
house officers and attending physicians at Boston
City Hospital, found a definite relationship be-
tween authoritarianism and custodial attitudes.

. Physician pessimism about treatment outcome has

* - theeffect of a self-fulfilling prophecy. Goldstein (16}

~ has shown that therapist expectancies about out-

. - -come have a substantial effect on the results of psy-

. chotherapy. He recommends that patients be as-

signed to a psychotherapist whose expeciancies are
most t'avorable t'or tha: patient.

he pauen: 8 expecta:ions also play an important
role Mognr etal.{17)5tate that the effectiveness of
“treatment islargely determined by its compatibility
Wwith :he pntien:s bellefs and expectations. They be-
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lieve that the ideal approach to treatment is humanis-
tic, strongly optimistic, and psychologically oriented.

Positive attitudes are not easy to maintain, how-
ever. when a physician encounters a patient in an
intoxicated state. Frustratingexperiences combined
with "failure to effectchange ina patient'sdrinking
behavior may cause house staff to feel that all al-
coholic patients are passive. aimless,and ultimately
hopeless” (2). These negative attitudes can then be
triggered by the smell of alcohol ona person’s breath.
Sudnow (18) reports that When a wino is brought
into the hospital with no respiration or no pulse, he
js likely to be pronounced dead, with no attempt at
resuscitation. alter a stethoscopicexamination shows
no heartbeat. A child or an apparently well-to-do
businessman with the same outward signs of death
is more likely to be the subject of dramaticefforts at
resuscitation.

He goes on to state that “the alcoholic patient is
treated by hospital physicians . . . as one for whom
the concern to treat can properly operate somewhat
weakly.” Haney (19) believes that the crucial de-
terminantis the physician’s assignment of blame or
responsibility for the patient’s condition. “In gen-
eral. more perfunctory examination and more apa-
thetic care are the lot of all patients who, accord-
ing to public opinion, could have avoided their
presen condition.”

Measurement of Attitudes

Accepting the importance of attitudes in determin-
ing the quality of care received by substance abusers
is only the beginning. How can attitudes be meas-
ured so we can assess changes in response to educa-
tional experiences? Various attempts have been
made. The early efforts of the career teachers in-
volved the use of semantic differential scales using
polar opposite adjectives such as good-bad, wise-
foolish, and safe-dangerous(2,20). Positive changes
in response to educational efforts were obtained.

There were two problems with this method. First,
student and physician acceptability was not high.
Many refused to apply these “labels” to generalized
patient groups suchas alcoholics or hetoin addicts.
Second, although change could be measured in a
positive or negative direction we had no idea how
relevant the changes were to patient care, ’
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1t may soon become evident that, while these state-
ments were useful for discussion purposes, they did
not lend themselves to easy measurement. In addi-
tion, many of them required a background of expe-
rience which most medical students and many phy-
sicians did not have.

An attempt was then made by career teachers with
clinical experience to develop attitudinal state-
ments which they considered functional or dysfunc-
tional in their influence on good medical care for
substance abusing patients. Examples of these state-
ments are shown in table [-(21).

TABLE |.— Physician attitudes toward DEVELOPMENT OF A
patients and treatment STANDARDIZED SURVEY OF
ATTITUDES

Dysfunclional Functionat

The career teachers then developed a large number
of attitudinal statements pertaining to a wide variety
of abused drugs including alcohol, usage patterns,
patients, and treatment approaches.

Alcohol or drug-depend- Howcan 1 help alcohol-
ent patients are the dregs  or drug-dependent pa-
of society. tients find 8 more effec-

i ive?
tive way 1o live? Aninstrument of 153 items was developed. The re-

Drug or alcohol abuse is  Alcohol or drug abuse sponsge options to this questionnaire were a scale
a social or !cgal problem, represents problems | from | to 5 (strongly disagree [ i]t0 strongly agree
not a medical ons. can help treat. [5]).

I have little in common | share much human

with alcoholics or drug experience with addicts,

addicts. even though we may dif-
fer in our behavior.

This STAK (Standardized Test of Attitudes and
Knowledge) was administered to 26 career teachers
in substance abuse at their quarterly meeting in
Portland, Oreg. Each teacher took the questionnaire

My only role in treat-
ment is in managing
overdose, withdrawal, or
medica! complications.

Medical treatment is
only one of several Im-
portant supports an
alcohol- or drug-de-

without any discussion.

After questionnaire administration, the career teach-
ers divided into small groups and discussed items

assigned to them. These groups were freetochange -
the content of an item or to rework the wording of
an item.

pendent patient needs
during long-term treat-
ment,

Alcoholics or drug ad- Long-term outpatient
dicts cannot be treated treatment in 2 com-
as outpaticnts. They'll munity is necessary if an
“rip off” me and the alcoholic or drugaddict
community. is ever to live normaliy.

Giving an alcohol- or There is & big difference
drug-dependent person between medicine pre-
medication is like treat- scribed and controlled
ing bourbon addiction bya physicianand alco-
with whisky. hol or drugs taken as
self-medication.

These data were then submitted to a principal axes
extraction of factors and a varimax rotation of 10
extracted factors. Of those 10, 5 were meaningful,
and the remaining 5 appeared to be residual factors
of specific persons. It is well understood that ex-
tracting this many factors on $o many variables
versus o few people is a violation of factor analytic
protocol; however, these data were to be used as a
way to condense the number of variables into
meaningful subcategories and certainly not to
examine detailed structure.

Paraprofessionals are Paraprofessionals can

either in competition beof great help working

with physicians orsode- with physicians, espe-

fensive that the two can  cizlly in controlling be-

never work well to- haviorand communicat-

gether. ing with alcoholics and
drug addicts.

Data Reduction

Afterexamination of the 5 factors, the total number
of variables was condensed to 106items with 2addi- =
tionzlvariables of “basic sciences” versus “clinician”
trained; and, “presently working with substance
abusers” or “not presently working with substance -
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abusers” beingadded, bringing the total number of
variables to 108, These questionnaires were then
mailed to the carser teachers, and 42 persons re-
turned them, The data werzagain analyzed to extract
factors in the same way as before.

Only those items loading at 0.40 or more on at least
one factor were retained. The item pool was thus
reduced to 75. This instrument was then given to
cliniciansaround the country whoare experienced in
treating alcohol- and drug-abusing patients. From
this pool a reference group will be selected who
have lengthy experience, believe they are successful
in providing treatment, and enjoy working with
substance-abusing patients. Analysis of the responses
of this reference group will be used to further reduce
the item pool to 50 items and to develop a scoring
system.

At that point we should have an instrument which
~can-be used-to-measure attitudes in medical stu-
dents and physicians in 8 way which is relevant to
the attitudinal patterns found in current treatment
providers.

EDUCATION FOR
ATTITUDINAL CHANGE

Courses which have demonstrated an ability to
aiter medical students’ attitudes have been devcloped
by career teachers. One such course was designed
with the long-term goals of increasing interest in
and improving the quality of medical and psychiat-
ric care dalivared to substance-dependent patients
{20). The immediate objective was to positively in-
fluence students' attitudes toward substance-abusing
patients and their treatment, .

The substance abuse coutrse was taughtat theend of
the block on the CNS in thesecond half of the sopho-
more year. It followed instruction in pharmacology
and had a heavy clinical emphasis. The course was
designed to involve each studant in an experiential
way with the different aspects of substance abuse.
Audiovisual aids, clinical problem solving, and
small group discussion were used in almost every
part of the course,

~ Each student w..s assigned an Alcoholics Anony-
- mous{AA)sponsor who took him or herto aneven-
* ing AA meeting before the field trips. A syllabusand

book of readings. averaging less than five pages per
instructional hour, were given to each student. The
pretests and posttests included questions on content,
substance use, and attitudes.

COURSE RESULTS

A r-test for correlated means indicated that the
knowledge of the entire class, as measured by the
50-item pretest and postiest, increased significantly
(mean pretest score, 29.43; mean postiest score,
36.22; p < .01). Analysis of covariance indicated
that personal experience with either alcohol or
drugs did not show any effect on knowledge levels
before the course was given or influence the acquisi-
tion of knowledge during the course,

The students as a whole showed a significant de-
crease in feeling disgusted or upset at encountering
all five types of substance-abusing patients (p <.03,
t-tests for correlated means).

On the semantic differential scales measuring atti-
tudes toward the five groups of substance-abusing
patients, a t-test for correlated means indicated that
a significant positive shift took place in the overall
attitude toward hard-drug users (p < .05).

Attitude changes toward treatment modalities all
occurred in the direction of increased optimism.
The only treatment category showing no significant
change for any substance-abusing category was that
of self-help groups, e.g., AA, Synanon, and Weight
Watchers. These were rated highest in both the pre-
test and the posttest. Job counseling showed the
greatest shift in rank ordering and was the only
modality seen as less important than the physician’s
role in the pretest but more important in the post-
test.

The physician’s role in treatment, both generally
and personally, was viewed with greater optimism
in the posttest for alcohol- and drug-dependent
patients. In all cases the class as a whole ranked
their personal roles as more important than other
physicians’ roles in both pretest and posttest, The
rank ordering of treatment modalitics, when com-
bined for all five areas of substance abuse (with the
exception of job counseling), was the same in the
pretest and posttest and was as follows: (1) self-help

" - groups, (2) family involvement, (3) counseling (psy-

53

chotherapy), (4) my personal role asa physician, (9)
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the role of the physician, (6) drug subsiitute or
antagonist (chemotherapy), and (7) institutional
treatment.

Student evaluations of the substance abuse course
were highly positive in comparison with their evalua-
tions of other courses they had-taken. They also
rated their medical school experience as having a
more important role (p < .01, r-test for correlated
data) in the attitudes expressed on the postiest as
compared with the pretest.

The highest rating was given 1o the visit to an AA
meeting and the field trips to wreatment programs.
These visits provided direct contact with people in
heiping settings. The szcond highest ratings were
givenequally to thesessions on management of over-
dose and withdrawal and the review session. Both
of these experiences had a heavy clinical emphasis,
the first dealing with a series of clinical problems
the students worked on in small groups, and the
second providing direct comact with a physician
who had extensive clinical experience with sub-
slance-abusing patienis.

Evaluations obtained from the siudents glve some
clues as to those parts of the course which may have
been most effective in influencing 1heir attitudes.
Alirocchiand Eisdorfer (22) reported & similar pos-
jtive impact of clinical experience on attitudes to-
ward mental heaith. Inthe area of subsiance abuse,
the course described in this paper may have repli-
cated in a medical school setting the experience of
Mogarand associates {17), They found that chinical
experience with alcoholic patients resulied in signii-
icantly less pessimism in psychiatrists and other
physicians about the sffectiveness of treatment.

The increased optimism about treatment shown at
the posttest by our students is quite important in
potentially influencing theeffectiveness of treatment
£ 2 by these students in the future. Goldstein’s
(16) recommendation that patients be assigned to
therapisis whose expectations are most favorable
for the patients is relevant in this contexi. The
converse isthat many substance-gependent patients
live up to the negative expectations of the people,
frequently physicians, who are irying to help them.
Mogar (17) made the point thai “treatment out-
come with the alcoholic patient is a function of staff
attitudes, patientautitudes. and, perhaps most impor-
tantly, the degree of congruence between them.™
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CONCLUSION

The physlcian isa key personin the treatment of al-
cohol ordrug abusing patients, Wheiher in private
practice. serving as & consultant, or working full
time in a treatment program his/her attitudes will
be influential in determining the quality of care
delivered.

S/he is obviously needed to provide the chemo-
therapeutic aspects of treatment. Of particular value
is the physician’s clinical judgment when the team
makes decisions that may involve some element of
risk for the clinic member. In addition, the physi-
clan provides important gupport and education for
both the nurses and counselors who are often under
great stress from clinic members.

Relatively few physiciang will choose 10 become
directly involved in the treatment of drug depend-
ence, An equally important role remains for the
physician in practice. S/he may have the first
opportunity to make an early diagnosis and rafer
the drug-dependent person for management. Prep-
aration of the patient, communication of hope. and
the provision of emotional and chemotherapeutic
support may be critical in getting the patient into a
treatment program. Physicians will continue to be
called on to manapge drug overdoses, severe drug
withdrawal, and drug-related emergencies. Drug-
dependentindividuals will cominueto get pregnant,
have accidents, and suffer from any of the human
race’s ilinesses.

Changesinattitude are necessary at both physician
and institutional levels if drug dependence is 10 be
adequately treated. Such a change in attitude is
possible. The history of mental iliness showsa gradual
shift from medieval rejection and punishment to
increasingly effective treatment which is more and
more being incorporated into the mainstream of
medical care,

Each of us must be aware of our own attitudes
before we can change them. The Standardized Test
of Atlitudesand Knowledge can be used todevelop
that awareness. The test, which is presented at the

end of this chapter, will have many uses in under- . -

graduate, postgraduate, and continuing medical

education. Kt is our hope that it will contribute in .

a measurabie way to improved treatment of sub-
stance abusing patlents. :
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STAN s +RDIZED TEST OF ATTITUDES AND KNOWLEDGE III
{STAK)
Attitudinal Statements

leestructions:

Please.answer each iterm by indicating pour degree of agreement or disagreement using the Jollawing formar.!

D d u ® A

Strongly Disagree Uncertain Agres Strongly

disagres agree

Ploass cirele only ane answer for each item and complete all items. Remember that your answer should reflect your attiwde and not
whether you think the statement is factually correct.

DduaA [ Alcohol is an effective sociat relaxant.
Ddus A 2  Marijuana use kads 1o mental iliness.

" -DduaA 3 All heroin use kads to addiction. \

‘DdusA 4. Alcohol use is all right if it is not excessive.
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D
Strontly
disagree

Dduaa §
Ddaaa &
Ddaaa 7
Ddvaa 8
Dduai 9.
DduaA 10
Dduaa Il
Ddua A 12,
Ddua A 13,
DduaA l4
DduaA 15
Dduaa 16
Dduad 7.
Dduaa 18,
Dduaa 19,
Ddua A 20
Dduaa 2l
Ddua A 22,
DduaA 2%
Dduai 4.
DduaA 25.
Ddua i 26
DduaA 27
Ddoa A 28,
DdunA %5,
DduaA 30,
DdusaA 3.
DduaaA 32.
Ddua i 33,
DdusA 34,
Dduaa 35
Ddua A 16
DduaA 7.
Dduaa 38,
Dduaa 39,
DduaA 40,
DduaA 4l.
Dduaa’42,
Ddua i 43,
DduaA 44,
Dduai 45.
Ddus A 45,
Dduga 47,
Dduaa 48,
Ddua i 49,
Ddua A 50.
Ddus A 5l
Ddua A 52
DduaA 53
-Ddua A 54,
Ddya A 55,
Dduaa 56
Dduaa 57.
DdygA 58,
Ddunaa 59.
" Ddus A 60,
Dduna 6l
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d u a A
Disagree Unetrtain Agrae’ Strangly
agree

. Aleohol is a food. not a drug.

Stimulant use leads 1o mental daterioration.

. Sedatives are more frequently abused drugs than nareotics.
. Marijuana should be iegalized.

People should reatize that the caffeine in eolfec and beverages is a drug.

Using any hard drug shortens one's lifespan.

Any drug can be safely used by a person who is mentally healthy.

Aleohol is so dangerous that it eould destroy the youth of our country if it wasn't eonrolled by law,
Heroin is so addicting that no on& can really recover onee s/he becomes an addiet.
Aleoholism is familial in origin.

Almoat anyone would wrn to drugs if her/her problems were great enoush.

Smoking leads to marljubna use, which in turn leads to hard drugs.

Street pushers are the initlal souree of drugt for young people.

Children learn about drug use from their parents’ behavior.

Aleoholism is a learned disorder.

A disproportionately high number of addlcll are born to mothers on welfare.

Phyileinns are an important sourea of drugs for most users.

Drug abuse i8 & character disorder,

Being raised in a stum leeds to drug abuse.

Drily use of one marljusna eigatette is not necessarily harmful.

Clergymen should not drink in public.

Physicinns should not smoke tobaceo in public,

Tobacco shoutd not be ameked In the reams whers nonsmokers ace present.

People hould oniy get drunk at home.

People who use marijuana usually do not reapect authority,

People who use psyehedelie drugs have emotional problems.

A phyticlan who has been addicted to nareotics should not be allowed to practice medicine again.
The laws governing the use of mardjuana and heroin should be the same,

Weekond users of drugt will progress to drug abuse.

Tobaeeo smeking should be allowed in high sehools.

Personal use of drugs should be legal in tie eonfines of one’s own home,

An individual who does not engage in the social use of drugs is a bore,

Teachers and other role models for young people should not use aleohol and other drugs jn publie,
Anybody who b clean shaved and has short hair probably doesn't use illegal drugs.
Recreational drug use preeedes drug abuse,

The majority of aleoholies aan recover with treatment.

Peopit who dress in hippie-style clothing usually use psychedelic drugs.

People who use drugs are sexually promiscuous.

[tis normal for & tetnager to experiment with drugs.

Marijuana use among teenagers can be healthy experimentaiion,

Lifelong abstinence is a necsssary goal in the treatment of aleohalism. s

A hospital is the best piace to treat an aleoholic or drug addict.

Once a person becomes drug-{ree through treatment a/he can never become 2 social user.
Aleoholism is associated with 2 weak will.

Drug addiction is a treatabls illness,

Persons eonvicted of sale of illicit drugs should not be eligible for parole.
Pacaprofessional evunselots can provide effective treatment for aleohol or drug abusers.
Methadane is a very useful treatment for heroin addietion.

Urine drug screaning is an important part of drug abuse treatment.

Antabusa {5 a very useful trestment of alecholism.

Oroup therapy is very important in the weatment of alesholism or drug sddiction,
Long-térm outpatient treatment is noesssary for the treatment of drug addiction.

Angry confrontation is neosssary in the treatment of aleoholics or drug a ddicts.

Pamily Involvement is a very important part of the treatment of aleohollam or drug addiction,
Alcoholism is a treatable iliness. .

Chronie aleoholits who refus¢ treatment should be legally commhted to long-term treatment,
AA is a very useful trearment for alcohoiism,
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D
Strongly
disagres

DdusA 62,
DdusA 63,
DdusA &4,
DdusA 65
Ddus A 66,
DdusA 67,
DdusA &,
DdusA 6.
Ddus A 70.
DdusA 7i.

DdusA 72,
DdusA 7),

DdusA 74.
DdusA 75

SUBSTANCE ABUSE ATTITUDES

d u ] A
Disagrec Uncertain Agree Strongly
agree

Mentally healthy doctors will have nothing to do with alcohol- and drug-dependent persons.

Physicians who dingnose alcoholism early improve the chance of reatment success.

Most aleohol- and drug-dcpendcnt persons are unpleasant to work with as patients.

There is probably some hereditary factor that causes people to become addicts.

An alcohol- or drug-dependcnt persan cannot be helped until s/he has hit “rock bottom.”

AD aleohol- of drug-depsndcnt person who has telapsed several times probably cannot be treated.

There is an addictive personality.

A physician who treats alcohel- or drug-dependent paticnts will lose many of his/ her other patients,

Alcohol and drug abusers should be treated only hy specialists in that field.

Thc best way for a physician 1o treat 2lcohol- or drug-dcpendcnt patients is to refer that patient to @ good treatment
program.

Once an aleoho!~ of drug-dependent paticnt is abstincnt and off all medication, no further contact with a physician
is necessary.

Before an alcoholic is able to stop drinking s/hc needs to gain some insight into the reasons for his/her drinking.
Parents should tcach thei- children how to use slechol.

Regutar, heavy drinking is not a probicm for thase who can hold their liguar.
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7. Evaluation of Knovﬂedge in Substance

Abuse

History of the Task Force on Evaluation

When Dr. John Griffin was appointed a career
teacher, he already had an active interest in physician
evaluation. For ¢xample, he had contributed a chap-
ter on the structured oral examination for the vol-
ume, Evaluation Methods in Psychiatric Educarion,
edited by Muslin, Thurnbiad, Templeton, and
McGuire, and published by the American Psychiat-
ric Association in 1974. Dr. Griffin had also spent
time® in the Research in Medical Education Unit at
the University of Illinois and had been an aciive
member of the Written Test Sub-Committes of the
Child Psychiatry Section of the American Board of
Psychiatry and Neurology.

As & career teacher, Dr. Griffincame fora periodto
the Baylor Career Teacher Training Center in July
1974. At that time he indicated that one of his objec-
tives was the drafilng of approximately 500 questions
in the area of drug abuse and alcoholism, and he
devoted asignificant part of hisstay at Baylorto this
effort, using part of his time with each instructor to
formulate Guestions on that topic. Dr. Griffin then
began talking with other career teachers about help-
Ing him to field test theae questions.

After the career teacher program had been under-
way for over a year, the National Institute on Drug
Abuse appointed a task force to look more broadly
at.the entire field of physician education and allied
" health education in the area of substance abuse.
There was therefore set up a NIDA Task Force on

- Physician and Aliied Health Education Objectives,
* " which had its preliminary meeting in Rockville, Md.,

-in January 1975, and had its first formal meeting in
:  Houston on February I3, 1975. In a series of meet-
" ings, thistaskf orce adopted a list of eight objectives

Alex Pokorny, M.D.

in the area of physician education. These were then
assigned to specific individuals, agencles, or com-
mittees. Objective III was stated as “Secure Inclu-
sion on National and Specialty Board Exams of
Questions on Alcohol and Drug Abuse. “This objec-
tive was assigned to a tagk force chaired by Dr. Griffin,
and initially Dr. Richard Phillipson and Dr. Alyce
Gullattee were to assist him. Later a task force was
created including those three members plus Dr. Alex
Pokorny, codirector of the Baylor Carcer Teacher
Training Center, and career teachers Kenneth Rus-
sell, Ronald Krug, and Kim Keeley. The task force
had 12 meetings from 1975 to 1977,

During the first year, the committee worked almost
exclusively on the development of a pool of ques-
tions on substance abuse for use by career teachers.
Thecommittee started with Dr. Griffin’s considerable
pool of items. Eachtask force member then submitted
about 30 additional items which led to an initial pool -
of over 309 items. Individual career teachers who
were not members of the task force also provided
some items. During this year the committee worked
onindividualitems during meetings and also between
meetings. During this period task forceé members
learned a great deal about question-wntlng tech~
nigues and approaches to evaluation.

Since one of the original goals was to increase the
number of questions on drug and alcohol abuse in
the national board and specialty board examinations,
the task force set up some discussions with the Na-
tional Board of Medical Examiners. The eventual
result of this was that the task force submitted 25 of

- its best questions to the secure-item pool of the na-
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tional board and also set aside 25 other high quality: -
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questions for submission ! year later 1o this pool.
Since the mechanism by which the national board
selects questions involves choices of a series of dis-
cipiinary test committees, it is not possible to man-
dateor specify how many items willbe asked perdis-
order or technique. However, the presence of high
quality itemsin the pool should facilitate the better
representation of alcohol and drug abuse in exami-
nations in the future,

The task force then selected approximately 20]
items for inclusion in a lengthy examination which
was ficld tested with the group of career teachers at
the Portland, Oreg., meeting in 1976.

The Baylor Career Teacher Training Center has
gradually taken on the role of supporting and coordi-
nating the examination processing. The plan is that
the center will offer to grade examinations and also
receive copics of results of examinations so that this
further experience with each item can be added to
the Information available on each item in the ques-
tion pool.

An important new development with respect to this
task force was the beginning of discussions with the
National Board of Medical Examiners, initislly
about adding items to their question pool. At this
time, the national board was making plans for de-
velopment of a comprehensive qualifying examina-
tion, to be given to physicians after or near comple-
tion of medical school as & requirement to beginning
graduate medical education (Internship or resi-
dency). It occurred to the representatives of the Na-
tional Board of Medicai Examiners and the NIDA
task force that this might be an excellent spot for col-
laboration, and after several planning discussions
such an agreement was entered into. The national
board submitted a grant proposal which was funded
by NIDA, and the evaluation task forcealso became
8 research Project examination committes or task
force of the National Board of Medical Examiners
todevelop a proportion of the comprehensive quali-
fying examlnation. During the past year this has
become the pris=ipal activity of this evaluation task
force. Because of the felt need to broaden the expertise
and competence of this committee, Dr. Kenneth
Williams, an internist and career teacher from Pitts-
burgh, and Dr. Sidney Cohen, a pharmacologist
“and an established authority in the field of drug

= abuse, have been added 85 members (see listing).

"” The work with the National Board of Medical Exa-

miners has involved a prominent shift to writing of
patient management problems and of multiple choice
questions around particularthemes and case histories.

RESEARCH PROJECT
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Development of a Grid for Examination in Substance Abuse Alex Pokorny, M.D.

One of the prime considerationsin the development
of an examination is to make it proportionately
representative; that is, the number of questions
asked on a topic should be approximately propor-
tional to the importance and teaching time allo-
cated to the topic. If a topic could be subdivided
along only one dimension, then it would be simple
to allocate the questions in the same proportion, If
a topic needs to be divided in two dimensions, then
one needs to construct a *grid” or two-dimensional
table with corresponding cells. I there were three
dimensions which were important to consider, then
one woyld need to construct a three-dimensional
solid figure. [n our task force, we decided that one
important dimension would be substances of in-
terest such as opioids, stimulants, hallucinogens,
and alcohol.

It wasdecided that a second major dimension would
be subjectareas such as psychological aspects, phar-
macology, clinical diagnosis, treatment and reha-
bilitation, and prevention. Eventually the committee
decided to have 10 groupings for each of these 2
dimensions. These are shown in table 1, with the
subject areas listed down the left~hand side of the
page. After some initial experimentation with such
a grid, it wasdecided that there wasa need fora sub-
stance column called “multiple drug comparisons,”
because a great many questions involved two or
more of the substances and comparisons between
them. Such questions could not accurately be classi-
fied in only one column. Similarly, the subject area
required a category called “miscellaneous and mul-
tiple subject comparisons” for these same general
reasons.

The task foree also set up a third dimenslon, and
each item was classified into whether it represented
information, skills, of attitudes. After a meeting or
two it became clear that virtualiy ali of our original
questions fell into the information category, and
therefore this ¢lassification was not stressed as
much later {(although some of this same attempt to
test skills and altitudes reappeared later in classi-
fications ysed in the Nationa! Board of Medical
Examiners activity).

The initial questions submitted by the task force
turned out to be quite irregularly distributed over
the two~dimensional grid. Such a lopsided distribu-

tion is not desirable in an examination. On the
other hand, it is also undesirable to strive for a
perfectly even distribution on grounds that some
categories are simply more important than others.
Forexample, questions onalcohol should certainly
be more frequent than questions on cannabinoids
or volatiles, Similarly, questions in the areas of phar-
macology, clinical diagnosis, and treatment should
be more frequent than historical or legal aspects.

The question therefore arose: What percentage of
questions should be asked regarding each cell of the
grid? Drs. Griffin and Pokorny therefore arbi-
trarily chose percentages on an a priori, “expert
judgment” basis andadopted the percentages shown
at the tops of the columns of table 1,

Next, for each substance column Separately, they
decided what percentage of the questions should be
allocated to each of the 10 subject arcas, and these
final choices, expressed as percentages, are shown
asthe upper figure of each cell of tabie 1, These per-
centages add up to 100 percent in each column.

When these two sets of percentages Were multiplied.
it yielded the figures shown at the tower half of
each cell in table 1. These lower figures in each cell
add up to 100 percent counting the entire table, and
therefore represent what percentage of the total
examination should be devoted to that cell. Ascan
be seen, some of these percentages are quite small,
less than 1 percent, which makes it obviousthat not
every cell can have a question if an examination is
of usual length.

Table 2 brings out how the distributions arrived at
intable | were translatedinto a 1 50-gquestion exami-
nation. The numbers in the cells are the numbers of
questions. The reader should see table 1 for the -
names of the categories.

A general conclusion from this is that there may be
a need to collapse categories, On the other hand, j¢
is likely that one does not have to ask about every
topic in every examination, and all that one needs
to be concerned with is that there is a fairly even
distribution.

Furthermore, it may not even be possible to gen-

erate items for each and every cell, since in some

instances a combination is Jogically implausible, or
not much is known in that area.
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TABLE 1.~Arbitrory, a priori allocation of exomination to columns and cells of the grid (Griffin and Pokorny, Jan. 13, 1976}

0% 1% 8% 5% 5% 5% % % 15% %
0 1 p] i} 4 § [ 7 8 9
Hypnotics , -
Minor Helluelnogent  Cannabinoids Volathes  Afeohol Multiple 498 i aneous

Opioids  Stimulants and

sedatives  tranquilizees comparisons
) Socioculiural 10 H 14 10 13 20 0 10 L] 10
14.95 208 0.0 .80 {.50 0.75 1.0¢ .40 300 1.50 0.30
(&) Pathology 5 2 2 2 H 19 5 8 ¢ 10
4,50 1.00 0.14 0.16 0.10 £.10 0.50 .10 .40 0.08 0.30
(¢} Paychological sspeces § 10 g 8 1 ' 5 it 4 5 10
608 1.00 0.70 0.64 040 {1.65 0.25 .20 1.20 4.5 0.30
(d) Research and theory 5 3 2 2 10 15 L 5 ] 15
491 1.00 0.35 015 0.10 {.50 .75 0.10 .50 .08 045
a (e} Hisorinl, legal, ethical ] 3 3 3 k] 10 ] i 5 ]
-~ 4,15 1.00 0.21 0.24 .15 0.15 0.50 0.10 0.90 $.7% 0.15
{0 Pharmacology 0 .} 10 10 i 10 b} is 40 15
15,40 400 1.40 .30 0.5 .85 0.5 .40 4.5 6,00 0.45
{§) Clinlcal diagnosis . 2 25 25 17 L} (] 2 b0 ]
19.35 400 1.40 100 1.5 0.84 .50 0.20 §,00 300 0.15
() Treatment and tehabiliaion 20 X pal 25 1 10 15 p.1] 15 b}
18,85 400 1.40 200 1.2% 085 .50 4.1 .00 .25 0.60
i) Prevention ] ] 0 g ] § ] 10 0. ]
§.40 100 0.35 080 .50 .25 .25 .10 3.00 0.08 0.15
() Miscellancous and multiple
subject comprrisens 5 5 5 5 4 5 5 5 5 5
5.00 1.00 0.35 0.40 .25 0.25 0.25 .10 1.50 075 0.15
100. ¢ 20,08 7.00 3.08 500 5.00 5,00 2.00 10.00 15.00 360

{40 Tha prrceninpet in the row actoss the 10p odd up to 100 percent; these art pereeningess afloied o sch 1ubsiance kP,
{7) o upper fgures withon rach cell are percentages ef ehal cotumn; each column sdds op to 100 percenl thesz ase Lhe phctMATY akonied v dich sublast aoen (b b, £, aun,) Eor INR subsiance.
13) T Jower Ngurea within each ol reparsenl percentapss af Ihe whole iable; the ower figarey in the enfine Iable add opto 100 petsenl,
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TABLE 2.—Haw distributions arrived at in table | would translate into a 150-Question exgmingtion
[ The numbers in the cells are numbers of questions]

1] § 2 3 4 5 & 7 8 9 Total
3 3 | ! I 1 2 I [] 2 0 17
b 2 1] 1] 0 1] 1 1] 4 1] 1 8
c | | | 1 1 [i] 0 2 1 0 8
d 2 ! 0 0 | 1 0 2 0 I 8
[ | 1] 1] 1] 1] 1 1] 1 | 1] 4
f 6 2 [ I 2 1 1 7 9 | 3
g 6 2 3 2 1 ] 0 9 [} 0 2
h [} 2 3 b | | | 9 3 1 29
§ b | | | | 1] 1] 4 1] 1] o
§ 1 1 | 1] 1] 1] 1] 2 H 1] ]
Towel 30 n T ] ] ] 3 I 22 3 130
TaBLE 3.—Psychological factors in substance abuse
Under-

Knows | stends Applies

basic concept prine

terms and prins | ciples

ciples

Drugs as stress coping mechanisms can affect various phases

of the individual life cycle.

The concepts of self-medication of emotional behavioral
pathological symptoms, e.g., sleep disturbance, depression,
anxiety states, psychotic disorders, and personality disorders
through substance abuse.

Substance abuse as a form of coping and adaptational skill
development.

Psychodynamic theories (¢.g., dtive and anxisty reduction)
and the phenomenon of substance abuse.

The concept of the addictive personality and the controversy
surrounding it,

The concept of substance abuse as a symptom of an under-
lying emotional disorder.

The concepts of suicide, self-desiructive behavior, and sub-
stance abuse,

Nonpharmacologic factors (¢.8.. set, setting, and placebo) as
contributing to the 6ccurrence of ap acute toXic (both positive
and negative toxicity) drug response.

- The role of denial as & defense mechamism in the substance

““abuser, -

&
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Guidelines for Question Construction

The following commentary is a synopsis of general
directions for constructing questions on given ma-
terial over which students will be examined. The
focus of this discussion will be directed toward ob-
jective examinations such as multiple choice ques-
tions, matching. and multiple true/false items, The
presentation will be organized around seven steps
as follows;

® Organizational focus of item writing
® Specifications building

® Initial item writing process

* Review process for items

® Field test of items

® Final editing

* Analysis of performance

Organizational Focus of Item Writing

Before one begins to write questions, the purpose
for which the items are to be used should be clearly
specified. That s, are items to be written for certifi-
cation that the individual is basically compstent;
are items oriented toward some external criterion
{e.g., behavioral objectives); are items toascertaina
minimum performance level; or are items to assess
general mastery of a given content area for a given
group of students? Any one focus may summarily
exclude writing items for anothér purpose. For in-
stance, if a minimum performance level of each stu-
dent is to be ascertained, then it is clear that a certain
pereent of a group of items dealing with core issues
must be answered correctly. However, if one simply
wishes to ascertain how wella group of students was
taught givencontent material, thenthe itemsshould
be writtento equally represent all subsections of the
teaching area,

Specifications Building

Inorderto insure the representative nature of items
to the material presented, a two-dimensional con-
tent grid should be prepared. The reader is referred
toanexample of the content grid in table 3. The ver-
- tical items outline the subsectlons of the material
- “presenited by content areas. The horizontal items

Ronald S. Krug, Ph.D.

represent three general areas: the first being knowl-
edge of basic terms and concepts: the second, un-
derstanding the concepts and principles; and third,
appropriate application of the principles and terms,
It should be noted that some authors include atti-
tude assessment asan additional columnp of the hor-
izontal dimension; however, attitude assessment is
aseparate area untoitselfand'always raises the spe-
cific problem. “What is tha correct attitude™

With regard to the vertical items dealing with con-
tent. the total test content (and therefore items built
on content) should reinforce why an item is in-
cluded, That is, do the test items focus on critical
pointsthat all siudents should master? Should it be
mandatory that the student pass the item? Is the
content and tes1 item less essential to certification or
minimum performance level? Is the item simply a
“filler” to bring the total item count to a given
number?

Initial Item Writing Process

There are essentially three basic item types follow-
ing national boards format which are used for gues-
tion construction. These are one best answer, multi-
ple true/false, and matching. While other formats
are used {for example, simple true/ false questions),
these three itemtypes appear to have the best valid-
ity and reliability over time,

In general, al! questions should have five alterna-
tives from which the student must select the one
“best” response. With five good alternatives, the
probability of getting the correct answer by guessing
is reduced to 20 percent (one out of five),

The one-best-answer type of question sets forth an
incomplete statement or & question which can be
answered by one of five alternatives which follow it
Usually in writing instructions for the one best
answer (particularly in those disciplines where dif-
ferent approaches or answers may be correct, but
one action or answer is the best) the instructions for
answering those items indicaté that perhaps none of
the five responses are clearly incorrect; howevet,
the student's task is to select the one which is most
correct,




oletrue/ false format has theadvantage of
 the student's knowledge about multiple
faparticular phenomeron through the use
i
 sentence which is followed by four possible
ses (2 b, ¢, énq"g)'.-_-_-'-'l'h'_é'stl_.ldan!. must read all
nses and ‘decide Which of them are true state-
ichae false. Then by using a particu-
.indicates which items s/ he consid-

§/he selecta'the number | ifresponses s,

correct; 4 if only d is correct; and 5 if all
rect, It should be noted that it is ina ppropri-
15¢ the formiat “all of the following are true
'the multiple true/false format becauss it
double negative and seriouslyconfuses the

The third format is the matching format. Typically

index-list of itams (no more than five}is givenin
Jmn-and then. questions are asked about
ch can be answered by salecting one of the
esponses, The instructions should
ach_of the following items may be uged
ore than once,or notat all”; and, in fact that
bethecase. - -

have been written to cover a given con-
& re consecutive steps through which

'§0 In.order to insure the item is & “good”

 initial item writing and the first review
‘a-time interval should elapse so the
aln distance from the item itself, This
ads 1o increased objectivity about the
em. Secondly, with a time interval,
‘one-best-answer types, the item

ularly for-c
rewritten from a complete-statement ques-
in-incomplete-statement question, which is

mportant after the initial item writ-
gYe can review your items s/he can
ct obvious problems in questions
Areego-invested and have not seena
0,8 colleague may beable to more
‘Wwhether meaningful data are being
[ cthérthe correctangwer to the item .
n trivial aspects, Most importantly, a col-
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«-Typically there is a quéstion or in-" )

- identical word, or-other keys to associating betwesh~

- league can frequently help you understand Whethe
- You are asking what you intended to ask.- e

After the author's review and hopefully a peer re
view, the items arc assenibled in one test, The testa
. @ whole needs to be reviewed to ascertajn that the
stem of one question does not supply the answer to
another question, Likewise it is important that an
incorrect response to one question does not force
thestudent toselect an incorrect fesponse on a sub-

d a_"l_'a_cp;r'_e_ct_,:l-‘Zifa'a_nd__c_ arecorrect; 3 if b- sequent question. -

To circumvent the problem of a student getting an
answer correct simply because the student knows
your particular pattern of placing thecorrect answer
in 8 given position (e.g., correct answer always in
thea or balternative), a review of the testasa whole
should determine whether there iy tendency for
the test writer to select the first alternative as the
cofrect response more frequently than 8/he does
the fifth. Assigning the position of correct alterna- -
tives by a random number table s good insurance -
against this common tendency.

If one incorporates matching items into a test and
the list of questions which are to be matchad with
thefive indexitems is lengthy, it helps to alphabetize -
the matching list so the student does not waste time
hunting for a particular item or losing hig/her place -
on the test booklet. . o-

Perhaps the most important portion of the review
process for items is to review all items to ascértain
thatthe alternatives are plausible. A common error
thatitem writers make is to use the alternative “all - -
of theabove/none ofthe above,” These alternatives -
are appropriate if they are plausible; however, if
that alternative is gimply a filler, then it s betterto
have foir plausible alternatives than to insert the -
filler simply to bring the number of choices to a
total of five. Next, many item writers (even experi-.
enced writers) will insert into one of the alternatives
the words “all,” “none,” “always,” or “never." Usu--
ally, if any of these words occur in the srem ofinthe
alternatives, the student who is test wisa will reject”
that alternative because few things in the world -
always occur or never occur. Another common
problem in test writing which occurs for all item.
writers Is to “unconsciously” make a verbal associa
tion between the stem and correct foil. That verbal
association may bein tefms of the tense of 8 verb, an.

the stem and the correct alternative, Lastly, in ;H‘é-
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one best alternauve type qucsnon oneshould avoid
the, use of opposue allernatwe since this really in-

m'ust be-of equal length. Item authors frequemly
ther become ego-involved with the correct state-
mént;:leading toits being longer “or selectively
shorter than thé tncorrect alternatives, There isalso
the realny that truth is more complex than fiction, re-
ulting” in correcl alternauves frequently being

if they have 'n0 other data on which to base thelr
responses. they ¢ah frequently gain scores they
don’t deserve by selecting that alternative which is
"umquely shorter or longer than the others, Next,
the. 'alternatwes must be consistent with the stem.
1tis; they must allbeplurals the same tense, and
al llel forms (€g., all doses given in milligrams or
' emlmeters) Further, in terms of consistency,
-should always use the proper names or the
_common names m the alternauves, but not mix

inde _.grammauca] corisistency to which the
writer must attend is the appearance of nega-
ither thc stem or the alternauves Double

.the stem the terms except "“none.” or “not" areto
important to underline and capitalize

tmg'tcst questlons. These includeinot using text-
re 'q_uotes, the use of facts. ot opln-

~ KNOWLEDGE IN SUBSTANCE ABUSE .

ﬁnal ednmg the length.of the.test can be varied. If it

source); no sweeping generalizations (*in the-gen- "

eral case"); no guarded statements (maybe, fre-
quently): no relative words ("sismncam, “com-

. monly"); only one idea per statement since one part
of the statement may becorrect and the other incor-

rect; 8 test for main points and not trivia (particu-
larly where a single mslgmncam word is the key to

v

the correct answer); the alternatives as short as

possible; and, most importantly. the removal of all

u-relevam statementsand words from the quesuons.' o

Field Test bf ltems

After a test has been assembled, it is important to
have some type of peer revlew(colleagues, research
assistant, student test committee, & previous. test-' O

ing) to insure that everyone—and particularly the

experts—agrees on the correct answer. In many’
disciplines in the field of medicine, there is contro- .

versy over what is the most correct proced ure,and "
atleast a large percentage of experts need to 8gree’. ..

that a particular alfernative is the best answer,

Next, the directions for the test need to be clear, Do

not hesitate to make directions as speciﬁc as pOSSI-'

ble so as to not leave anything to the student’s con-
jecture, An examination of the. student’s khowledge

and skillsisnotthe appropnale place for projecuvef .

testing. A local field test also will circumvent the

problem of the miskeying of an item. Nothing is

more frustrating to students than to spend & great
deal of time answering an'itém &nd then finding that™
on their feedback they have missed thatitem when'
in fact they got it correct. Frequently they can intels
lectually excuse such & mistake, but emotionally

they are set up to challenge all further tests. Field .
testing also helps to establish the amount.of tlme‘ .

required to complete the examination, Typically
one should 8llow between 45 and 90 seconds per- .
item. Most test constructors do not wish to make
their tests a test of speed, but rather a test of knowl-
edge acquisition and skill,

Final Editing

‘One should review the test in the Jight of all of the

above steps to correct difficulties from the peer re+

view. the local field test, or from previous ad mmis- g

tration of the examination, Additionally,.in the:




fitire examination than was initially estimated,

the:test has been administered to a group of
nis for the first time, it is important to look at
ysis for each item to ascertain If it has per-
8s was predicted or expected. That s, each
ative'for_each item should be analyzad to

lternative. . This assists in-examination of

teachi
The-followin

item perf

some common distributions of
ce and possible interpretations.

If.99 pércent of examinees select one particular
- alternative and 1" percent select another alternative
with none selecting the other three, then in fact the
questio e 8'good minimum performance
level item, in‘that it is somethin g that all students
appear to be able o accomplish; howaver, it is a
seless iteth to discriminate batween students’ rela-
ive levels of performance..It may be also.a very

iple question that anyone could answer using
ymmon sense.” Check the item out for possible

ys™in the other altertiatives, ~ "

Ppercent cf the students select’one alternative

';d '5Q'p_§rgeqt selecta geco'hq alternative, but again

The task force on 'e\;alhation of the Nationa! Insti-
tute on Drug Abuse proposed a collaborative proj-
ect with the National Board of Medical Examiners

in the fall of 1975; The national board, in response
toa generally perceived need for medical graduates

s found that more time is necessary tocomplete the

ercent of students who responded to

ng effectiveness as well as design of your test. . -

- Such-that students are guessing as t6"what the cor

- s-_]_\"a-:ionaIBoardPro}eci David Smith, M.D.

d e’in‘o’n_‘;trate_itli"eir—pre]ié:_-ed_p___et_g ‘to assume ‘re<' " "prograih Tor their area.of cl_.iffr_igl.llar_- interest coi;

50-percentrate may represent controversial stance
on the item, or'something about the ltemstyle”

writing. may have confused students, RO

If 25 percent selected the correct answer and 7§
percent selected another alternative with ‘none "
selecting the .other three, then probably either 2.’
teaching failure has occurred or perhaps there was -
incorrect keying of the item, Reevaluate the item
before using it again. ' R

If the distribution is: 55 percent of the students get -
the correct answer, 25 percent get & second alterna-
tive, 15 percent get another alternative, 3 percent
get another alternative, and 2 percent gat the lagt -
alternative, this and similar items, if used in a col- -
lective test, will generate a normal distribution in
the overall performance of a group of studénts.
Such itemn performance allows for maximum dis-
crimination between differential performance levels -
of the persons taking the examination, -

If all five alternatives are selected by an equal per- -
centage of students (that is, 20 percent, 20 percent,
20-percent, 20 percent, 20 pércent) then obviously.:
there is a failure in teaching or ltem constryctio:

rectanswer is. The item needs either €0 ba deleted or-. -
reWritten to get around the difficulties being experi= -
enced by the students in responding to thequestion; -

sponsibility for patient care under supervision as’

they enter graduate medical education, had begu
developmentof an appropriate comprehensive qua
ifyingexamination, It was readlly recognizable that:

the goal of the task force to develop _hri"evalu'iii,v ’




: cudcd wnh a slgmi‘ icant scgmcm of the prosram of
ation -f.board The two groups joined their

{5 and: obtained support from the National
te.on Drug Abuse fora pl'OjCCt that began in

A'proposed modcl for a prototype comprehensive
qualifying examination had been previously evolved

A prototypc cxamlnauon was cnvlsioned as beins

prmi:lpal problem situations in medical science.
obv:ously, the area of drugand alcohol abuse
problem situations that are suitable topics

The task forcc and the nauonal board decided to
develop several such test. modules.in their area of

-

dical problem situation concerned with

to 180 scoré polnts ‘A test booklet contalmns
odule constitutes an examination of rea-
ble length, about 2 hours, capable of producing
r ofsubscores that should be signifi-
I groups 1f not for individual students.

’ad\nsory cominittee that had formulated.

composed ¢ of several modules built around different -

pa lcula miutual interest. Each module is based

dru; or. alc:o_hol abusc. or both, and contains some .

. Judgment and skill in implementing treatmem
by appropriate surgical, counseling, and other
technigues; -

. & Acceptance of responslbllny for health mam-

tenance; and .

& Professional attitudes appropriate to mdmdual
and community roles and responsibilities as 8
physician. _

The efficiency with which subscores relevant to
each of these roles can be developed is yet to be
determined.

The domain of medical competence Lo be sampled.
inevaluating the six fundamental roles has been de-
scribad in three dimensions: underlying concepts
and vocabulary, medical problems, and competency
components.. - e

A graphic represemauon of this concept ofthe total’
domain to be evaluated is represented.in figure I.
Underlying concepts are presented in terms of the
customary basic science subjects. The dimension'of
medical problems is described in categorical terms
rather than in the usual clinical subject titles, It is
readily recognized that this list is not totally com- .

prehensiveand is subject to expansion or modifica- ..

tion a8 individual tests are developed.’

The competency components ditnension contains
titles that resemble those of the performance 1 roles

_ for..which evaluation is sought, but they differ.

slightly in their subject, inthat theyare to be applied
to the qualities of an individual test item rather than

into which s/he is being projected. Thls list is also
less than fully comprehensive.

It is proposed that for most events in the data base,
i.e., a particular observation or measurement, test
{tems can be constructed.that are rooted in an.

. underlying concept, are relevant to the medlcal

problem of which the observation isa part, and can
be directed to reveal some aspect of a competency ..
component. It is to be recognized that no'on¢ data:
base is expected to be sufficient for complete X

_ploration of all possible components of the three .
dimensions of the domain of medical competence; . .

KNOWLEDQE IN SUBSTANCE ABUSE I

-the performance of the examinee in the situation ~ .

but by the utilization of several data bases and in<:-7"’

genuity in recosmzlng situations wnhin theldata‘




The apeciﬁc examination modules are constructed
about 2 medlcal or social problem conccmed with
drug or alcohol abuse. The features of the problem.
are; pmented a3 a ‘'data base and test items that
measure knowledge and problem solving abilities
ilized 10 derive performance scores. Four
: lules are under construction. Each module
_constitutes in itself an examination capable of yield- -
niﬁcant content aoore. Comblnatlons of

oy presently under constructlon
Ives asituation based upon
ohol and sevoral '

nacitetoxic-
ugs, The second is -
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related particuiarly to hcroin ahuse and methadone _;
management, the third is based on adolcsocnt drug"
abuse with attendant compltcat:ons in thc family -
situation, and the fourth is based upon the hlstory-'_.
of a person_ with chronic alcohollsm and organl :

-
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medical compllcatlons

_Each test begins with a definition of the problem

situation, the site and enwronment mto Whlch the
~ physician examinee is to Project him/ herseif; and :
. specific descnptron of the medical facilities avai
able. This is accompamed by such information asa
llst of normai laboratory values afid schedules: that
.more precasely definet the background of the central
medrcal problem dcvelo pcd inthe test

\
\
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"'__'Each patient managemem ‘problem consists of an
nitial paragraph. containing introductory informa-
ion: about the patient and two or more problems,
.each commmng a series of scorabie options. The
'mroductlon may be lengthy or brief, depending
upqn_;he c\raluanqn objectivesand usually contains
lezist some initial historical information and
physwal ‘findings. Each problem that follows is

ticularly. defines the setting of that problem. Each
option is a choice for theexaminee to make regard-
ing some form of information to be sought, an
interpretation, or a ‘proposal for action.- When an
- ‘examinee chooses one of the options s/he indi-
_-cates this by developing an area next to the option
" printed in invisible ink. Additional information re-
garding the option is thereby given the examinee.

----- Other Projects  John B. Griffin, M.D.

The work of the task force on evaluation has re-
sulted in production of a large question pool now
numbenng nearly 400 items. These questions have
Mded into.two parts. One part constitutes 8
_ ftem pool The quesnons in this group have
en kept c_onfidemnaland are made available only
' stricted conditions which maintain their
entiality. At the present time the secure item
pool has, been used pnmanly as a source for yearly
submlssnon ofqueenons 10 the Natnonal Board of

. KNOWLEDGE IN SUBSTANCE ABUSE

usually Introduced by another short paragraphthat.
may incorporate additional information and par-

- -teaching programs. For example career teachers.
have frequemly requested quesnons whlch could b

Following the patient management problems, the
module contains groups of multiple-choice ques-
tions. These are arranged in relation to topics or
events within the general data base or the stem of
the patient management problem. ‘They are essenti-
ally knowledge-based items in the customary multi-.
ple-choice formatsand may explore rather remotely
suggested correlates as well as specific concepts
underlying decisionmaking in the problem situa-
tion. It is in this arca that the opportunity is pre-
sented to evaluate the examinee’s knowledge of
underlying concepts and basic sciences.

. When the four diffarent tests or rrio-d'ules are all

availabie, it is proposed that they might be utilized.
as pretests and posttests in a given institution and
could form the basis for some comparative studies
between programs at different institutions, the per-
formance of certain groups of students or individu-
als, and student performance in the area of drug
and alcohol abuse as compared to performance in
other arcas of the medical curriculum,

guarantee inclusion of these questions. However, the
regular submission of carefully constructed ques-
tions can reasonably be expected over the years to
resuit in inclusion of a larger number of substance
abuse questions than has been the case in the past’
on the national board examinations.

Nonsecure Item Pool

The remainder of the items in the question pool (at
the present time about half of the items are. in-
cluded in the secure pool and about halfars in'the
nonsecure pool) constitutes the nonsecure item
pool. These questionsare used.to provndeassistance
to educators in the field ofsubmnce abuse in’ the
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test general knowledge of their students.
om the nonsecure pool can also be used to
retest and posteest questions for.specific

0n8 . items, the evaluation task force finally
ecided upon the construction of a general release
-examination. The questions in the noasecure jtem
poolare fiot regarded as confidential-because they

ave been released for use in situations over which
the “evaluation task force does not -have direct
control, ~ -

: General 'ERéleasé_ Examination

" The first general release examination (GR~77) was
~prepared.in the following manner: Two hundred
uestions wére administered to a group of 2| career
chers in substance abuse. Two nonmedical per-
10 took the examination to serve as controls,
"Thus,the carcer teacher Eroup was used to establish
allvalidity of the examination. Anitem analysis
vas.done on the responses of the career teachers
-and the coritrols to be certain that there was general
agreement about correci answers to the questions -
and.to:spot questions that were overly difficult or
0easy Thecareerteachers and controls were also -
asked to make narrative comments about the ques-
ons as they completed the examination, These
comments were used 10 climinate ambiguity and to
improve. the construction -of -the- test questions.
From the original 200 questions, 150 qQuestions
were found to perform satisfactorily. One hundred
‘these items were selected to constitute the general

releaseexamination for 1977. The subject areasand
busablesubstances covered in the test were plotted
on‘the grid discussed earlier 10 insure adequate
‘distribution of items.

This examination was then released to 30 of the
career teachers who wished to use it in their pro-
_grams. The career teachers accepted the examina.
tion with the understanding that they would report
1o the evaluation task force the ways in which the
questions were used, the scores made by their stu-

"~ ALCOHOL AND DRUG ABUSE IN MEDICAL EDUCATION'

;courses,” In discussingthe best way to utilize the

dents on the test questions, and the items which
were found most useful. The career teachers were =
given the option of using the examination in its -
entirety or parts of it as they saw fit. In addition, t)

“general relcase examination has been made avail-

able to non-career-teacher schools.

If the responses from the schools autilizing this ..
examination indicate sufficient usef ulness, con-. -
sideration will be given to the preparation of sucha - -
generalrelease examination ona regular basis, per- - -
haps releasing a new examination annually orevery ..
other year. - : C : o

Knoﬁledge Portion of STAK

The remaining 50 items which were found accept-

able for use after the validation studies described -
above have been submitted to the committee which

is preparing the Standardized Test of Attitudes and
Knowledge. This test is described in detail in the
preceding chapter. The 50 items selected ‘will be
used for the knowledge portion, which wiil existina

long form constituting 50 items, and shorter form ..
constituting 25 jtems. The form used will'depend
upon the amount of time available for administra- .. -
tion of the Standardized Test of Attitudes and
Knowledge. :

At this point jt appears that the existence of 3 . -,
carefully constructed pool of examination items in
substance abuse has many uses. However, defini- :
tive data concerning the usefulness 6f these items-" -
should be available with completion of the national - -
board projectand responses from schools using the
general release examination.

With the use of the first general release examination
and the national board project; no obligations have
been placed upon those using the items except that
they cooperate in the evaluation procedures. It js -
anticipated, however, that schools utilizing the itém
poolin the future will be asked to contribute to the
item pool each time a general release examination is - )
prepared, Con




U fiﬁza{;ﬁh of T est Ihﬁtrum?ﬁfs by
ducators in Substance Abuse

Th evaluauon cornmmee hopcs to continue the
| lqprnent and. refinement of the general item
0ol for questionsin substance abuse. Any medical
'educator who 'would like to conmbute to this devel-

~and.heor she will subsequently receive the current
.issue- “of the general relcase examination in sub-
‘stance abuse,

: The proced: ure for conmbuung test items is simply
0 send such items to John B. Griffin, M.D., Direc-
,"Medncal Student Training, Woedruff Mcdlca!
enter, Emory University School of Medicine,
Dcpartmcm of Psychiatry, Atlanta, Ga. 30322

ndmd uals who use items [rom the general release

hich they have used the examinationand toreport
ponses of their students. If an item analysis of -
tudent responsesis available, thisshould be sent. If

not, copics of the student answer sheets can be sent

KNOWLEDGE IN SUBSTANCE ABUSE

Kenneth S. Russell, Ed.D.

-sund,-Houston, Tex. 77025..

ﬁ_ﬁthrn the & _ucator s name will be placed on a list .

~¢xamination will be asked to report the ways.in

to Dr. Pokorny and an item analysrs can be do
Contact: Alex Pokorny, M.D., Program Codirec
tor, Career Teacher Training Cemer, Baylor College”
of Medicine, Texas Medical Center, 1200 Mour

This information will be used to further refine and
develop the test items. Participation and coopera- |
tion in the further development of the general item -
pool is both welcomed and encouraged by the eval-, =
uation committee.

" AUTHORS

Alex D. Pokorny is affiliated with the Baylor Col- -
lege of Medicine; Ronald S. Krug, with the Univer- .

sity of Oklahoma Health Sciences Center; David-- -
Smith, with the National Board of Medical Exa- -
‘miners; John B: Griffin, with the Emory University.:
School of Medicine; and Kenneth S: Russell with .
the University of Anzona Medical Center '
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Opening Remarks

Marc Galanter, M.D.

= On behalf of the membership of the Association for Medical Education and Reseatch in
. ‘Substance Abuse {AMERSA) and the career teacher program, ¥ would like to extend a
very warm welcome to our invited guests. It is a pleasure to come together on this occa-
slon, the National Conference on Medical Education in Alcohol and Drug Abuse.

- We have animportant challenge before us. By drawing together on this occasion, we can
. have a major impact on American medical education. Within this room are enough
_medlcai faculty, if we continue to work together, to move the issue of substance abuse
into the  position of prominence it must have in the education of our physwlans

T wlll now make some brief remarks on the history of our group. These are directed in
partlcular to the majority of the 200 participants in this conference who are not yet mem- - --
bers of ourassociation, and to the majority of our own membership, who have been asso-. .. .- .
cmted with us fot a relatively short time. . L

: began with the Career Teacher Program in Alcohol and Drug Abuse. That program .
was_planned collaboratively by a number of leading flgures in American substance abuse
treatment, education, and research. Plannlng was conducted at the National Institute of
Aéntal-Health, beginning in 1969, where the decision had been made that America
needed to rethink how it was educatlng its physicians to deal wrth the problems of
addlclwe dlsease

-The separate alcohol and drug Institutes-were established shortly thereafter, and the - —
. career teacher program was undertaken as one of the first and the largest joint programs
. of the two Institutes, It served as a valuable bridge between the Institutes in the area of
training. This collaboration assured that efforts would not be duplicated and that the
thrust of the undertaklng would not be muted by overlapplng activities.

The program was similar in structure to a number of others in different medical specml-
ties. Perhaps the one most familiar is the career teacher program in psychiatry, which,
over the course of a few decades, made an important contribution in establishingpsychi-
atrlc educatlon as part of the basic medlcal currlculum throughout the United States.

It was also decided to establish career teaching trammg centers, and Downstate Medi-
Baylor Medical College were chosen as the sites. These sesved as a focus-
ing new career teachers, for disseminatinginformation, and, for coordtnatlng edu-
itional. meetiiigs for the. career.teachers and others.involved in the program. in fact,
' rnment repreSentatlves, career. teachers, - nor traimng center personnel:.
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" -Asiteurnedout, this served as an interesting lesson in the social psychology of organiza. -
. tions. The “young récruits” were a bit dissatisfied with what their “senlors” had setup for.
- There were Unrest-and complaints and insistence that the careerteachers should

“be able to'plan’their own program better than would others. At that time and aténsuing

_.Mmeetings, a steering commiitee was:elected for the career teacher group. The group, -

.. "-meeting three times a year, began to develop a sense of organization. Giventhe confllct -

. ‘between our goals and the structure of established medical curriculum, we might have
promoted revolutlon, instead, we have become somewhat institutionalized, with the

" hopeof constructively influencing established medical institutions. We began to struggle
i —fOr-the opportunity to establish-an-organizational base that would have credfbifity,

. Aswe meettoday, that evolution does not seem surprising, but many of us here have met,
before under less auspicious circumstances, | recall well one meeting at Georgetown

- Medlcal School. We were notsurethere was a clear hope for our organlzed group. After.

~ other options for support for this national conference gave out at that time, we decided

" toorganlze ourselves, to do our own work, to reiy on our own resources, and to depend
. “onthealliances that we had developed over time. The Association for Medical Education

T 7+ and Research In Substance Abuse—AMERSA~was now an independent organization, -

‘There hasbeen an excellentrapportand ashared sense of commitment among members
" of the group.It-has certainly been a pleasure to serve as the first president of the
_ organization, It became possible. over this time to go ahead and plan currlculums,
~ continuing education programs, examination programs, a national conference, and
; other elaborate and carefully developed work. | think we did things that larger, estab-
-« lished organizatioris had not yet done, T

. ~Wedecldedto limit membership to the career teachers forthefirst year. Our planwas o .

_ . hold a national.conference which would allow for. development of the identity 6f the =~~~
- “organlzation and to provide a reason why others who share our interests might join. We CT

.. .invited physiclans and allied professionals teaching in medical schools. Now, we ask you -
- tejeinus, and anticipate a Positiveresponse because we've all stood very Isolited in our

:medical centers, On a Jocal level, unfortunately, our colleagues have expressed {imited

- Interestin education in substance abuse. | imaginethatmany of us have felt this way. Now

© . we may join together. - '

. AUTHOR

o ‘Marc Galanter is affiliated with the Albert Einstein College of Medicine. ' -

76 _'o '

ERIC

Aruitoxt provided by Eic:



rnest Noble, M. D., Ph D.

The iate Billy Rose, one of the world's greatest
showrmen, oncesaid,'Never investyour money
‘in anything that eats or needs repainting.” Billy
.niever took his own advice, and we have only
-taken half of it In the case of the career teachers
"-in_a_lcohol and drug abuse,

Nonetheless, ou have been a very good invest-
-ment: In the past § years that the career teacher
rogram | has existed, 42 of you have been work-
ng in-our Nation’s medical schools, represent-
-ing a t_htrd of these important institutions.

ent survey based on-about. half of these
ments indlcates that about 18,000 medical
; dents, 4,000 physlcians,- and 10,000 other
heg_lth related workers have beeninfluenced by
our: efforts. They, In turn, can be-expected to
give, better direct alcohol and drug services to
nimbersof patients and Indirectservice to
countless more patients through their catalytic

lnfluence on other health professionals.

e any of you became career teachers, the
number of curriculum hours devoted to alcohol
and drug abuse education averaged a mere 12.4.
Today that average approaches 74 hours, That's a
“sixfold'Increase. All of this is being achleved at
annual per placement cost of approximately .
salary of an assistant professor in a medical

ents and ‘on the high'quallty and Impressive
Umber of teachlns materials you have pro-
)i They are a’ trlbute to, your abllities and.

Fadimi = e Tt e —e o s

-1 have said you area good in\_restrnent My pur:

" your unlversity and your community and’ de:

ant to congratulate you on these achieves

. haps you have anoid friend In a nearby medica
school where little is being done 'to provide ™=

‘Why not contact-that old friend and see if you.

good use of them, There is no doubt in my mind -
that the career teacher program Is working and
working well. | can testify personally to the value

of such programs because, |lke you, | beganmy
interest in alcoholism through a Federal grant -
offered by the.National Institute of Mental
Health: the research career development pro~ - -
gram. It has turned into a lifelong: commitment

for me. Perhaps.you too will find a'lifelong -
commitment, and perhaps one of you wiII beat .
thls lectern someday. :

pos€ now Is to suggest how you can become aF
even better investment, Letme beginby g

the late' Samuel Goldwyn, He once said; “Go
makes the star; God glves them the talent, '

develop It When you return to your universit_
and your community, } want you to be the pro:
ducers. | want you to recognize the talents i

velop in those talents a‘sénsitivity and Involve- .« -
ment in the alcohol and drug abuse problems .
we all face, Opportunities for doing this lle all _ -
around. You can offer to give a continuing edu- ..~
_cation course_on alcohol and drug abuse for.
your local medical society. You cancontact you
public health offlcer to discuss how youcan help.
him to develop a prevention or early interven::
tion ‘program in alcohol and drug abuse. Per

learning experiences inalcoho! and drus abuse,

.can. interest him or her ln getting some hin




fyou are looking for other ideas you have only
0 call and.chat with the person who serves as
your State alcoholism or drug abuse authorlty, A
“*regular liaison with that person could generate
-some powerful ideas. That person has control of

“into action any ideas you have for bringing alco-
holand drug concerns into the mainstream. You
- are-a unique intellectual resource to these au-
thorities. With similar goals in mind, the two of
" you need to get together, :

Some of you have been doing the very things |

- 'have been suggesting, and more power to you,

.. Others may pick up on these ideas as well and, if

. 5O, MOre POWEr to You, 100, | know you cannot

- do everything. There are only so many hours In a

- day. It is much more important that you impart
~-your own style and talents to the mission.

= - Some of you will influence the fleld through

. research that attracts the interest and admiration

i ofyour colleagues. Others of you will become

-...800d at-curriculum development, $till others

: - will xpress their talents by helping to organize
their community’s health care systems.

But, whatever you are doing, you will do it even
“better when you reach out Into new directions.
ou are good at research, you become better
esearch for having spent some time in the
“living. laboratory of your community. Giving a
continuing educatlon course for practicing phy-
;. siclans may spark some teaching ideas that you
" “can’puit to use with your medical studens,

- | think of your work as an effort to shape and
influence two dimensions of time: the present
and the future. The program Is embodied in

. Your work with our existing health care net-

.~ 'work.The future is embodiedin your work with

medical students, tomorrow’s practitioners. By .

influencing both of these dimensions you dou-
ble the value of the American people’s invest-
mentin you. Within your universities you have
been working to extend the awareness of alco-
ho drug problems into other departments

sciplines:.internal medicine, anesthesiol-

diology, oncology, gynecology, nursing,

and social work. Quite a few.here are psychia-

 {/me we all know that the psychiatrist is not

. ALCOHOL AND DRUG ABUSE IN MEDICAL EDUCATION

~the purse strings in your State and can help put -

Asa psychiatrist;1'm'proud of that At tHe ~ Froaram
" ter Institute of Technol gy begana

often the first person to see a patient with
drinking problem. If we are to reach the larg
mass of people who need help, we have to ge
the primary care practitioners and other specials . .
ists involved, oo, ' o

That Is why I'm so pleased that a group of you -
have been the moving force in getting questions .-
about alcohol and drugs included on the Quali-
fying examination of the National Board of Mad-
Ical Examiners. This legitimizes alcoholand drug
problems in the world of medicine. It puts every
medical school and medical student on notice
that the treatment of persons with alcohol and .
drug problems is now an integral part of what an
aspiring physician must know in order to prac-
tice medicine, AR

| regard the inclusion of these questions on the -
board examination as a landmark step in bring-:-
ing alcohol and drug treatment into the main- -
stream of medical practice. And I'm very proud ' .
Indeed of the career teachers. who made-it-
happen. -

| am also pleased with the career teachers who

developed a manual on alcoho! and.drugs fér.. -
emergency room physicians. Itis importantthat -~

these physlcians know how to manage detoxifi+

“cation. It is' equally important that they learn to "
- recognize alcohol and ‘drugs as the cause of -

many an accident, physical abuse, or other vio- 7,
lent injury that they treat, Unless patients with. -
these injuries are referred for treatment of thefr -
alcoholism or drug problem, many willbereturn- .
ing at a later date with injurles, and some will
never return, because they will die in some
future mishap, fire, or crime of violence.

t am glad to know that some of you have been
going on grand rounds. That is an excelient, -
Opportunity to sensitize your colleagues to the
problems and complications they will encoun-

ter among patients with alcohol or drug condi- -
tions.

t am also delighted that the career teachers at .
the Mount Sinai Medical Center in New York
and at Northwestern University in Chicago have -~ .
been instrumental in establishing occupational -

alcohollsm programs :at their _Chodls, These

programs are highly cost effective. The Roc




0.inasingleyear, 51 employees were helped,

aving the Institute $363,000, These savings were
chieved in lower employee turnover, fewer
dical ‘claims and workman’s compensatlon,
§s absenteelsm, and a drop in life insurance
eath benefits, Ofthand, | do not know of any-
hing that would give your mission more favora-
le attention than if you were to promote sucha
cost-effective program at your own university.

_Before I'conclude, | want to give you my view of
Q- what is happening at the National Institute on
© °  Alcohol Abuse and-Alcoholism and In what
: direction we are headed. The most immediate
. Citem of interesc is a national plan for combating
alcoholism that we initially drafted at the Insti-

-tute. It is now circulating among the Nation's

_ alcoholism-concerned community for reaction.
. A dominant theme of that plan is what we call
. "Operation Mainstream,” which proposes to
- get alcohollsm out of the closet and into the
- _limelight of concern and commitment among
~ the public, the social and health care fields, the
health insurance industry, government, and the
business and industrial communities. Alcoholic
persons are still stigmatized and neglected. Fam-
-ilies-hide-them;-employers will not give them
jobs; health insurers do not cover alcoholics;

- hospitals refuse to confront alcoholism as a
- tnajor health problem that needs thelr attention.

‘Also, as you know, many practicing.physicians
- simply avold handling them as patients. We have
_to change all this. Qur national plan lists goals
that will help to bring about this change. We
_ believe these goals are withintheNation's reach

¢ within the next 5years, and { want to cite them.

1. We want to see 60 percent coverage of
health care costs for alcoholism treatment
_by third-party insurance payers. We also
want to see that at least half the insured pop-

. ulation .has broadly based coverage for al-
coholism services. When this goal is reached,
-.thereé will be an economic incentive to treat
".alcoholic persons, rather than the economic
dismcentwe there is now.

We wam to see occupational alcoholism

ki force There are. powerful ernouonal
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.. courts_consign_them to the drunk tank; and

. -programs expanded to take in half of the

and economic reasons why people
cept treatment that has been suggested at"
‘their workplace, and we wantto take advan-
. _ tage of those reasons. We also kn '
employed persons accept treatment soone
and that early treatment -significantly im
proves their prospects for rehabilitaton. N

3. We want to double the Nation's research -
capability in alcoholism and focus on find-_
ings that can be directly applied to preven:
tion and treatment. We need to understand -
much more about the etiology of alcohatism.
the social factors and trends that affect sexes
and age groups. We need to develop phar-
macologic agents useful in treatment. We
need a good mass screening test. Not [east of
all, we need to understand the biological,
metabollc, and life situation risk factors as-
sociated with alcoholism. Somewhere down -
the line we want to be where the cardiovas- -
cular field is now, and be able to help phy-. -
sictans and people assess their own risks with "
alcoho! use based on age, sex, personal... ..
habits, emotions, life role, and the com'rij:_o:
situation factors they encounter. .

4. We want to reduce the heavy. dr[nking tha _
~ characterizes 11 percent of the Nation’s
~ adult population by bringing into treatmel

existing problem drinkers and by helping
others avoid ever reaching this stage, In
‘sense, this fourth goal is a measure of wha
ever success we achieve with the first thre
One measure of success of this goal is:the:
Nation’s annual per caplta consumption.o
ethanol. It Is now 2.7 gallons. Heavy drink~
ers account for a large share of that, One ~
survey we commissioned shows that from10
to 15 percent of the adult population drinks .
65 to B0 percent of the beverage alcohol.

Now | would like to tell you some of the things
we are doing and plan to do in order to achieve -~
the four goals that | have cited. Seven years ago,
only a handful of people were working'to ge
employers to establish occupational alcoholls

programs. Today, Federal funds have put at leds
1,125 occupational program consultants tow
and the number of occupational: progr
increased from 300 10 _about 1,000, We.ar
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organizations so that they can develop ways to
establish joint labor-management approaches
to look into the establishment of more such
programs. Once an employee is brought to
accepttreatment through a program, thefinanc-
ing mechanism must be in place. Currently we
face the problem that health insurers do not
offer broadly based coverage for alcoholism
services. One reason for this is that they lack the
actuarial experience for setting rates. They also
lack the marketing know-how. That is why the
National Institute is trying to develop a model
benefit package for alcoholism services among
health insurers.

Prepaid health plans and HMOQ's need to be
brought into the alcoholism picture. We have
funded a project by the Rhode island Group
Health Association which has succeeded in get-
ting 150 employers to establish occupational
alcoholprograms. Theythen refer their employ-
ees to the group’s medicai facility for treatment.
Thus far, 750 employees ayear are being referred
for traatment, and 70 percent of them ara stay-
ing abstinent afterward.

We also want to look into the question of the
availability of alcohol. For one thing we want to
look at the alcoholic beverage control faws of
theStates. When President Roosevelt signed the
bilt repealing prohibltion he said: ““I ask the
whole hearted cooperation of all our citizens to
the end that this return of individual freedom
shall not be accompanied by the repugnant
conditions that obtained prior to the adoption
of the 18th Amendment, and those that have
existed since its adoption . . . | trust in the good
sense of the American people that they would
not bring upon themselves the curse of exces-
sive use of intoxicating liquors to the detriment
of health, morals, and social Integrity . . . The
cbjective we see through a national policy isthe
education of every citizen toward a greater
_ temperance throughout the nation,”

The ABC laws of the States were an effort to
abide with the $pirit of F.D.R.’s words. No one
can say what results these laws have achieved.
Qur guess is that the present ABC laws are not

meeting the purposes for which they were
_intendedin any coherentway. We want to study
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these laws and perhaps come up with some
recommendations for change.

We also want to look at the price of beverage
alcohol. It appears to be inexpensive today in
relation to disposable income. We want to find
out whether alcohol consumption is related to
changein price, andif it is, at what point, among
which groups in the population, and to what
purpose. Some people call this approach neopro-
hibitionist, whatever that means. One thing |
can tell you—it does not mean that we are trying
to bring the Nation around to another experi-
ment with prohibition. However, we do have to
recognize that the magnitude of our problems
with alcohol may well ba related to its availabll-
ity. We would be remiss in our responsibility
were we to ignore this possibility.

We are golng to look at alcohol both from the
consumption perspective and from the human
attitude perspective, and when ourstudies come
up with useful findings we are going to tell the
Nation what those findings are and letthe chips
fall where they may.

That is a brief look at what we are doing at the
National Institute. | wanted to give you the fla-
vor of our thinking and some idea of our plans.
Youcareerteachers figure largelyin those plans,
We view the physician as a central figure in the
chain we are trying to build through the goals of
“Operation Mainstream.” Only when physicians

-acquire the know-how and accept the commit-

ment to treat alcoholic persons will we begin
cutting sizably into the probiem. You teachers
are the key to that. You are few in number, but
powerfulinyourinfluence. You arethe catalysts
of change and you occupy the high ground of
the medical school for exerting that change.
Your students look up to you. That means you
are influencing tomorrow’s medical practice.
Your associates in medicinerespect and listen to
you in the colleglal spir't of the profession. -
Throdugh them you are also infiuencing today’s
medical practice. As you influence both these
groups you also influence the entlre health care
field and its allied professions. And as physicians
putalcohol and drug problems into mainstream
medical practice, they In turn willinfluence pub-
lic attitudes as well,
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Your work is like a pebble cast in a pond, The
ripples travel outward in all directions and they
reach distant shores. Your impact is beyond
measire, Keep up the excellent work you have
been doing. Do not lose that fine edge of dedi-

cation that broughtyou to this work, andremem-
ber always that we are depending on you.

AUTHOR

Ernest Noble is affiliated with the National Insti-
tute on Alcohoi Abuse and Alcoholism,
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Debating the Issues I:
The Role of the Physician
in Substance Abuse
Treatment

Moderator: Frank Seixas, wi.D.

This conference is like a deja vu phenomenon for me. Nine years ago | convened a
conference called Professional Training in Alcoholism. The representatives of 30 medical
schools whoarrived were full of hope and ideas and enthusiasm. Fragments of teaching
on alcoholism could be found in many courses, but they were not integrated, and the
medical students themselves felt on graduation they knew little of how to handle an
alcoholic.

How excited we were when the career teachers program was established. It meant that
participating schools would have a designated faculty member around whom instruction
on alcoholism and drug addiction could center. The first six career teachers were pre-
sented with copies of the proceedings of Professional Training in Alcoholism, published
by the New York Academy of Sciences. Subsequent meetings of the NCA National
Alcoholism Forum have provided a platform for the presentation of pedagogical papers
by careerteachers. Indeed, Dr. Kissinand | independently proposed regular meetings of
the career teachers with the object of sharing techniques and building an “espirit de
corps.” It was a pleasure for me to represent NCA in preparing one such meeting
_ . devotedtoalcoholism with the National Instituie on Alcohol Abuse and Alcoholism. The
" ... NCA |ournal, Alcoholism: Clinical and Experimental Research, contains a regular column,
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"With the Career Teachers,” which joel Solomon writes where we try 1o keep people
informed on this group and AMERSA.,

The exercise this morning, “The Role of the Physician in Substance Abuse Treatment,”" i
animportant one. | think the twosides are clear: Should there be a physician specialist in
alcoholism and drug abuse? Alternatively, should we concentrate on making every
physician as able as we can to deal with alcoholic patients in his practice?

There are subsidiary questions in this debate. Do wereally consider alcoholism and drug
abuse diseases? Must we consider behavior alone? Should we relegate behavior to the
position of a symptom reflecting preexisting or induced changes in neuro biological
functioning? Should the physician remain in the background entireiy, merely referring
to and consulting with lay counselors on demand?

Unless the debate brings in an unexpected, unassailable argument proving that either
the education of specialists or the instruction of all physiciansis futile, one might hopeto
remain firmly devoted to both thrusts, We can expect each to be buttressed with new
incisive arguments.




Should All PhysiciansﬁBe Trained To
Treat Alcohol and Drug Abuse?

in Favor: Benjamin Kissin, M.D.

The position | will take in this discussion has
been developed more completely in chapter 2,
volume §, of The Biology of Alcoholism, which
Henri Begleiter and | edited. It's called “The
mMedical Management of the Alcoholic Patlent.”
The question to be addressed is: Should all phy-
sicians be trained to treat alcoho! and drug
abuse?

we speak of substance abuse treatment as
though it were a single operational phenom-
enon which it obviously is not. 1'd like to divide
the issue into several categories. First of all, we
can categorize it into atcoholism and addiction
to other drugs. Drug addlction, in turn, can be
divided into opiate addiction. a species unto
itself, and other types of drug dependencies to
so-called soft drugs and hallucinogens. It's clear
that therole of the physician in the treatment of
alcoholism may be different than in the treat~
ment of other drug addictions, particularly nar-
cotic addiction. The very fact that narcoticaddic-
tion is lllegal and has very strict legal sanctions

attached toits treatmentimmediately makes the °

role of the physician in the treatment of narcotic
addiction quite different from thatin alcoholism.

Similarly, It’s equally Important to separatestages
of acute intoxication and acute withdrawal syn-
. dromes in both alcoholism and drug addiction
from long-term rehabilitatlon. These withdrawal
phenomena may take a week, sometimes 2, or
even as long as 3 weeks to be treated. The long-
.term rehabilitation of the alcoholic and the drug

addict should never be discussed in terms of less

than years, The role of the physicianin the acute
phases, i.e., In the diagnosis and treatment of
acuteepisodes of alcoholism and drug addiction,
is obviously different from his role in the long~
term rehabilitation of the chronic alcoholic
or drug-addicted individual.

All physicians must have some familiarity with at
least certain aspects of alcoholism and drug ad-
diction. Every physician, whether a psychiatrist,
internist, surgeon, ophthalmologist, or obste-
trictan, should know about the dlagnosis and treat-
ment of the acute withdrawal syndromes in alco~
holism or drug addiction because Inevitably, at
some point in his career, he Is going to have
experience with it. If he does not know how to
recognize it, whether in the pregnant woman or
an infant in heroin withdrawal, he will not even
begin to know how to deal with the problem.

Itis perfectly apparent that every physician must
have a basic knowledge of alcohol and drug de-
pendence upon which adequate diagnosis can
be made. The necessity for educating medical
students in this fundamental aspect is avident
and, from my point of view, hardly open to argu-
ment. More significant questions are: Who
should the physician treat and who should he
not treat; should the average physician, the psy-
chiatrist, the Internist, the family physician in
private practice undertake the long-term reha~
bilitation of chronic alcoholics and chronic
drug-dependent indlviduals?

As | have indicated, every physician must have
the ability to dlagnose and treat the acute epl-
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sodes. If, forexample, he unsuspectingly delivers
an infant who goes into withdrawal, or if he is
doing surgery and the patient is in withdrawal, in
addition to calling in a consultant, he should also
have some concept of the complications of with-
drawal and of the approach to treating those
complications. Therefore, it appears to be be-
yond disputation that every physician should
know the basic principles of how to recognize
and treat the acute syndromes in alcoholism and
drug dependence.

Concerning the major question of whether phy-
sicians, particularly the primary practitioners in
private practice, should undertake the long-
term rehabilitation of chronic alcoholics and
chronically drug-addicted patients, ! feel that all
physicians in three categories—internists, family
physicians, and psychiatrists—should be able
and willing to undertake such treatment in cer-
tatn kinds of alcoholic and certain kinds of other
drug-dependent individuals. Certainly pot the
treatment of narcotic addicts. That is legally oo
complicated for physicians to undertake in their
own offices. But | do believe that for certain
types of alcohilics, the physician can be a very
important resource. The 85,000 private phy-
sicians who fall into these three categories—
internists, psychiatrists, and family physicians—
represent ope of the greatest and best resources
for treating alcoholics that we have. Even now,
while this whole question is in dispute, these
85,000 physicians in private practice are already
treating alcoholics, a fact that is not well known.

Three studies have been done in this area: one
by Bailey, another by Jones and Helridge, and
the third by Giasscote. Without going into the
details, they found that the average physician in
these three categories has ynder treatment at
any given time. about three alcoholics. If you
multiply three times 85,000, you come up with a
figure of about 260,000, of whom about 75 per-
cent are in active treatment. So, there are pres-
ently about 200,000 alcoholics in the United
States who are being treated by family physicians,
internists, and psychiatrists. Whether they are
being treated well or not is another issue, but
they are being treated. This figure of 200,000
compares favorably with the total number of
patients that are being treated in AA. Leach and

g6

Norris indicate that in the year 1979 there were
about 200,000 people with aicohol problems in
the United States actively in AA. That 200,000
figure comes up again asan estimate of the num-
ber of patients in all federally funded, State, and
locally funded alcoholism programs.

Unquestionably, there is a certain amount of
redundancy there and I'm sure that about half
the patients in the alcoholism programs are also
in AA. Hence, there are probably about 500,000
patients who are in active treatment in the
United States. and physicians constitute a sig-
nificant portion of those providing treatment.

What, then, is the history of success of physicians
treating alcoholics. as opposed to psychiatrists
and social workers? Interestingly enough, there
has only been one study that even tries to com-
pare these three groups on their overall effec-

tiveness. In that comparison, the internists did _

best, the soctal workers did next best, and the
psychiatrists did most poorly. That conclusion
was reached by Gerard and Saenger in their
excellent study on outpatient clinics. Apparently,
in the structured situation of an alcoholism pro-
gram, medical physicians can be effective pri-
mary therapists. That may or may not be the case
in private practice, but certainly they are acting
as primary therapists there also.

Under these circumstances, it seems that as lead-
ers in this field we have a responsibility to teach
those physicians in private practice how they
can treat patients most effectively. if there has
been any fault in this area, | don’t believe the
fault has been with the private physicians, for
they have undertaken to treat these patients. |
think the fault rather has been with us. We have
never told them what types of patients_they
ought to work with and what to do with these
patients, We have never told them how they
should treat certain patients and how they
shouldn’t attempt to treat others.

The criteria for diagnosis of alcoholism which
Frank Seixas’ group at the National Council on
Alcoholism has developed has begun to show
physicians how to diagnose alcoholism. | think
we now haveto go astep further. Now that they
know how to diagnose alcoholics, we have toset
up criteria on how they can differentiate be-

S8
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tween difierent types of alcoholics so they may
learn which alcoholics can be treated success-
fully in the private office and which alcoholics
cannot, For example, the family physician or in-
ternist who tries to treat the patient with severe
psychopathology is obviously heading for
trouble, both for himself and the patient. But
this is only one example. It seems to me that
there has to be an attempt to set up criteria to
adequately select and appropriately treat pa-
tients In private practice,

We doattempt to do thatin'‘The Medicai Man-
agement of the AlcoholicPatient,” and we come
up with some very roughrecommendations. The
family physician and internist can do very well
with the socially stable patient with relatively
minor psychopathology, particularly if he knows
the family well. He knows the husband and wife
and can talk to them, He can suggest, for exam-
ple, the use of Antabuse to the husband, If the
husband is really willing to go along with it, we
have found that having the husband take the
Antabuse inthe presence of the wife at dinner is
mutually supportive.

| treated many such patients as part of a large
- practice in internal medicine. | did not specialize
in alcoholism per se, but | always had 20 or 30
patients who did very well with no psychother-
apy and no social supports gther than bringing
in the families and talking to them for a half
hour. | never did an actual statistical account,
but70to 80 percent of the patients did absolutely
fine. These were socially stable people. very
much like the 8roup that Griffith Edwards re-
cently reported on. His paper suggests that they
. might have done just as well if they had not
come to my office at all, but the point is that the
patient whao is socially stable, whose alcoholism
has not yet disrupted his family life or employ-
ment, can with relatively minor support from the
physician, be greatly helped by the family phy-
sician or internist. On the other hand, the more
psychiatrically ill patient can certainly be treated
in the office of the psychiatrist.

In my experience, the patient whose life has
already been disrupted, whose family is broken
. up,who does not have these external resources,
* - and who has lost his job, does not do well under
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the auspices of a family physician but does bet-
ter in a public program.

Inallof this: | am not for one moment suggesting
that this become an alternative to AA. Certainly
AA has been the major source of improvement
and rehabilitation for alcoholics throughout the
world. But this type of treatment can be seen as
an adjunct to AA or if you prefer, AA as an
adjunct to this form of treatment. In summary, |
feel that the family physician, the internist, and
the psychiatrist can do a great deal in the long-
term treatment of the alcoholic.

I also think this is fine for certain types of drug
addiction. For example, the 16-year-old kid
who's getting very high on marljuana can often
be brought to the family physician who can talk
to him like a Dutch uncle and often get him to
straighten out. This is particularly true where the
druguseisn’taccompanied by severe psychopa-
thology. If it is, then the patient should be re-
ferred 1o a psychiatrist,

Fthink that most of us are in pretty close agree-
ment on this issue and the question appears (o
be not so much should private physicians treat
alcoholics, but rather, under what circumstances
and which private physicians. Dr, Pattison men-
tions the socioeconomic factors. | think it's
true that the family physician, internist, or psy-
chiatrist are all very busy and if they get an alco-
holicwhao is socially disrupted and can’t pay his
bills, this turns out to be very frustrating. It's a
cruel and harsh thing to say but the private phy-
sician is probably better off nottreating that type
of patient, because he is not going to be success-
ful with that type of patient and it will just lower
his tolerance for other alcoholic patients. This
type of patient needs an extended psychosocial
support system. The private physician does not
have these resources available, and the alco-
holism treatment program does. So, for the sake
of the physician and the patient as well, the
physician should not undertake treatment of the
socially disrupted patient.

The question of delineating which physician
should treat what kind of patient with an alco-
holism or drug problem and under what circum-
stancesis a critical one, Certain physicians relate
best to certain kinds of patients,
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Not all physicians are psychologicaily or socially
oriented. However, in some cases, & totally bio-
logically oriented physician can be very effective
~ with a field-dependent, externally oriented pa-
tient. With such a patient, who usually has tre-
mendous respect for the physician, the physi-
cian may say. "I find that your liver is down 6
inches.” This has a great impact on this type of
person. What | used to do with that type of
patient was to take a pen and mark aline at the
liver edge. Each month | showed him how the
liver was becoming progressively smaller with
abstinence.

However, thisapproach can also be dangerous if
you have a self-destructive patient who is really
out to kill himself with alcoholism. To tell a de-
pressed, self-destructive alcoholic that his heavy
drinking is killing him, is 1o say just what he wants to
hear. $o he continues to drink more heavily, When

Against: £. Mansell Pattison, M.D.

Alcoholism is said to be the No. 3 health prob-
lem in the United States. Alcoholism is well
known in the medical community, it has been
well discussed, and most physicians see alcohol-
ics all the time, {tis no great news if you go toany
medical school and talk with medical students or
faculty and state that alcoholism is a medical
problem. They will all agree. We don't have to
argue the point that alcoholism is a major health
concern,

Ardent proponents of the so-called disease con-
cept of alcoholism propagandize that physicians
should have a primary role in the treatment of
alcoholism, on the other hand, skeptics point to
the traditional disinterest and noninvolvement
ofthemedical profession, dysfunctional involve-
ment, and mismanagement by the medical pro-
fession as evidence that physiclans have a pe-

L1
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you find yourself dealing with that kind of patient.
the family physician or internist should quickly get
him to a psychiatrist. Tha first things 10 recognize
are your own limitations, which kinds of patients
you can do well with, and those for which your
treatment could be disastrous.

Finally, 1 think the idea of having physicians treat
the socially stable patient with an intact family
may be the most effective means of primary and
secondary prevention of alcoholism, There we
can pick up aleoholism in its earliest stages, since
the private physician is usually the first profes-
sional toreally seethe aicoholic. By the time pa-
tients come to alcoholism treatment programs
they are far along the road. The alcohslic with
minor problems is the ideal kind of patient for
the family physician to treat, The physician can
contribute in a3 major way to the early detection
and eariy treatment of the early alcoholic,

ripheral or even a nuisance role. | suggest that
both extremist positions are untenable, (1)

In point of fact, physicians have a great deal 1o
do with alcoholism. But the question is, how are
they involved? What are they doing with alco-
holics and what is the result? The problem we
face is that physicians do not see people com-
ing in saying.''Dear doctor, cure me of my alco-
holism.” Rather, patients usually present them-
selves in one of three disguised situations.

First, they present themselves with complaints of
complications of alcohol ahuse, These include
hepatic, cardiac, hematologic, and- neurologic
complaints. These people do not conscicusly link
their medical iliness with their alcohol use and
abuse. As a matter of fact, their problem is very
much like many other patients who have psy-
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chophysiological illnesses in which one has to
do a job of reinterpretation. We do not train
physicians adequately, or even at all, how to link
inthe patient’s mind the complications they suf-
fer withthe antecedent causes, e.g., alcohol use,

The second group presents with the con-
sequences of alcoholism, such as fractures, head
trauma. and burns. These patients may recog-
nize that their medical problems are directly
tied to their drinking but are not likely to com-
plain of their alcoholism.

The third group recognizes their alcoholismand
may seek medical help for it but disguise their
situation with asomatic complaint such as insomnia,
nervousness, and anxiety. These patients will say,
“Yes, | went tomy physician hoping he would catch
me at it, but 1 tricked him.” We have a very nice
game inwhich physicianslearn b -w totrick alco-
holics, and the alcoholics are there trying 1o
figure out how to trick their doctor. When the Jig
is up and the trick is exposed, both are deflated
because it is no fun playing the game anymore
and no treatment occurs.

We have to look beyond just the fact that doc-
tors see alcoholics, for of course they do. They
may even correctiy identify an alcoholic. Itis not
that doctors are ignorant or do not see what is in
front of them. The critical issue is what do they
do after having made their medical observations.

In medical school education we oftenignore the
profound impact on young physicians who are
exposed to stereotyped alcoholics, Medical stu-
dents say, 'Oh, yes, we know about drunks.”
They are referring to those people who are so-
cially unacceptable, who are disheveled. and
who show up in the emergency room. We do
‘not show them any other people who have al-
cohol problems. Therefore, their initial and
often only formal definition of the alcoholicis in
terms of skid-row stereotypes. This is dysfunc-
tional because the first exposure is a permanent
imprint.

Alcoholics do show up in the casefoad of com-
munity physicians. The Jones and Helrich study
{2} of 3,376 internists found that only 3 percent
- saw no alcoholics, whereas 16 percent saw over
~ 20 alcoholics per month. Interestingly. half of
these alcoholics were women. [t is estimated

that 70 percent of physicians in private practice
see at least 10 alcoholics a month (3). Dunn and
Clay (4) state that 10 percent of physician inter-
nist caselead outpatients are alcoholics. The sarme
study indicates that only 40 percent of general
hospital stalf referred alcoholics for treatment.
Sixty-five percent of the referring staff were
general physicians; 21 percent, internists.
Among the nonreferrers, 61 percent were sur-
geons. 50 we need to examine the influence of
specialty practice on the physician’s manage-
ment of the identified alcoholics.

In an unpublished study, I reviewed the aciual
caseloads of 25 physicians in the community and
foundthat identified alcoholics are quite willing
to accept referral. Among 25 physicians’ case-
loads of alcoholics, the most thatany 1 alcoholic
was seen was for 3 visits, and in noinstance was
any referral for continuing treatment made by
the physicians {5}.

If we look at hospital statistics, the problem is
even more amazing. The incidence of hospital-
ized patients who can be identified as having
moderatetosevere alcoholism ranges from 27 to
60 percent of general hospital populations. Bar-
cha et al. {6) found the highest incidence of
alcoholism is associated with respiratory, cardiac,
endocrine, and neurologic illness. McCusker et
al. (7) state that alcoholism was found in 100
percent of patients with seizures, 67 percent of
those with respiratory disease, 53 percent with
liver disease, and 25 percentwith cardiovascular
disease. Eighty percent of individuals with tuber-
culosisin one study were alcoholics. Amongthe
aging, the prevalence of alcoholic symptoms is
35 per 1,000 onroutine examination. Gaitz and Baer
{8) found 44 alcoholics per 100 in a psychiatric
screening study.

Of all alcoholics in the hospital that were (denti-
fied in McCusker's study (7), only 55 percent had
been diagnosed by the attending physicians at
admission; at discharge, only 45 percent main-
tained the diagnosis. Apparently. alcoholics get
undiagnosed very rapidly! A study by Dorsch
and Talley (9) showed that of identified alcohol-
icsin an emergency service,only 16 percentwere
referred for alcoholism treatment, and 20 per-
cent were hospitalized; thus, 64 percent were
identified—diagrosed, but received noreferral.
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What happens with outpatient services? The
lones and Helrich study (2) reported that treat-
ment given {o aicoholics by 90 percent of the
internists reviewed was the prescription of drugs
and nothing further; 83 percent of the physi-
cians in the sample prescribed tranquilizers and
antipsychotic drugs. The questions raised by
such treatment include: Is it efficacious? Does it
reinforce symptoms? Does it prodice mixed ad-
dictions? Does it ptoduce crossed addictions?
Does it produce aiternate addictions?

Itis obvious thatphysicians are treating aicohol-
icsall over the place afl the time. The question is
not how do we teach physicians how to treat
alcoholics—that is not the problem. The real
guestion is to change how physicians are treat-
ingalcoholics. The issue for education about afco-
holism in medical school and residencies is how
to uneducate or disabuse physicians of fallacious
and perhaps destructive treatment methods as
well as to educate for appropriate and effica-
cious management of the alcoholic.

Medical education and alcohol education as dis-
cussed here tendto focus primarily onthe med-
icai student. Yet the major socialization of physi-
cians and the carving out of attitudes, values,
and patterns of practice occur during the resi-
dency period, not in medical school. The real
challenge for us in medical education is how to
introduce alcohoi and drug abuse education
into the residency portion of medical education.

Medical education is still organ and disease ori-
ented, whereas alcoholism {not the conse-
quences or complications of alcoholism) is a per-
son problem. But medicai education is not per-
son oriented. Most physicians today know how to
deal with fetal drug syndromes, fetal alcohol
syndromes, etc., because these are organ prob-
lems. Alcoholics who enterinto the medical sys-
tem get reasonably decent treatment for their
organ pathology. They get no treatment for their
alcoholism, whichis aperson problem, any more
than any ather medical patient with a person
problem in medicine gets good treatment: the
patientwith chronic back pain, the patient with
chronic heart trouble, the patient with chronic
prostatitis, the patient who has a prosthesis, the
hemiplegic, the person with a stroke, These are
. chronic syndromes that involve multiple agen-
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cies of care. These are the people who don't get
goodtreatment in our system, and the alcoholic
is not alone in that. Everybody who has chronic
complicated, multisystem, multimodality sorts
of medical syndrome problems gets poor treat-
ment in our medicai system. We are fooling our-
selves if we attempt to solve the problem of
person-oriented treatment in alcoholism with-
outregard to the lack of a person-oriented med-
ical education.

There are very few models of continuity of care
that are whole person and family oriented in
medical education. i call your attention to
George Reader’s paper (10} in which hereviews
the failure of comprehensive medical care edu-
cation in the United States of the last 30 years.
Reader points out that we know how to educate
students in comprehensive health care, we know
how to educate studentsin total person care, we
know how to educate medical students in con-
tinuity care, except we can’t do it unless we have
a medical delivery system which is comprehen-
sive, person oriented and continuity oriented.
These do not exist in most of our medical school
complexes.

The system of delivery Is critical, We tend to
ignore the influence of the iocation of the phy-
sician and the type of delivery system in which
he practices. The study by Gerard and Saenger
{17) shows that internists were effective working
in an alcoholism treatment delivery system. The
Kissin et al, study, “Social and Psychological Fac-
tors in the Treatment of Chronic Alcoholism,”
{12) showed thatinthe sample from the alcohol-
ism delivery system there was a subgroup of
alcoholics who were positive responders to phy-
sicians, These peoplescore high on social desira-
bility; have high, stable ego defenses, are not
internaliy oriented, but are externally oriented,
and they respond well to authority figures. These
are the peopie who do respond if you wag your
finger and say, “Don’t you know you’re killing
yourself? You know you are going to die if you
don’t stop drinking.” These people will do well
whether ‘n a privale system, in the public sys-
tem, or in an aicoholism system.

What is the problem with the private practi-
tioner, the 85,000 that Kissin mentions? We have
notstudied an important sociological parameter
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of the patient-doctor interaction. because one
of the critical factors that influences how the
private physician acts with the alcoholic is the
“getting and keeping’ svndrome: “‘How do ] get
patients, and once 1 have them, how do 1 keep
them?” What are the sociological parameters
that influence how the private physician inter-
acts in such a way that will not threaten the
patient/physician relationship? We often teach
physicians how to interact with patients in ways
that may arouse patient résentment, patient hos-
tility, patient suspicion, patient frustration. No
wonder we then run up against brick walls, be-
cause we are not really up against just the per-
sonal attitude of the private physician, but also
against a sociological, political, and economic
reality. The economics of keeping patients be-
comes more important than provision of appro-
priate treatment. We have not addressed that
issue,

Rather than recommend that physicianstreatall
alcoholics or treat no alcoholics, we ought to
talk about what kind of physicians can treat
whichalcoholicsin which contexts. Certain phy-
sicianswho are interested can learn totreat alco-
holism effectively. Some physicians will not wish
to treat alcoholics, but can learn how to refer
such patients for alcoholism treatment. And aff
physicians should learn acute management of
alcoholics presenting with medical syndromes.

Iwanttomake three additional comments. First,
| am not sanguine about referral to psychiatrists.
Just 2 days ago, a friend of mine called up from
another city and asked, “Will you see an alco-
holic patient of mine for evaluation?” | said, “|
can’t; I'm here for just a brief visit.” “‘wWell, who
is a good psychiatrist in my city?” In this city of
about 500,000, it turns out thatthe 1 psychiatrist
who is an alcohol expert is not taking any more
patients. Another psychiatrist is out of town
every other week and prescribes nothing but
tranquilizers 1o all the alcoholics who are re-
ferred to him. There were no other psychiatrists
| could identify in that city of 500,000 who would
accept alcoholics for treatment. Those of us who
are psychiatrists have some housekeepingtodo.

My second comment is in regard to education.
Often, the only exposure to alcoholism treat-

. ment that medical students and house staff re-
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ceive is an AA pitch. The problem is that there
are often people who belong to AA who come
in and give a very strong ideological antimedi-
cine, antitherapeutic, antiestablishment pitch,
and the medical students are turned off. They
say, “well, if that's the treatment for alcoholism,
fine; let them go treat the drunks; | don’t want
to have a thing to do with it.”

Third, if we’re going to talk about referral, we
will have to teach medical students and residents
how to use community resources. A study by
Elaine Cumming, (13) entitled Systems of Social
Regulation, describes utilization of community
health agency resourcesinthe city of Rochester.
She found that private physicians never used
public resources or agencies for their private
patients, even when their patients needed these
services. In other words, what we haveisan en-
capsulation of the private health delivery system
and the public health delivery system, and the
twain do not meet. | find it effective to take
medical students around 10 every different type
of alcoholism agency in the community, to talk
with the administrators and the treatment per-
sonnel in order to expose them to the existence
and function of relevant social agencies (14, 15}.

One final thing about self-attitudes, A favorite
anecdote relates to the diagnosis of alcoholism.
A salesman comesin and says, “My wife says I'm
drinking too much.” The doctor asks, “Well,
how much are you drinking?”” and he says, “A
couple of martinis for lunch and two or three
after supper.” The doctor says, “That’s not an
alcoholism problem, | drink twice as many as
that myselft” We know that alcoholism is a major
problem in the medical profession.'We know
that physicians have lots of unexamined atti-
tudes about their own drinking. A debateis al-
ways raised with students when they discuss the
definition of normal and abnormal alcohol use.
How can we expect physicians, who have not
looked at their own attitudes, to be able to assist
the alcoholic client? {16)

In sum, we have focused our medical educa-
tional effort primarily on medical students and
have ignored resident education. We have given
insufficient attention to the specialty contexts
within which medical treatment of alcoholics
occurs. We have focused more on the general
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aspedcts of alcoholism and neglected the practi-
cal issue of physiclan management., We have
frequently overlooked education about utiliza-
tion of community resources. And we need to
emphasize appropriate definitions of normal
and abnormal alcohot use.

AUTHORS
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Debating the Issues 2:
Physicians’ Use of Alcohol and
Drugs: Implications for
Medical Education

‘Moderator: Sidney Cohen, M.D.

| am not goingto make any introductory remarks because | want to give as much time as
possible 1o the speakers. We have a fascinating topic: “Has Medical Education Focused
Too Much on the Adverse Consequences of the Nonmedical Use of Psychoactive
Agents?” Some of us may say, “What else can we do besides focus on this; this is the
medical model.” Still, we have to be open to the possibility of alternatives, and we are
going to hear an alternative presentation.

| do hope we develop an adversary position between the two contestants. | don’t wantto
see blood on the carpet, but anything short of that will be all right. ] think that we learn
best under conditions of stress.
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Has Medical Education Focused
Too Much on the Adverse Conse-
guences of the Nonmedical Use
of Psychoactive Agents?

In Favor: Norman Zinberg, M.D.

This is a subject dear to my heart. Potentially, it
represents ideas which are central to medicine,
and to what extent medicine should encompass
a certain amount of social psychology versus a
“hard, computerized” science. | do not think
that medicine need be that kind of dichotomy,
and | think part of the reason that it seems a
dichotomy is that so often it is presented in very
extreme ways.

It seems to me that most physicians really do
struggle toward some kind of balance. Most of
my professional life has been devoted to teach-
ing nonpsychiatric medicine, and it has long
been my feeling that one must not try to turn a
good internist or a good surgeon into a bad psy-
chiatrist. Rather, we should help them to think
through what would make them good internists,
e.g., how they could use their knowledge as in-
ternists to be socially and psychologically aware.

In no area of medicine is the teaching limited
solely toillness. We always try to establish a base-
line when we think about pathology. We know
the difference between what is “usual,” “‘nor-
mative,” ‘moderate,” or whatever word one
uses, and what really represents the disease. But
that notion has been avoided in the area of drug

‘usage. -

.- For the doctor to be able to discuss these things
. with a patient one way or another, he must be
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taught about the differencesbetween “norma
and “‘abusive’” drug usage. In medical schools,
we must teach addiction, alcoholism, and toxic
responses toall kinds of substances. Thatis abso-
lutely essential, and | am not suggesting for a
second that that teaching should be abandoned.
But in no other area of medicine do we teach
only the pathology without indicating the base-
line from which that pathology springs. So |
would not accept the argument that we do not
have enough curriculum time to discuss “nor-
mative” drug usage.l don’tthink that timeisthe
issue; the issue is the point of view from which
people think about these things.

As an example, | recently consulted on an early
version of the new Diagnostic and Statistica!
Manual (DSM-II} of the American Psychiatric
Association, It treats alcohol and other drugs
very differently. For instance, its definition of
baseline aicohol use was 10 drinks over a4-hour
period producing no effect. Thatis an enormous
amount of whisky; the definition suggests the
notion that one must drink a lot of alcohol be-
fore behavior is labeled as psychiatric illness
{which is what the diagnostic manual is about).

The definition for ‘‘marijuana abuse’ was
“iwice a week for a month.” Cocaine was four
times in a 3-month period. | tried to explain to
the authors of DSM-I1l ihat a very fair per-entage
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of the populatio. .. ,ld have “psychiatric dis-
easgs,” using thes+ ¢ finitions.

They said that | was cancerned with the false pos-
itives, with those people who would be labeled
“il"" who were not ill. while the suthors were
concerned with the false negatives, They were
concerned with the psychiatristwho would mis
drug abuse when it was there. And they were
willing to go too far. 50 to speak, in order 10
avoid those false negatives.

[thas been my experience that with drugs {other
than alcohol) their concern was absolutely ridic-
ulous. The physicians of my acquaintence. and
the people!'ve taught with. are scared to death
ofdrugs: Theirtendency to find false positives is
enarmous. The  a that physicians would miss
false negatives i1 this area struck me as very
unusual. If physicians know that a patient uses a
drug, their tendency to think that the patient
might he in trouble with this drug is quick and
sharp and very direct: physicians zre terrified of
drugs! | feel that rather strongly

| oppose the notion that there is no normative,
or relatively normative, drug use. Consider mari-
juana farexample. To use President Carter's fig-
ures of August 2, 1977, 45 million people were
using marijuana with some regularity in the
United States, And the further point was made
that most of these people use it very occasion-
ally—something like once or twice a week.
Fewerthan 1 percentuse marijuanadaily. S0 1his
is moderate, relatively eontrolled uie. But same
physicians do nat know this, have a lot trouble
fearning this. and have not really 1aken this into
account, When they see patients who use this
drug. they tend to get very frightened about it.

Recently | looked at medical school courses with
a panel of teachers. There was nothing but pa-
thology in any of the curriculums presented.
There was nothing that showed a baseline from
which to difierentiate pathological from difficult
experiences.

Physicians are faced with patients who ask them
guestions. Whether physicians like it or not. their
rale as givers of information areund drugs and
medical conditions isvery imporiant. A lot of pa-
tients ask their doctors about things that the
doctors dont know very much about, where the
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infarmation isspare or filled with mystificatian,
misconceptions, and 0 on. Physicians find it
very hard to answer these questions and may
answer by providing a lot of seare material. For
instance, ¢ recent patient of mine did what |
would regard as moderate, controtled drinking,
but he was concerned about the drinking of one
of his children. 50 he saw his doctor. The phy-
sician showed him pictures of liver cirrhosis and
esophageal varices. with avery terrifying lecture
which created alot of anxiety in the patient, That
made i much more difficult {or the patient to
deal with his teenage child’s drinking than if he
had been talked with in a more reasonable
fashion,

One of the things that [, as a psychiatrist, try to
say is that the reaily primitive superego is not the
doctor’s friend. To beat peuple out of things, to
scare them out of things, 1o tell them horror
stories, really doesi'twork very well. In psychi-
atric parlance. the doctor’s friend is the ego.
One may ask of people, "Well how does this
behavior work for you? Isirscary orunpieasant?
What's your impression of the general pattern
that you and your friends follow?’”’ One may ask
of patients, "Do you know anybady who is in
trouble with drugs, and how do peopie look
when they are in trouble?”

Thus. there are many ways of finding out easily
from patients. without the investment ot a great
deal of time, whether drug use works for them
or against them. Quantity is only one of the
issues, albeit an important one, because social
patterns differ. What a Madison Avenue adver-
tising executive is able to manage as *‘conirolled
use” might be very different from that of 3 Bap-
tist minister in a2 small town in Georgia.

The physician has {0 know all of this because it
gives him the capacity 1o deal with patients reg-
sonably, without terrifying them. And this
knowledge permitsthe physician te remain cred-
ible. For a doctor totalk with people about trou-
ble,the doctor must know what trouble really is.
| have seen physicians fose credibility in talking
to youngyeople and totheir parents, Those phy-
stcians bring what they've gotten from their
medical education. which is only addiction,
severe pathology. alcohalism, and so on, which
are allterrifying things. They know no normative

a
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base, and theyv turn peopie off, Then when they
have valid warnings to give. they are not listened
te. Thus. the physician's retention of credibility
is crucial,

Physicians also need the capacity to serve as
controlling figures. By that! mean that prescrip-
tions describe a reasonable way 10 use drugs
under certain conditions. In playing that role.
physicians have been very imporiant sources of
control, particulasly with psychoactive drugs and
ilticit substances.

{ am very concerned aboui physicians fosing the
capacity to act as a source of sacial sanctions, to
provide reasonable rules, regulations, and ways
of thinking about things. If they lose that capac-
ity, it will be a tremendous loss not only in their
relationships with patients, butin the power jand
1 mean this in the best sense of the ward) of the
medical profession to operate 35 abrake in social
situations, Control in drug usage is achieved by
the application of reasonable sanctions. it's not
achieved by abstinence.

1recently gottogether all the definitions of drug
abuse that had been pramulgated overthe years:
leral, medical, and s0 on {1. 2). | want to cite
three of the medical definitions, American Med-
fcal Association, 1966; “Abuse refers to self-
administration of these drugs witheut medical
supervision” (3). American Psychiatric Associa-
tion, 1972: “The term drug abuse [is] to apply to

Against: LeClair Bissell, M.D,

First off, | was promised that this does not have
to be a debateso 1 am allowed to agree with Dr.
Zinberg on some of his points and not getintoa
fight.

Howevaer, I'd like to start by making a point, per-
haps at his expense, and that is that the title of

Ca

the illegal nonmedical use of a timited number
of substances’ (4). Another definition: ““For the
sake of clarity and at the risk of simplification.
misuse will be viewed as @ nenmedical use of
psychoactive drugs” (5). Medical students are
taught that any nonmedical drug use is abuse.
That is monsense! Physicians who have been
taught that have not learned any base of reasen-
able drug-use behavior, nor what behavios can
besanctioned. They haven't learned how differ-
ent populations use different drugs. Physicians
will have to know more than that.
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what we were to talk about was 'Physicians’ Use
of Alcohol and Drugs: Implications for Medical
Education.” Interesting, we haven't even men- _
tioned it.

The next part of it is, has medical education
focused too much on the adverse effects of
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drugs? Thatiswhat! believe we aresupposed to
address within the context. perhaps. of dur oun
use of chemicals. Incidentally. Lhat is ane place
where | do quibble. | do think that alcohol is
a drug. and | get very uncomiorable when we
talk about drugs and alcohol asif they gre differ-
ent beasts. To me there are simply legal druys
and illegal deugs, or prescribed drugs gnd seli-
prescribed drugs.

As teachers facing a group of medical students
and as teachers who have made certain deci-
sions about the use or nonuse of drugs. | think
we have to ask. “What are we going to do?”

First, | think we are our brothers' keepers. How
we play that out, of course. is epen to 3 lot of
personal choice. What | owe the medical siu-
dent is as high a jevel of competence as | can
possibly deliver~~that means accurate facts, not
opiniens.

F'm not going to decide what the individual stu-
dent s going ta do about his own druguse. He's
going to decide that, And for a couple of you
who have been patienis at Smithers and sanse of
you who have heard us lecture there, you've
heard me say over and over again io the patients
there, “You're chairman of yoursell, you're re-
sponstble for your own addiction; )'mjust adoc-
tor; the only thing | can do is tell you the truth as
best | sge it today.”

Drugs have always heen with us, but we're in an
interesting kind of phase with drugs these days. |
believe that medicine has changed from a con-
ceptofremovingthe bad from people to putting
in some type of good. Remember we used to
bleed and purge people; we used 10 make them
sweat and we put leaches on them. exorcised
themn, and got all those bad things out.

Instead of taking something out, row the docior/
patient transaction is frequently deemed incom-
plete unless we give the patient something to fix
him up. 10 make him either more energetic or
less energetic.

An important area to discuss is physician pre-
scribing practices for alcoholics, Most physicians
seem (o try 10 avoid prescribing Antabuse for
fear of killing someane. By the way, we haven™t
sean any Antabuse/alcohol reaction causing
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death in manv vears. But »n't it interesting that
physicians will prescribe minor tranquilizers or
saporifics to alcohalics even though the death
rateisintinitelv higher? I think this gels to a kind
ol pepularity issue. It you give Antabuse it means
the patient has 1o siop drinhing: but ityou give
Valium. Seconal. Tuinal. ar Quaalude, nothing
has to change.

We have a number of pressures 1o resist, and
one of these pressures is that it becomes increass
ingly difficult for any ane of us to be unpopular.
Unfortunately. dealing with medical students as
wel! as dealing with addicted patients, we fre-
quently find ourselves in the position of having
tosay "No." You can't accept buying temporary
solutivns (o human problems with chemicals.
Unfertunately, | didn’t stay for the lilm today.
but my guess is that we saw once agaln what
Kales had shown in 1974: Sleeping pills are effec-
tive for 2weeksbur no more, and then there are
priblens.

What about our own attitudes if we're going to
have tosay 'no’ to astudent or ask that scudent
10 53y “no’ ta a patdent? | think it's pretty self-
evident thal if we cannot cav ''no’ 1o gurselves
about drugs gur voices are going 10 have a dif-
ferent ring when we ask somebodyelsetodoit. |
just find it hard 1o ask somebody 1o do some-
thing l cannot do or am not doing.

| was interested in what Dr. Noble said about
prohibition. !t fascinates me that “'prohibition”
has become such a terrible word, Frankly, I think
the worst thing about prohibition is that it can-
not possibly wark because it cannot be enforced.
But it interests me that nobody seems to get
upsét over the idea of prohibiting cigarettes. In
fact, the righteousness of some of my fellow
ex-smakers absolutely drives me bananas, They
do not for 1 minute apologize for making life
miserable for people who still smoke. Crowding
theny into the backs of airpianes, sealing them
off in various parts of restaurants—these are the
kinds of things that the alcoholism community
would never do inamillionyears, We are bend-
ing over backwards to have open bars at the
meetings of natlonal alcoholism organizations
for fear that somebody might call us prohibition-
ists. Fascimating!

au



Q

ERIC

Aruitoxt provided by Eic:

{UPSEFERENCE PROCEEDINGS

We are worried about prohibition. but we do
net worrfy about prenibiting cigarettes, \We are
worried about prohibitive. but we are still not
coming to grips with prohibiting illegal drugs in
spite of those kids still in jaif in New York for
smoking & few jomts or peddling afewounces of
mafijuana. Look at the furor that Dr, Noble ran
into when he simply suid he would {ike to lower
per-caplta consumpuon as a goal far NIAAA.
Suddenly, people forgot that rates of cirrhosis
had fallen in Europe when per-capita alcohol
cansurmplion weni down, This might be a good
thing to do for the health of the Nation. Sud-
denly there was a great squawk that this was
“neoprohibitionist.”

We have a kind of de facto prohibition going on
in New York State. People on welfare or receiv-
ing 851, if suspecied of being alcoholic. are
forced into treatment! an interesting require-
ment to put on one segment of the poputation.
Why is this not termed “neoprohibitionist™’? i
wonder about some of the oiganizations who
are being so hypercritical of drinking practices
and accept a good deal of money from the dis-
tilled-beverage industry.

We have all of these rather intéresting debaies
going on about should we or should we not sat
up a return to sacial drinking as the goal for the
alcoholic. Should we also be trying te get smok-
ers back to social smoxing or to get mainliners
back to alittle Saturday night chippy habit? Why
t5 it just booze? Why not social drug use ar
controlled drug use? Is it really that one sub-
stance is legal and anether is not? After all, cig-
arettes are perfectly legal. As a recovered alco-
holic,sober 24 years, | have been badgered. | do
not know how many times, by people whowere
determined that { was going to go back tosocial
drinking to prove one theory or another, But
since 1 stopped smoking 3 vears ago, virtually
nobody has been pushing me to have two cig-
arettes after dinner. Why not? | doubt that I am
going to develop emphysema or come down
with squamnus cell carcinoma on two ¢igarettes,
Cigarettes are not even going to alter my think-
ing and judgment. ! ought to be able to make an
intelligent cheice about cigaretie No. 3 in a way
that I probably couldn’t about drink No. 3, and
yet there is no such pPressure, What's that all
about? | don’t have an answer.

Let'sassumefor the sake of argument that a third
of alt ateohoiics, clearly alcoholic. could in fact
g0 batk toaciat drinking. 1don'tthink anybody
has claimed ary hing that exorbitant, but let's
assume thev rould. Suppose one-third of the
people who hav: had a reaction to penicillin
could go back te ialking penigitlin safely. Look at
the behavior of the physician faced with those
iwo sifuations. The person with the penicillin
reaction gets extensive skin testing and every
possible antibleticis used except penicillin, Fre-
quently, thesame personis recommending con-
trolled drinking for all alcoholics. It doesn't
make sensz.

What about cur medical students? } think we
need totell themthey are at extremely highrisk,
We den't know what the actual prevalence of
alcoholism and drug abuse is in the medical
population: all we know is. it's pretry high. 1n
just about every study that's been done, the
medical student and the doctor are at greater
risk—atleast for the legal drugs. narcotics. minor
tranquilizers, et cetera—than the general pub-
lic. We know that health professionals in general
are atrisk. although in our studies we had only 2
percent of dentists sddicied 10 narcotics as op-
posed to 18 percent of our physlcians, and it
looks like it's going 1o come out about 12 per-
cent on the nurses. Avaifability dees make a
diff :rence!

I think thereis a tremendous denial of where we
are with our own addictions, As soan as we start
trying 10 set up sick-doctar committees in our
own States or hospitals, we will begin to sense
this. When we staried lrying to do something in
the State of New York we discovered that our
group health insurance policy (sold by the State
niedical society) had no coverage whatsoever for
alcoholism.

It was just pointed out to me that the Federal
health insurance which covers VA hospital em-
ployees {like ather hospital employees) does not
cover their treatment for alcoholism. in spite of
the VA system's great current interest in alco-
holism, The health careindustry taken as a whole
is the largest single industry in the Nation, and
yet very few programs. very fow hospitals, have
done anything about providing adequate cov-
erage [or their alcoholic employees.
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How are we going 1 dothings that might make a
slight differencet L would like to mention two or
three possibilities. One thing { think we might
do to alert ourselves to our own use of chemi-
cafs, and also as a wav of getting to people wheo
are hard to reach, will be to do something about
sick-doctor programs within our own hospitals,
JCAH is now requiring us to attest to the physical
and mental well-being of each member of the
medical staff. That means that the buck is now
going 1o stop somewhere. The individyal depari-
mentis going to have 1o attest to the good health
and competence of its own staff. This means
guidelines will have 1o - developed in hospitals
to deal with the imp shysician, One thing
we might try is to uspital privileges for
sick physicians con .. hal on accepting treal-
ment. This type of approach has worked very
wellinindustry where threatof job fass js agreat
motivator to get people into treatment,

Guidelines are now available from a variety of
State and County medical societies. The county
society of New York has a fairly good set which,
with a little bit of adaptation, can work in most
situations. Qnce you have an impaired-physician
committee together, those doctors on your hos-
pital staff are going to have to face the fact that
they are now going to have to deal with same of
their colleagues who are sick with addictive dis-
eases. That js quite different from raking refuge
tn enzymes. |t no longer makes a difference if
the urinary amylase is more z¢curate than serum
amylase; they are now stuck with the fact that a
certain doctor drinks too much, and somekbody
is going ta haveto do something. Teaching phy-
sicians how to deal with an addiction problem in
a colleague is a great entree into teaching them
how to deal with addiction probiems with all of
their patients.

The best way to teach physicians about addic-
tion is tostart in medical schoel. However, if you
get a course into the curriculum, don't expect
the students to beat down your doors. O)f the
students who sign up for our eleciive, we dis-
covered that, with the exception of two, every
stngle one of those students had an alcoholic
parent or an early alcoholism problem. There
was a hidden agendain every case except two. |

think this suggests something: We have the sons
and daughters of alcoholic parents ip our madi-
cal ichoo! classes and in aur nursing schools. |
personally feel that this has some influence on
career choice, If vou are the nurturing, caretak-
ing child in an alcoholic home. verv Tikely you
willgo into a profession where you can cantinue
this litestyle | am fairly convinced this istrue in
nursing: with medicine nobody has studied it. |
think the way into the minds of these students is
to give them what they want to tearn. and what
they want to learn s what are they going 1o do
about the old man. or what are they going to do
about the old lady.

| learned something a few years ago that |
think is important but indirectly related 1o the
topi¢. | used to think rhat if we taught medical
students about addiction, they would carry that
infermation with them for the rest of their ca-
reers. However, this is not the case. After they
leave medical school they go through internship
andresidency where they are again students and
have to follow the examples of their new teach-
ers. If these new teachers are ignorant of addic-
tion. then much of wha! we have taught the
students will be tost. Thatiswhy [ think itismore
impartant to teach the practicing physician. He
isnolonger astudentand. therefore, canimple-
ment his teaching without worrying about su-
periors. He also can pass what has been taught
him on to his students. When we teach medical
students, we are role modets. 11 is pot so much
what we say, but what we do.

Andthat brings me back to thetopic. If | can get
through my life and enjoy it and obviously have
fun and be productive and have a grand, good
time without chemicals, then I think | am giving
that message to the medical students, If | can't
stand my friends without being hal{ bombed, if |
can't get through the day without tranguilizers
and pep pills, 1 don’t think it matters a great deal
what | say to the student. They are pretty astute
andthey have a pretty good idea of who's stoned
and wha isn't. | think a lot of them have a pretty
good idea of the differente between an occa-
sionaljoint now andthen, an occasiona! amphet-
amine perhaps to cram for an exam and a prob-
lem of real dependency.
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Califor as Angeles: Norman Zinberg, with bia University’s Roosevelt Hospital.
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Report on a National Survey

Results of the Survey

I an1 going to present the results of a survey of
U.S. rnedical and osteopathic schools regarding
their substance zbuse curriculums. There have
been several previous surveys: the 1970 confer-
epcesponsored by the National Council on Alen-
hollsm and the 1972 Macy Conference dealing
with substance abuse, which included a consid-
eration of alcoholism. | commend these two to
you as excellent discussions of the general issues
involved. However, thesetworeports area little
light on the specifics. We have tried to compare
our results with theirs, and this is hard ta do.

There was also an important position paper put
out in 1972 by the AMA Council on Mental
Health. A survey of drug abuse education in
pharmacy schools was done in 1972; largely be-
cause of the avatlability of that report, we de-
cided to ornit pharmacy schools from the present
survey.

The background of this survey includes the start
of the career teacher programin 197z, In 1974, a
task force was set up. largely by NIDA, to recon-
sider the original objectives of the career teacher
program, lo seeif there were other ways in which
we could approach the same goals. This task
force chose eight additional activities and one of
themwas todo asurvey of current teaching. We
decided to survey schools of medicine, osteop-
athy, and dentistry; physicians’ assistants
schools; and nurse practitioner schools regard-
ing their alcoholism and drug abuse curriculums.
These seemed to be the drug-handiing health
professions. Pharmacy should have been added,
but was omirted because of the previously men-
tioned recent survey. In the survey we would
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seek to determine the amount of teaching, the
type, where done, by what methods, et cetera.

we decided on the iollowing samples: 100 per-
cent of medical schools and asteopathy schools,
a 25-percent sample of dental schools, and a
50-percent sampie of PA and generalist nurse
praclitioner training programs. The last three
will not be deait with further; from now ont'm
g0ing to be talking about the survey of medical
and osteopathy schools. in fact. the great bulk of
this report will deal with medical schools; toward
the end 1 will corament on the similarities and
differences for osteopathy schools.

We first developed a Questionnaire using largely
theideas and issuesin the Macy Conference and
the NCA Conference. We field tested this first
version by sending it to three Texas medical
schools (not aurs); after these were completad,
we conferred with the schools, visited them, and
determined what the probiems were, how true
or false a picture this might give, et cetera. We
next refined the survey instrurment and sent it to
thedean of every medical and osteopailvy school
inthe USA. We decided tosenditto 1: dean of
each school, to Make the procedure cumparable,
even though we had career teachers in many of
the medical schools who could have handled it
gracefully.

Wedecided not toidentify the individual schools
in our report and just to report totals and aver-
ages. By contrast, the pharmacy school survey
did identify individual schoois; in fact, they
printed the individual school replies verbatimin
their reports. This procedure probably hasanin-
hibiting influence on answers. We used baseline

1.4



Q

ERIC

Aruitoxt provided by Eic:

ALCOHOU AND BRL G ABLSE IN MEDICAL EDLCATION

datafromihe AanMC and ANIA directorieswhich
give rich information on schools. particuiarly
the AAMC directory. Substance abuse is. of
course. not a separate depastment oF specialty.
The AANC directory does not give hours or
courses in substance abuse.

We later site visited 12 schools. This follows a
procedure used in a recent AAMC cusriculuin
study. The site visits were iniendedto determine
the accuracy of the school's questionnaire ra-
port. The plan to site visit was also mentioned in
the original letter. We think this may have had
the effect of making the questicnnaires more
accurate, Job:  -yer, the career teacher, did
mosi of the site visits,

We had thought that this sur.ev would be a
one-shot thing, but actually we started out in
November 1975 and didn’t get through until Feb-
ruary 1977, \We got completion rates of up to 90
percent of medical schools and 100 percent of
osteopathy schools. When we separated career
teacher schools from the non-career-teacher
schools, weweresurprised tofind that the career
teacher schools’ completion rate was not much
better than that of the non-career-teachers’
schools.

For analysis. we decided to group the medical
schools in several ways: by section of the coun-
try, public or private ownership {40 private
schools, 64 public), total enrollment, and size of
first-year class, Our findings concerning teach-
tng are reported mainly in two categories: re-
quiredteaching activities in substance abuse and
elective teaching activities. We decided that
these represen! two independent things; the
required hours represent the school's notion of
aminimum level of knowledge, what everybody
should know. Since everybody receives this
teaching, it makes sense to use averages and
speak of the average number of hours. On the
other hand, etective teaching activities vary in
duration, Many elective courses are reported as
“of variable duration” or "as arranged.” Further-
more, elective courses are simply offerings,
many of which are never taken, [t would there-
fore not make sense to total up these hours and
see whether one school's average is higher than
theother. We view electives assimply a measure
of the richness of the curriculum; electives are
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more or less for the specialist, for the student
wholikesan area, isinterestedir it, and wants (0
gointoitai depth. We thereiorereport electives
simply as total number of courses offered bv a
school. To repeat. for required activities we re-
gort hours. and for elective activities we report
courses,

With respect torequired substance hours, there
are 9 schools which require zere hours. and
there are 26 schools in the top bracket which
require anywhere from 3810 126 hours. There is
a tremendous variability in schools in terms of
what is required.

Weinitially thought of separating reports of alco-
holism teaching from drug abuse teaching. Un-
fortunately, one ortwo of the items in our ques-
tionnaire were ambiguously worded. We did
not note this during our field testing and only
later decided that we couldn’t reliably assign
heurs to alcohol or drug ahuse. Furthermore, a
great many of the courses teach both topic areas
simultaneously. Therefore we are reporting sub-
stance abuse teaching altogether.

Regarding the number of required courses, sub-
stance abuse teaching is scattered broadly
through the medical school curriculum. Again,
there is great variability. The required hours
were tabulated by departments and averaged
for all schools reporting. For the basic science
departments, pharmacology, of course, teaches
by far the most. Next is pathology. The average
total teaching in basic science is 7.6 hours. In
clinical departments, psychiatry has by iar the
most teaching, with medicine being second. The
average total teachingin clinical departments is
17 hours. The total for all departments is a little
over 25 hours; let's say 26 hours. You remember
that Dr.Noblesaid yesterdaythat there had been
achange fromsome figure toabout 70 hours, but
I'think he was including not only required teach-
ing but also elective courses, Furthermore, he was
reporting for the career teachers’ schools only.

Regarding the number of elective substiance
courses, 35 schools had zero courses, whereas 21
have 310 10 elective courses, Again, thereisalot
of variability.

Since many an elective is never chosen, we asked
how many students actually took each elective
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during the past vear, This turned out 10 be zero
in 4 instances and not reported in 41 instances.
On the other hand. 23 courses reported 1 to 4
students; 32 courses reported 5 ro 14 students:
and 30 courses reported 35 or more students.
This seems to be a Bood signup rate—higher
than | would have predicted.

Regarding the percent of the total required cur-
riculum which deals with substance abuse, the
range was from zero to 3 percent and the mean
was 0.6 percent. If alcoholism alone is the No. 3
health problem, and we are speaking here of all
substance abuse. this doesr 't seem like a propor-
tionate or appropriate allocation of curriculum
time. By summing up the worksheets, we calcu-
lated what departments were doing the teach-
ing. Psychiatry was most prominent, pharmacol-
ogy next, then medicine, pathology. neurology,
and then various others.

We nextasked about detailed content of courses.
by use of a checklist, It was found that the defini-
tions and descriptiorns were the items most fre-
quently checked, then medical complications.
then treatment, rehabilitation, and so on.

Withrespectiothe division of time between the
complications and the basic disorder itself, my
impression had been that we teach mostly the
complications and not the primary disorder. The
results of this questionnaire were rather the op-
posite; in fact, in over half of the courses the
emphasis on the primary disorders was
predominant,

We zls0 asked about the 18aching methods used.
It was found that the good old lecture is still
highly in the lead, followed by seminars. hospital
clerkships, films or videotapes, demonstrations.
outpatient clerkships, field trips. and self-
instructional packets.

We also asked about the site or facility in which
this teaching was done. Them~d: ' school ¢lass-
room was the most commear ‘I ywed by the
university affiliated hospital. ' 4 community
hospital, acommunity alcohel or drug program.
library,learning center, self-heip group, andiail,
prison, or other correctional facility.

We asked each school how many affiliated clin-
ical programs they had that dealt with substance

107

abuse, The Macy Conference. the NCA Confer-
ence, and other groups have emphasized that it
is very hard to teach something if vou're not
doing it. Thereforg, one of the big needs inin-
creasing and facilitating teaching in substance
abuse is to have an affiliated clinical program,
We found that 18 of the reporting schools had
no such affiliated program. 41 had 1or 2, and 31
had 3 or more,

We tried 3 whoie séries of cross-tabulations or
correlations with various characteristics of med-
icalschools {age, size of class, size 0f City, owner-
ship, et cetera). In general, the results were neg-
ative, which was somewhat disappointing and
also surprising to us. § will mention a few positive
relationships here, but no relationship was very
strong. The age of the medical sthools didn't
seem to make much difference, even though my
notion had been that the recently founded med-
ical schoals had much mare substance abuse
teaching and that oid established medical
schoals had very little.

We also compared the career teacher schoals
and the non-career-teacher schools; therewasa
substantiat andsignificant differencein required
hours. 1 believe this difference is real; however,
there may be some difference in thoroughness
of reporting and how knowledgeablethe person
answering the questionnaire wasregarding what
was going on in hisschool, The career teacher is
obviously very well informed about his own
medical school.

Regarding the size of the medical school. it ap-
pears that thesmaller schools tend to have more
hours of required teaching than the larger
schoels, but nothing sensational.

Now. !'dlike to mention two representative pro-
grams: these schoels will remain unidentified.
The first is one of the better programs; not the
very best but a good program. The substance
abuse teaching involves six or seven depart-
ments. They have five hospitals with affiliated
clinical programs, three of which have two pro-
grams each. The introduction to medicine in-
cludes 6 hours on substance abuse, The pharma-
cology course includes 12 hours on substance
abuse. The commuhity medicine fourse includes
2 hours per week with one family. and many, but
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not all. of these famiiies have alcohol or drug
problems. The patholegy course includes sub-
stance abuse teaching. The medicine clerkship
and teaching has 3 hours on substance abuse,
This schaol aiso has ning elective coursezinvolv-
ing several depariments.whichrange from afew
hours to 2 months in dut. .ion,

Next 1 want 1o describe a schaol 1ypical of the
have-nots. the imited kind of program. The de-
pariments involved are only psychiatry, pharma-
cology.and pathology. No affiliated clinical pro-
gramis listed. The pharmacology courseincludes
three lectures which deal primarily with the
pharmacology of drugs and alcohol and 2 40-
minute film on overdose. The sophomore psy-
chiatry course includes 11z hours on substance
abuse. and the preventive medicine includes 1
104 hours on alcohol and drug dependency. The
medical studentwho goes through this program
has low exposure to alcohol and drug abuse.

With regard 10 osteopathy schools, the findings
were generally the same. The average of re-
quired hours was slightly higher than for medi-
cal schools. but not significantly. The teaching
was more concentrated in the preclinical vears,
Only one of the nine schools had an affiliated
substance abuse treatment program. which was
a far lower percent than far the medical $chools
and probably accounts far the difierent time al-
location between the basic science and clinical
years,

We made an artempt at comparing the findings
from this survey with the NCA report. The NCA
Conference in 1970 listed 30 medical schools:
each of them had & separate entry in which they
said what they were doing. We took our ques-
tionnaire reports from those corresponding
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medical schoois and compared then. This was
not very feasible because the NCA reports
seemed to be more qualitat e and w e were talk-
ing quantitatively. Furthermere. they did not
discriminate hetween efectives and required
courses. We therefore concluded that we
couldn’t make avery fair comparison, It did look
as if none of the schools listed had regressed,
and several seemed 10 have improved and en-
riched their programs.

Qur general impression is that the amount of
substance abuseteachingin medical schools has
improved. There is still tremendous variability.
Nineschools report no required teaching. Some
of these represent ous older and most prestigious
schools. To qualify this a littie, many of these
schools place greatemphasis on elective and op-
tional tracks. and therefore the lack of strict re-
gquirements detsn’t necessarily medan that their
typical siudent does not get substance abuse in-
struction. Nevartheless, if required hours are a
measure of minimum standards. there are nine
schools with no minimum requiremant a1 ail.
Twenty-tive percent of the schoolsrequired S or
fewer hours. Thirty-eight percent have no elec-
tives and 20 percent have no affiliated clinical
programs,

We believe that there are three simple things
you can look at if you want to quickly size up a
medical school's program. Firstis the number of
required hours; second is the number of elective
courses; third, whether or not the schoot has an
affiliated clinical program in alcoholism or drug
abuse,

My general conclusion is that the overall situa-
tion has improved. but we still have along way to

go.
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Report on the Site Visits

As part ut my tareer feacher award. 1 visited
medical schools around the country to [earn
how curriculums were developed. not just in
substance abuse bul in a vanewy of areas in the
preclinical and climcal vears, The medical schools
that ! visited were chasen in a relatively randoms
fashion.

} have been interested in learning more about
The pawer dvnamnics that are imvolved 5o that
perhaps | can develop some ideas that will be
useful 1o those who wanl Lo get a particular
subject such as substance abuse into the cur-
riculum. 1 have visited atotal of about 20 medical
sehools | was syrprised by the great variety of
medical education which ! found an my visits. |
was surpriset). lor example, to find a medical
school where there was no psychiatry clerkship
required,

I would like to make a few points about the
reparts that Dr, Pokorny gave. First, it was quite
cleai wore would be an hour here or there
mthe cuy m that was misinterpreted on the
questionnaire reports, but, by and large. only
one school grossiy misinterpreted on the low
sitle what was actually happening,

[ ddid find, however, that there was at times very
poor rommunication among people involvedin
substance abuse about what was actually being
taught at their schoal. One of the realiy striking
happeningswas being at avery prominent medi-
cal school and talking o a very well known
researchor in the area of addiction. 1 asked him,
"\What do you think about the 6 haurs that so-
and-s0 is teaching in the freshiman year?” The
researcher replied, "Oh. he's not teaching any-
thing in addiction; ! teach it all.”

Then | repeated. "Byt this psvchiatrist is teach-
ing 6 hours in the freshman year,”” He insisted,
“V'msorry; heisn't’” and very trritably called the
psychiatrist on the tefephone. The psychiatrist
confitmed that hewas, infact teaching the hours
inquestion. Theresearcher then said. "What are
you doing teaching these hours? Thisis my field.”
[ think this highlights the fact that there are three
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areas in substance abuse: the €linicians, the re-
searchers, and the teachers. 1 think that in sub-
stance abuse there is gften no cw.mmunication
or little communication amor.g th= three areas.
a situation that is rarely foun< in ¢.her areas of
medicine. In my own medicat .;hoc.s | have (o
go to lectures given by researchers tu really find
out what they are teaching or not teaching.

| think the other thing that needs to be conm-
mented on is that when we talked about the
primary disorderon the questiennaire there wis
no separation berween that which might be con-
sidered pharmacology and that which wouid be
considered phenomenology of the disorder of
substance abuse. [ think most of uc are aware of
the fact thatin our medical schools. particularly
in pharmacalogy departments, the material relat-
ing to alcahol or morphine or morphinederiva-
tives, or whatever, is taught as a pharmacological
factor, often with very little emphasis on the
actual phenomenology of the addicted state,

While attending a lecture in another medical
schoal, I was struck by the fact that although the
students were getting a very good lecture about
what happens to heroin in the body, they were
getting very little information about heroin
addiction. Yet that matetial is included in the
primary disorder in this form, and | think that
needs (o be clarified.

There are still several schools in the United
States—and! don'tknow that these are the ones
that Dr. Pokorny was talking about in his group
of nine that have no required substance abuse
time=such as Harvard. $tanford, and Pennsyl-
vania where the entire curriculum is cstensibly
elective. Therefore, nothing is required. | would
say from talking fo students and faculty in those
schools that most of the students are not exposed
t0 addiction at all except in a course in pharma-
colagy or a caurse in psychiatry. Even that ex-
posure Joes not accur with reguiarity.

1 guess | came away from my experiences feeling
very strongly about the value of a required
curriculum, because it seems to me that there
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needs 1o be a baseline beyond which we can add
other information for students as needed. This
is, of course, a view that is open 1o discussion.

Another piece of datathatl wish to cover relates
to the figure that, in the career teacher schools
in Or. Pokorny’s survey, 36 hours of subsiance
abuse teaching was the average and in non-
career-teacher schools. 19 hours. Some of you
may see the report that's been made about the
career-teacher program by the CONSAD re-
search organizalion which says 26 hours were
required in career-teacher schools and 4 hours
in non-career-teacher schools,

i think that the difierences in those figures come
about because the CONSAD data were derived
from intensive questioning in site visits, When
one questions people about what they are
actually teaching, one finds that much of the

il

material that is classified as substance abuse
teaching on the questionnaire iurns out to be
more accurately classified as pharmacology
rather than as phenomenology of substance
abuse,

Finally, it is very striking 1o me in the area of
substance abuse that confusion urises when
courses are taught in relatively traditional ways.
Frequently very important material about the ad-
dictive states is not being taught to medical
students in a rigorous fashion.

AUTHORS
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Substarice Abuse Questions on the

National Boards

Introduction: John B. Griffin

During my career teacher grant, | went to the
Baylor Career Teacher Training Center. One of
the goals that I had for the month | spent there
was to develop a pool of questions that would
help me in measuring knowledge among the
medical students whom | was teaching. As |
pursued that goal, it became increasingly clear
that other people also were interested in meas-
uring what the students had learned from the
things that were presented in substance abuse.
Eventuaily, a committee was formed to develop
questions in drug abuse and alcoholism. The
history of this committee is outlined in another
section. As the committee worked, it seemed
desirabie to know something about what stu-
dents over the country as awhole were learning
in the field of substance abuse.

We decided to attempt a survey of a sighificant
sample of medical students across the country.
In order to do this, we went to the National
Board of Medical Examinersto ask for their help
in devising the instrument for use in this project.

The National Board of Medica! Examiners is an
entirely independent body which devises the
examination that is most widely used across the
country by medical schools 10 measure the
guality of their students’ performance. tn almost
all States, passing the national board examina-
tion is acriterion foriicensure. The questions for
the examination from the National Board of
Medical Examiners are devised by committees
working within the national board framework,
These committees, by and large, reflect de-
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partments within medical schools; that is, there
is acommitiee on anatomy, a committee on bio-
chemistry, a committee on psychiatry, one on
internal medicine, et cetera. If asubject area has
distinct representation in the faculty of medical
schools, then it is likely to have an equivalent
committee on the National Board of Medlcal
Examiners.

One of the problems for the field of drug abuse
and alcoholism is that medical schools rarely, I
ever, have a department of substance abuse, In
keeping with this, the National Board of Medical
Examiners does not have a committee specifi-
cally assigned to this area. Cleariy, we hope that
our committee’s work with the National Board
of Medical Examiners will stimulate increased
consideration of substance abuse questions on
the national board examination, | must empha-
size that there has been no arrangement or guar-
antee of any specific numbers of questions on
substance abuse to be placed on the examina-
tion. This would be totally out of character for
the board and would be contrary to the frame-
work in which they operate. The National Board
of Medical Examiners attempts to reflect what is
being taught and not to infiuence the direction
of medical education.

I believe that as a resylt of our work with them,
the board is probably more aware of the expan-
sion of teaching in substance abuse over the
country that has occurred in the last 5 years, in
large part through the career teacher effort.
Since the national board tends toreflectchanges
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in curriculum, increased curriculum time usu-
ally leads to increased numbers of questions on
the national board examination.

Cur committee has learned a great deal about
how to write questions and how to put them in
the correct form for the national board. We are
given the opportunity to submit possible ques-
tions to the national board committees for their
consideration each year. These questions should

Report on Substance Abuse Questions on

David Smith, M.D.

! particularly appreciate your addressing an
issue that was, frankly, of concern to me when |
came down Yesterday and gave somethoughtto
theexact wording of the titlethat you findin the
program before us.

The National Board of Medical Examiners, as
you have so nicely emphasized, is an independ-
ent, voluntary, nonproflt, educational institu-
tion thatis much invoived in the process of certi-
fication examinations that are, in turn, used to
give feedback W faculties regarding perform-
ance of certain types of students on certain sub-
jects.

We were very flattered inthe last several months
when Dr, Ted Cooper made some comments
about the parception of the national boatd in
Washington and within the American educa-
tional scene. He described this perception as
oneof neutrality andimpartiality. | think that his
being able to say It this way wasone of the finest
attainments of tha goals of the national board
that we could imagine, because we wouldlike to
be, and try hard 2 be, an impartial measuring
body particularly slanted toward medicine.

Our particular ortentation toward medicine

have a better chance of acceptance because we
have learned how to construct them properly.

We areconstructing some examination modules
dealing with substance abuse, some of which
will be used in the research project to evaluate
medical students’ knowledge in the area. Some
of the modules may be incorporated in a later
qualifying and certifying examination that the
National Board of Medical Fxaminets is in the
process of considering at this time, as Dr. Smith
will now elaborate.

the National Boards

makes us different from many other testing
organizations, We are a politically neutral entity.
This becomes interesting and complicated at
times. For instance, some of you may know that
suddenly last fall we found ourselves mentioned
In the law that has to do with the return of
American citizens who are in foreign medical
schools and want to transfer to advanced stand-
ing in American medical schools—the so-called
“Guadalajara” clause of Public Law 94-484,

We were, in a similarly involuntary manner, in-
volved in the qualification of all alien physicians
who want to come to this country by way of
elther a ) visa or an immigration visa,

It is quite a story as to how we responded to
these situations as a public obligation and; at the
same time, have tried to maintain our position as
a voluntary neutral body. This is part of the
background of why we sometimes may seem to
be overly sensitive to accusations that we are
dictating curriculum or are shaping American
medical education instead of following and re-
flecting it

Itis obvious that | cannot deny that the National
Board of Medical Examiners has some effect on
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teaching. We allknow thatthese are therealities
of life, but the national board has no intentional
effect. | aiso cannot deny that | am aware of
people withwhom I have worked in your organ-
ization who would like very much to encourage
and emphasize teaching of alcohol and drug
abuse by means of incorporation in the national
board examination, as well asother means. There
was a frank recognition that this was a hidden
agenda item, and{ think it has had its influence
in a salutary manner.

Yesterday Dr. Gordon Deckert, from Oklahoma
City,spoke on several subjectsrather forcefully.
Gordon has been the chairman of the Psychiatry
Test Commitiee of the board, and he gave me a
spontaneous testimony that I'll pass on to you.
During the 7 years that he has worked with the
Psychiatry Test Committee he feels that there
has been a very significantincrease in the atten-
tion that has been given to drug and substance
abuse by that committee. | can attest to you that
the pharmacology committee, the behavioral
science committee, and several others have
similarly shown a greater interest in this area.

You will be right if you teil your studentsthai the
nationa) board examinations do ¢ontain items
ansubstanceabuse and thatthey are going to be
held responsible for their education in this area.
The impartant thing Is that you are teaching the
subject. It is then reflected by your representa-
tives on the test committees of the national
board. There are about 120 such individuals on
the board test commitiees, representing over
half of the medical schools 3t any one time. It is
through these individuals that questions are
deveioped for the national board.

1 was Interested yesterday to hear Dr. Noble
make a reference in which | believe that he
congratulated you for obtaining an entry to the
national qualifying examination. The national
qualififying examination reminds me of whatwe
call our comprehensive qualifying examination,
That introduces the explanation | would like to
give you of the so-called national board project.

As Dr. Griffin has pointed out, there was an
interest for several years among the career
teachers in devising a test item library for educa-
tional and evaluation purposes. They cameto us
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to see if we had interests and facilities that would
enable them 1o forward their goals.

They arrived at about the time that | had assumed
some responsibility for beginning ta respond to
the challenge of the report of our Goals and
Priorities Committee of the board which was
issued over 5 years ago. The challenge was to
create an examination with more emphasis on
perlormance, skills, and abilities, in addition to
the emphasis that we have always placed on
measuring knowledge. {1 was pointed out by this
cammittee that with the variety of curricular
changes that seem to be occurring in the Ameri-
can medical educational scene, probably theonly
appropriate time to test all medical students is at
the time that they are ready to get their M.D.
degree after they have finished the varied cur-
ricular patterns of their own medical schools.

This was at first, you may remember, called the
qualifying A examination, and it was attached to
several other political implications; for instance,
there was the postuiation that it might be a logi-
cal progression for there to be a two-phase
licensing examination, a qualifying A and a qual-
ifying B. People who had graduated from medi-
cal school would be required by qualilying A to
show that they were ready 1o assume their
responsibility for the care of patients under
supervision, but they would not obtain full
licensure until after they had reached the end of
their tralning, which for nearly all consists of
specialty certification. That would be calied the
qualifying B stage.

I suspect many of you experienced some of the
discomfitures that rolled out of that concept,
and | will not go any further into it except to say
that when we tried to see if we could meet the
challenges in just the testing area, we decided to
divest ourselves of the term “qualifying A” and
think of something else. That is why we call it
the Comprehensive Qualifying Evaluation Pro-
gram.

We had a committee which directed us to sev-
eral lines of thought, one of which is 1o create
this examination in a problem-oriented medical
framework with the idea that one might be able
to do this by developing several modules. Each
module ¢concerns a particular problem. In this
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format the student js asked to go through cer-
tain kinds of problems in a described medical
situation,

The nextquestion is, What problems doyou use
for such a test? We will approach this in several
ways to try to identify the most appropriate
problems that will be challenges for the young
physician in his first year of graduate training. It
seems to me quite logical that drug and alcohol
abuse would be one of these problems. Conse-
quently, when there was this coincidence of our
interests and those of the career teachers, we
were glad to work with them, We have prof-
ited greatly as the committee has worked to
develop four modules on several different situa-
tions of acute drug toxicity, chronic drug abuse,
chronic alcoholism, et cetera.

} would like to emphasize that the general
approachis to try to have the measures that will
be derived from this examination expressed in
terms of tasks or responsibilities of the young
physician. These would include the following:
his responsibility to be proficient in the collec-
tion of data; his responsibility to be able to ana-
lyze situations and to find problems; his judg-
ment and responsibility in relationto the role of
a physician in the course of following a patient;
his judgment and skill in treatment techniques;
his responsibility for maintenance of health care;
and his attitudes and responsibility to the com-
munity and to the profassion.

We have no guarantee that we will be able signif-
icantly to measure these particular things, but
what we have done is to create the situations,
describe them, and then create problems and
test items with these different dimensions in
mind. This is in contrast to the usual subject
dimensions which you have seen on the classic
examinations. Suchan approach doesnotyield a
subscore in anatomy versus one in pharmacol«
ogy. It is hoped that this will yield an overall
score that we can correlate with achievement
and competence. ft will still be much more
knowledge oriented and less performance ori-
¢nted than we might like, simply because the
techniques for obtaining valid and reliable
measures for some of these other areas are not
so readily available as are the techniques for
measuring knowledge,

e

The committee has met with us, and we have
hammered out these four separate problems.
Theproblems are in the process of being printed
as booklets and will be available for administra-
tion to students. We would like to be able to
administer them to different kinds of students,
particularly to groups of students who have not
experienced instruction in the areas of alcohol
and drug abuse in contrast to other students
who are more experienced,

Probably these two rather diffuse groups are
sufficient for standardizing these tests. However,
there are many variations on the theme, For
example, it might be very interesiing to be able
toanalyze the difference between astudent who
comes to medical school with an urban expe-
rience in his early education and one whose
experience is less urban; minority groups of
medical students versus other groups would be
interesting variations to study. We cannot prom-
ise that sort of thing, butif the project goes well
and we can see these evaluation instruments
used over a period of time, it might be that this
organization can approach such adetermination
through a measure such as this.

The principal thing that is ahead of us now,
though, is to let this instrument be used flrst as
an educational encouragementin your programs
and in your schools and to give you some feed-
back and information regarding the achieve-
ments of your students as expressed in this
examination. it may be possible to give compari-
sons between your school and your program
and other schools and other programs. These, of
course, were some of the goals of the career-
teacher committee as they formulated these
problems and wrote the questions.

Ournexttaskis to begin to arrange the adminis-
tration of these examInations. We hope to enlist
voluntary cooperation from persons at various
schools who can find a significant group of stu-
dents, larger than 20 in number, in either of
these categories: those not yet instructed versus
those that have been instructed. Some schools,
we hope, will be able to give samples of both
kinds of individuals. We can glve this test to you
to be administered atyour convenience. We whil
give you some ground rules, but we will not be as
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rigid as we are in the real national board exami-
nation nor will the students be under all the
pressure that | think they are at the time that
they take the national board examination. We
would probably supply a biographical datasheet
that we would ask students to fill out with their
questions so that we can categorize them to
derive standard groups for pormative compari-
sons in calibrating this examination. We will
work out from the beginning some form of
feedback to you, but the very first people who
particlpate in the course will really be the foun-
dations of the standard setting, and scores will
not be as meaningiu! at that time in 2 normative
sense as they will be later. From the beginning
we can report to you rough scores in group
categories of oneinterest or another. Later, after

we had morgexperience, we couldreporttoyou
what your normative scores were.

This is the projection for the next months as
administration of the tests gets underway. | am
here to explain to you the enthusiasm which we
have for this project, the appreciation we have
for the input that the committee gave, and what
wehavelearned about the dynamics of bringing
in a group with this particular kind of interest to
forge an examination.

AUTHORS

John B. Griffin is affiliated with the Emory Univer-
sity School of Medicine; and David Smith, with
the National Board of Medical Examiners.
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Educational Activities of the
Career Teachers

Moderator: Joseph Schoolar, M.D., Ph.D.

tn its original concept, as it was formulated by the National tnstitute on Alcohol Abuse
and Alcoholism and the National institute on Drug Abuse, the career teacher program
was designed for thesenior faculty of medical schools. It was intended primarily to spread
the word about substance abuse—drug abuse and alcoholism—to medical students. The
hope was to Make substance abuse education an integrated, effective part of the curricu-
lum in medical schools throughout the United States. We expected some significant
impact on the service programs of the university, because the medicai school serves as
the focal point of many service pPrograms and influences the programs of affiliated
agencies and institutions in its area and, in many cases, the entire State. In research the
medical school has an equaily important impact on substance abuse, in both basic and
appiied research.

This was the original concept of the career teacher training program. Forty-three career
teachers heve been named and they are either in the training program or have finished
their 3-year award period. Two career teacher centers were established to assist in the
training, one at State University of New York Downstate Medical Center and one at Baylor
Coliege of Medicine,

In alarge measure our objectives have been or are beingrealized. One has oniy to look at
the record of the program’s accompilshments from the standpoint of changes in curricu-
lum content, the increased number of curriculum hours, and more accepting attitudes
by medical students and by practicing physicians, as examples,
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In addition to changesin curriculum content, the career teachers have contributedio the
design of teaching materials and have developedinnovative approaches to teaching drug
abuse and alcoholism courses in medical schools. The impetus has spre:ad to continuing
education and to the production of films and teaching tapes.

Dr.George Yyner exemplifies the bestin innovative careerteachers: He divided his grant
into four parts, sothat notonly did he participate inthe career teacher program butso did
Dr. Arredondo, Dr. Weddige, and Dr. Orene Petticord, ali of the Texas Tech faculty. In-
stead of having one career teacher, they have had four at Texas Tech,
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A Dean's Perspective

Iwill address two topics. First, can a careerteacher
be effective as a dean? Second, how does one
develop a team model for teaching substance
abuse?

With regard to the first issue, we rank falrly high
in the number of hours devoted to substance
abuse teaching—106 hours. That figure was de-
rived from the 1974-75 academic year, which
was the year | first became dean, We had already
managed to scrounge 106 hours in the 4-year
curriculum-—so It was not hecessary to be dean
to get an adequate amount of time.

On the other hand, | began to think of what !
had done in the way of recruitment. Our school
has leaned toward faculty who have an interest
in substance abuse. | wondered what kind of
pressure the chairmen feel | had exerted on
them to make them insert alcholism and drug
abuse in their curriculum. I talkedto some of the
chairmen about this. The chairman of medicine,
who is an honest man and a good friend, said,
"No, you haven't exerted pressure on any one of
us. However, | think we'd be crazy, knowing that
you have a career teacher award in alcoholism
and a real interest in that area, not to consider
including that subject in our curriculum, $o you
answer the question for yourself,”

The way we achieved the number of hours we
have was dohe primarily by happenstance; anda
little by planned infiltration of the departments,
The happenstance wasthat our school was brought
on line in June of 197, and we took our first
students in the fall of 1972. There were six of us
who came to Texas Tech in June of 1971 and
were told to put a curriculum together for two
classes beginning a year later.

By August we had B people and by the following
August we had around 40 people, and we had
curricular time to burn. With the help of the
chairman of psychlatry at that time, we began to
fill up a lot of little spaces along the line. We

Ceorge S. Tyner, M,D,

visited each basic science department and said,
“Could we or could you devote some time in
your curriculum to alcoholism and drug abuse?”’
With this initiative the basic science departments
began to teach a fair amount of information
about substance abuse,

in the clinical area we developed small group
conferenceteaching. There were two types. The
first was coordinatlon of the hard data. We found
people who had an interest in alcoholism, and
they volunteered to put on small group dis-
cussion for the junior students, included were a
toxicologist, a pathologist, a biochemist, aspecial-
istin preventive medicine, and one ortwo others,
They began a seminar which was repeated for
each clinical clerk group as they rotated in their
8~-week shifts in the five major specialities
representing the junior year.

In addition to the hard-data seminar, we or-
ganized a group which talked about the disease
concept and the behavioral patterns of alco-
holism as far as the patient was concerned. This
group consisted of a lawyer, a priest, an intern-
ist, a family practitioner, a doctor of education, a
psychiatrist, and myself. Both approaches illus-
trate how our school is forcing the departments
to decrease the number of lecture hours and
increase small group discussions. We feel that
we can teach more effectively with faculty teams.

Another teaching device hecame available by
accldent. We had invested $500,000 in television
hardware. As dean, | was despondent over this
big expenditure because nobody used it, So we
began to give our seminars in the television
studio. Now we have quite a library of all of our
discussions with the students. Faculty can go
back and compare what we've been able to do
over a period of 3 or 4 years.

Inretrospect, | didn’tplanto be either adean or
a career teacher, When the career teacher pro-
gram came out In 1971, | developed agrant appli-
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cation. At about the same time our first dean
quit. | didn't put in an application for the job. |
receivedthe careerteacher awardin the summer
or the fall of 1974 and 2 days |ater | was offered
the jobas dean. The next careerteacher meeting
was in Louisville. JimCallahan advised me notto
turn the grant back, and t began to remember
thatwe hadtwoorthree interested faculty mem-
bers, We began to talk about starting a team
because | simply didn't have time to do more
than front for the program.

That's how the team concept got started. We've
had a lot of support and encouragement. especi-
ally from Joe Schoolar and Alex Pokorny at Baylor.
At least three of us have gone there to partici-
pate in the teaching program as students.

The program has gradually grown. Some of the
methods that we used (o infiltrate the curricu-
lum might be of help in other schools. On the
basis of our experience, | think the technique of
infiltration is a good one.

There are other ways in which the curriculum
can be infiltrated. The career teacher who is a
loner in a school has to go around and make
friends among the faculty and have an interest in
substance abuse, He can then recruit these friends
and they can put on the course together.

No dean can sit down and delineate curriculum
hours, | think it has to be an interdepartmental
relationship based on acquaintance and a simi-
larity of interest,

Another thing that has helped us as ateam is that
we make ourselves available to taik to anybody.
Allyou have todo is ask us and we'll be there. In
this way we have achieved a fair amount of visi-
bility. We will talk to the county medical society,
to the Boy Scouts, to the parent-1eacher associ-
ation, in short, to anybody who will listen to us,
We don’t reserve all our energies for teach-
ing at the undergraduate level.

Letmegive you another example, We wanted (o
teach residents, but nobody who had residents
wanted to bother with.us. Qur school has about
103 residents, with about 75 or 80 in family
practice,
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As dean, because of my interest in substance
abuse. 1 begantokeep track of how much Valium,
Quaalude. and Librium was prescribed. The
amount was outstanding, with the great pre-
scribers being the family practice residents.

The chairman of family practice and | met to
discuss this production of iatrogenic disease. He
was as uninformed about alcohollsm and drug
abuse as the junior medical students, so he in-
vited me to bring the team in to talk to the house
staff in Lubbock., We gave our presentation to
some freshmen, sophomores, seniors, family
practice residents, and some of the faculty. |
think we made a fairly good impression, but it
really wasn't until one of the family practice
residents, after that talk, discontinued Valium
and convulsed in the emergency room that we
really got a strong stand in the department of
family practice,

Another example occurred when astudent asked
meifl would get moretime in the freshman and
in the sophomore year to teach about al¢o-
holism and drug abuse. She was greatly con-
cerned that about 10 percent of our students
have to repeat or fail. For about half of those
students, | can identify a direct relationship be-
tween failure and the use of alcohol or soft drugs.
At least 5 percent of our students are Identified
as getting into trouble, usually with Valium,
sometimes with barbiturates, and sometimes with
a smorgasbord plus a little alcohol. This experi-
ence illustrates another mears of getting into
the curriculum without using any inducement
from the dean,and that is that the students have
asked for it.

Anotherway to develop interestis to become in-
volved with other parts of the parent university,
We're now be¢oming involved with the depart-
ments of psychology, soclology, and nutrition
onthe main campus.inthiswaya cadreofinter-
ested perople is being developed throughout
the university.

Last but not least is informal discussion with medi-
cal students. Those are times to capitalize onthe
fact that you are talking to a group of people
who are entering into a profession which has an
occupational disease. And that occupational dis-
ease is what we're talking about.

1

1Y



CONFERENCE PROCEEDINGS

Data on Student Attitudes

My career teacher grant marked the beginning
of my intensive Involvement in medical educa-
tion. | had been at the University of Chicago for
Syears prior to thattime, but my involvementin
the curriculum was at best peripheral. We had
elective time and a half-day with the flrst Year
students in community health. A few curious
students carme to our programs, but there was
minimal impact, An additional frustration was
the difficulty we experienced getting physicians
involvedin the treatment of the heroin and alco-
hol addicts we were seeing.

It was from this context that | went to my first
career teacher meeting at Louisville. At that
meeting a revolt was in process against old, tra-
ditional educational methods. There was also a
spirited discussion on educational priorities,
T he priority emphasized was to findsome way to
influence attitudes, That emphasis was so con-
genial 10 my own experience and to my aca-
demic beliefs that | became very enthusiastic.
Since then | have devoted most of my time to
woark on medical student and physician atti-

Current Findings on Student Attitudes

tohn Chappel rmentioned the fact that this is a
statistically sound instrument, Well, statistics are
phenomena like lampposts, whichsome people
in states of inebriation use for support rather
than for enlightenment. The statistics thatwe are
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lohn N. Chappel, M.D.

tudes. The video tapes you saw yesterday are
part of that work.

Later, at the Savannah meeting. Ben Kissin, who
has had a catalytic effect on us, suggested that
we set up a committee to develop a Standard-
ized Test of Attitudes and Knowledge (STAK).
A committee was formed which developed a
broad spectrum of attitudinal statements. These
were given to the career teachers at the Portland
meeting. Ron Krug utilized his statistical and
computer skills to factor-analyze these state-
ments. We then developed the form of STAK
which was used with medical students in Okla-
homaandNevada. The current formisincluded
with the article on attitudes,

The attitude survey as it now stands appears to
be statisticallv sound and atceptable to both
medical students and p hysicians, Time of adminis-
trationis 15to 20 minutes. so it can be ezsily used
in most settings. Further investigation is needed
to determine what relationship the attitudinal
factors have tociinical behavior with alcohol- or
drug-abusing patients. Ronald Krug will de-
scribe our current findings.

Ronald S. Krug, Ph.D.

reporting are intended for enlightenment rather
than for support of some theory.

The scoring system used in STAK was developed
from a reasonably large data base. The initial
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factor analysls ysed the career teachers as a ref-
erence group. We examined both orthogonal
and oblique rotations. The oblique rotation was
used becauseitrevealed a treatrment factor which
was of major interest to us. Six factors were ob-
tained, These factors were used to form a scor-
ing system,

The first factor was a moralistic factor. Items
characteristic of this factor are, “‘Clergymen
should not drink in public’” and “A physician
who has become addicted to narcotics should
never be allowed to practice medicine again.”
This factor represents a restrictive, pessimistic,
moralistic attitude to substance abuse.

The second factor was a permissiveness factor.
Items that load heavily on this particular factor
are, “Alcohol is a good substance if not ysed to
excess,” “Dally use of one marijuana cigarette
has a beneficial effect,” and so forth. This factor
represents a permissive attitude toward using
substances.

The third factor was a treatment factor. The items
that load heavlly here include ““Drug addicts can
berehabilitated,” “Drug addiction is an illness,”
and “"Group therapy is an essential part of treat-
ment of alcoholism or drug addiction.”

The fourth factor was a factor of restrictiveness
in both use and treatment. The restrictiveness
loads most heavily on this particular score. Items
such as ""Marijuana leads to mental illness,”
“People should get drunk only at home.” and
""Chronicalcoholics who refuse treatment should
be legally committed to long-term treatment”
characterize this factor,

The fifth factor was of drug use phobia. items
such as “Heroin use leads to addiction,” “Week-
end users of drugs will progress on to drug
abuse,’ and othersrepresented aview that drugs
are very dangerous.

The sixth factor is a myth-oriented factor. Many
of the myths about substance abuse load highly
onthis factor. Typlcal items include “Drug abuse
Is caused by a character weakness,” “People who
use psychedelic drugs are basically mentallyill,”
and ""Anybody who has long hair and a beard
probably uses illegal drugs.”
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We gave the revised questionnaire 10 our stu-
dents before starting our teaching on substance
abuse. Then, after the teaching was completed,
we repeated the administration of the question-
naire.

There is a difference between the two medical
schools in that the University of Nevada uses a
block system which puts 28 hours of substance
abuseteachingin1week. The University of Okla-
homa uses a spaced type of curriculumin which
many disciplines are teaching at the same time.
My course consists of 16 hours spread over a
4v2-week period. So we have a compressed cur-
riculum compared with a stretched curriculum.

In both courses the students go to AA meetings
to become familiar with community treatment
resources. The Nevada students make one AA
visit with a sponsor. The Oklahoma students are
assigned sponsors who contact each student,
take them home for dinner, then to an open
meeting, and finally to a closed meeting. This
gives them a wider experience with AA.

T-tests compare prescores and postscores on the
six factors. The factors on which we were able to
demonstrate significant movement on siudent
attitudes were the first, third, and fifth factors.

On the first factot, using combined data from
the two schools, we were able to significantly
decreasethe moralisticstance of students toward
substance abuse,

We were particularly pleased with the response
on the treatment factor. The students moved to
a more positive view of substance abuse as an
illness which can be treated and not somethin

to be ignored. ’

On factor 5 we have significantly decreased the
phobic response to drugs and to drug use.

There were some interesting differences be-
tween the students from the two schools. On
factor 2 the Nevada students moved to a more
permissive stance toward substance use. The
Okiahoma students decreased in permissive-
ness, but both groups ended up at the same
point. It therefore appears that we were dealing
with two groups of students who started from
different levels of permissiveness, and moved to
a common position,
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On factor 6 the Okiahoma students decreased
their myth orientation to drugs and substance
abuse, while the Nevada students showed little
change.

As teachers, our goals are somewhat different.
john Chappelwants his students to see substance
abuse patients as human beings with problems
which can be ireated. He works from an optimis-
tic orientation toward treatment. While | share
the second goal, | have articulated the first onea
little differently. My goal isto get the students to
see substance abuse as simply a phenomenon

Old Dogs and New Tricks

We inevitably move into the issue of how the
medical school makes decisions. | did not realize
when | started this just how naivel was aboutthe
system of governance in medical schools. | did
not know, for examp!e, thatin 18 of the 20 medi-
cal schools that 1 visited the same pattern of
governance holds, i.€., no matter what else one
claims, the dean really is not a person of much
power. Also, he uses the power he does have
sparingly.

In most instances, the history of the medical
schools, particularly those that were in existence
before 1930, goes something like this: A group
of department chairmen got together in the
teens, the twenties, in 1970 or whenever, decided
to form a medical school, and hire a dean. But
they chose that dean. Now in the twenties and
thirties there was a period in which some medi-
cal schoolz found themselves with a single per-
son who was the dean and powerhouse, who ran
the medical school almost singlehandedly. At
Temple Medical School, where | teach, there
was a Dean Parkinson who literally was the chief

which has no Positive or negative value judg-
ments to be made about it.

in conclusion, we now have an instrument that
we can use in different settings to assess changes
in student attitudes. We can set attitudinal goals
and measure the degree of success or failure in
meeting these goals. If we do not measure, we
will remain ignorant, or at best impressionistic
about how well we have achieved our teaching
goals in the attitudinal domain. With the data
obtained in this study we can now iook more
carefully at our curriculums with an eye torede-
signing them in speclfic directions in keeping
with our attitudinal goals.

Jjohn E. Fryer, M.D.

of the hospital, dean of the medical school, vice
president tor health sciences, and chairman of
the admissions committee. For a period of about
25 years, every person that went to the medical
school was interviewed by Dean Parkinson. When
Dean Parkinson died, and we entered into the
era of the forties and fifties, it became quite clear
that power had returnedtothe department chair-
men, and that nothing happened in the medical
schwol about which the department chairmen
did not approve. This was true in 18 of the 20
facilities. When the question was asked about
who can veto a decision about interdisciplinary
teaching most effectively and most totally, in
every medical school except two, it was the de-
partment chairmen acting as a group.

In one medical school there was afaculty senate
which was electedin which people did respond,
and in one medical school there was a dean
whom ! really believe had some power simply
because the department chairmen did not care
about anything; and he was the one whoran the
medical school.

125

129

o Fod



Q

ERIC

Aruitoxt provided by Eic:

ALCOHOL AND DRUG ABUSE IN MEDICAL EBLCATION

In short, it has become apparent that any deci-
sion that involves bringing new material inta the
curficulum—new interdisciplinary material in
particular—requires negotiation at the depart-
mental chairman jevel and needs the assent of
ali of thase people of else the dean cannot en-
force it,

When we 1alk about getting to the dean and
making the dean do these things, we should
know that while the dean does have some clout,
he is not necessarily going to use it on this issue.
Gettingtothe deanis almost anirrefevancy; the
issue is strong communication with the depart-
ment chairmen, making them realize this is
important.

The next step, then, is to ask how we can make
an impact on these men or women who are de-
partment chairpersons. The way to r ke an
impact, it seems clear, is through an inaividua)
within that medical school department who is
committed and willing to do the teaching, whe
does it well, and who wili follow through oniit. |
would submit to you that nothing gets done
unless there isthat person. Particularly when we
are dealing with subjects that are not necessarily
part of the usual medical school curriculumsuch
as alcoholism, addiction, pain management,
death and dying. cancer treztment, et cetera,
there need to be people who get into the cur-
riculum who are teaching the material that they
want to teach and which they feel should be
taught. Those medical schools in which there
was not such a person generally did not have
that material being taught.

The really tricky subsequentissue has to do with
what happens beyond the initial impetus on the
part of one person to get that material into the
curriculum. How does it get permanently into
the curriculum? Let me just submit that, although
I hear of alot of hand wringing about this, | now
have seen many Instances in which materials
have been brought into the curriculum, and then
the medical school chairpersons have decided
that that material was valuable enough to keep
in; and it stayed in.

In summary, deans have little real power. The
chairpersons have the power and will not give it
up easily. Curricular change must be carefully
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crafted by individuals who have an interest and
who can teach. More often than not, changes
rise and {all on the basis of the presence or
absence of this interested faculty member, ai-
though changes can sometimes become a per-
manent part of the curriculum.

Some strategies seem to me to be emerging.
One principle that was mentioned this morning
should be repeated: and that is that just because
people can do research or can do clinicaf work
with alcoholics and drug addicts, it does not
~azessarily follow that they can teach. | think
trus b5 @an important thing to keep in mind.

It seems to me that career teachers as a group
have developed many very effective strategies
‘or generating some lasting improvements in
the curriculums of individual medical schools.

I think 1 would differ a bit with Mansell Pattison’s
comment that it is essential to focus on the resi-
dents. it seems to me that we have awhole proc-
ess tnvolving preclinical and clinical students,
residents, and continuing education, in which
wehaveto continueto hammer: and we haveto
continue to hammer in a variety of ways. We
should be dealing continually with not just mak-
ing more sensitive humanistic medical students,
but also with influencing some very, very critical
specific attitudes, These are attitudes toward the
care of chronic illness. Ninety percent of the
care given by most physicians is for a chronic
illness problem, and we learned nothing in medi-
cal school about chronic illness. Continuity of
care, compreheénsiveness of care, and attitudes
toward substance abusers fall under the same
attitudinal umbrella,

Onthe othersideisthewhole issue of knowledge
inthe area of substance abuse; and certainly the
third crucial area ts skills.

What kind of Pollyanna then have the career
teachers offered? Certainly something that most
of the career teachers have done early is develop
elective courses, These are variably accepted or
not accepted by the students. But from elective
courses, a tot of general course material ultimately
grows, | feel that it is important to do elective
courses in their own right as well as to get stu-
dents interested early. Some people have done
excellent courses. The danger of one’s develop-
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ing elechve cours s thatowhen that peran is
gone, nothing olwe happens.

Anathae o tic mam of the carcer teachors have
used 15 10 asist the basic sCence depariments,
assist those chairpersons in damy their job bet-
ter so that the students are more responsive,

['was struck when | first went te my medical school
by the fact that biochemistry hag a 3-hour clinical
correlation in alcoholism, and t thought how wan-
clerful it was that we had 3 hours of clinical correla-
tion. So ) put en my white coat. wenl across the
street, and satin1he back of the room: and who was
daing the linical correlation? It was the surgeon in
the hospitalwho treats ali the esophegeal varices. The
attitude conveyed was that every alcoholic is
going Lo have esophagedl varices. he is going to
be bleoding to death, and he will tend to drink
again as seon as he gets oul, Iwent down front
and said, "¥ou're teaching the wrony kind of
alcohaolism and you're conveying to ireshmen
medicy students wrang attituees: can'twe do it
alittledifferently?” Fortunately. he saw the light
and changed, because all he wanted was for
them to learn what happens o esophageal vari-
coy g 1o the vatious enzymes, and ta the fiver
s that he could teach biochemistry a litife bet-
ter. e did notroally care if he had good patients
or bad patients,

Another tartic which some people have been
using isto becomeinvolved © hehavioral science
inlercisciplinary courses in the first 2 years, |
would simply reiterate that this has to be done
through the department chairmen and through
the regular departmental route, ) think this is
ultimately the most successful route, | am fortu-
nate enough in my own medicalschoolto have a
102-hour course called primary care conceptsin
whith | can work on chronic disease issues, using
aleoholism as a model of continuity of care. 1 am
able to bring in alcoholics, and it works very
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well, The same thing can be done in behavioral
WCignees,

Bevond the medical stedent Jevel, much that is
innovaiive has been «. ne in substance abuse
education. The career teachers have invesied a
great deal of energy in residency programs. At
Temple,we are nowinthe process of convening
a commiltee made up of a vice president of the
university and eight faculty members to deal
with alcoholism i 1he faculty. We have 4.000
faculty members at Temple. and we calculate
that there are probably 300 to 400 alcoholics of
other substance abusers among them. To date
we have not found otherschools, and | would be
interesied in knowing of any, who have devel-
oped such a faculty program. We have added a
programinto the faculty handbook and are now
in the process of educating the senior faculty
about how to make use of that program. We
have identified ¢lose to 50 alcoholics. and they
are ali in various stages of freatment. Therc is a
iremendous need, Fsimply would conclude that
one of the other strategies that people can use s
1o work with people whe are faculty members.

Finally, | would like to say publicly that 1 am
deeply grateful far what | have learned from all
my fellow career teachers. I1 has been enor-
mously valuable and one of the greatest influ-
ences on my life in the last fow vears and on my
teaching.

Earlier today we were 13lking about the career
teacher program in psychiatry in the 1960s. In
that program. not much emphasis was Pul on
how 10 go about teaching. That could never be
satd about this program, There has been an em-
phasis on how you go about teaching and how you
become involved with the planning and administra-
tion of courses and getting them into a Curricu-
lume from the very beginning; that is addressing
a truly critical issue,
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Biobehavioral Studies in Substance Abuse

A number of the career teachers, in addition to
teaching. also do scholarly research, | will dis=
cuss my own current research as an example of
the role of research in the career of 3 teacher in
substance abuse. The only way that | can reason-
ably organize that is to present it like a news-
paper. First,} am going to give you the news, and
then | am going to give you a brief editorial. I'll
tell you when 1 am turning the page to the edi-
torial.

My research concerns drug effect on social be-
havior and motility in animals and man, For a
number of years | have been studying, together
with colleagues at Colorado, drug effects onthe
social and motor behavior of monkeys living in
pens in social greups. With these apimals we
could count the irequency of a variety of differ-
ent social behaviors: dominant behaviors, sex=
ual behaviors. associative behaviors, and so
forth.

We also measured the operant work of these
animals for food, andin addition we could quan-
tilate the movements of the animals. The mon-
keys wore backpacks containing radiotelemetry
units, which provided uswith information about
how much the animals moved around. We then
administered drugs, looking for drug effects on
various behaviors. We have studied ethanol, meth-
amphetamine, pentobarbital, and morphine (1),
methadone (2, 3), and two brain peptides, TRH
and melanocyte-stimulating-hormope-release-
inhibiting factor (4, 5).

As an example, in the methadone study (2}, we
gave monkeys daily oral Tang (a fruit-flavored
drink) for 6 weeks, and then for 10 weeks they
receive: Tang containing methadone each day
in doses which produced blood levels com-
parableto those seen in methadone maintenance
clinics; then for 3 weeks we withdrew the metha-
done and again gave the Tang alone.

When we gave methadone 1o these animals in
the morning wesaw a very considerable increase
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in motitity for several hours after each dose.
Later in the day. motility declined below base-
line levels,

Wewere hopeful thatwe could repeat that study
of methadone administration in man. However,
there i5 a problem; the activity counted in
methadone-treated monkeys is meaningful only
in comparison to the drug-free, baseline motil-
ity of the same subjects, and our methadone
patients do not give us drug-free, baseline data.
They transfer directly from street heroin to
methadone, and so we weren’t able to replicate
that study in man,

However, LAAM (acetylmethado!) is a long-
acting, methadone-like drug whichis given, not
every 24 hours as is the case with methadone,
but every 48 hours. We hypothesized that if man
ts stimulated for several hours following the ad-
minisiration of methadone-like drugs (as had
occurred in our monkeys), then when LAAM Is
given every 48 hours, perhaps we would see a
greater amount of motility on the day off. Briefly
stated, we predicted that activity in LAAM-
treated patients would increase on the day of
LAAM administration, when compared to the
day off. So we set outtostudy circadian rhythms
of motility in former heroin addicts who were
maintained on LAAM as outpatients.

The technique was one that we borrowed from
the National Institute of Mental Health {6);
researchers there generously loaned us a device
for measuring motility in human beings, and
we've since produced similar units of our own.
These "‘actometers,’”” worn on the shoulder,
measure how much a subject moves around.
Physical movement generates electrical pulses
within the actometer. It has a timer, and It counts
up these electrical signals for a perlod of 15
minutes and then stores those counts in a self-
contained computer memory chip. It then counts
for the next 15 minutes, stores up that informa-
tion, counts for the next 15 minutes, stores that,
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and soforth. The actometer continues this count-
ing for up 1o 64 hours.

We have recorded 12 patientstreated with LAAM
every other day, and 5 treated with methadone
every day; all records covered 48 consecutive
hours, The LAAM patients, On the average, were
about 50 percent more aetive onthe day of LAAM
administration thanonthe day off, a very signifi-
cant difference, For the methadone patients,
comparing one day against the other showed no
difference in activity.

The resuhis seem to be compatlble with our
hypoathesis that there might be arelative stimula-
tion early in the interval between LAAM dases,
and a relative depression in motility later in the
sameinterval, Now, clearly, the actometer meas-
ures only the quantity of movement, not its
quality. | have no idea whether these patients
are more alert and more productive on the day
of LAAM administration, or whether that increase
in motility is mere random hyperactivity. That
would appear to be an important point to be
addressed in later researCh.

If these findings can be confirmed, they would
suggest that when we puti patients on every-
other-day LAAM, we put them on a kind of
behavioral roller coaster, In which their output
of behavior varies by as much as 50 percent
every other day. That kind of subtle behaviaral
toxicity from a drug could have significant and
profound effects on one’s life over a period of
time. These data may suggest some adverse effect
from every-other-day LAAM administration;
such data certainly would have to be considered
when decisions are made about whether to re-
place methadone with LAAM.

That ands the news. Now comes the editorial,
which may or may not be connected tothe news,

[ am interested in doing a certain amount of
research as part of my acCtivities as a career
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1eacher: [ feel that it contributes to my teaching
ability. | aiso think that having some kind of
scholarship behind me gives me some credibility
with faculty colleagues where | do my teaching.

Inorganizing the career teacher program, NIDA
and NIAAA will continue, | hope. to recognize
tha! researchers tend to publish. and that those
who publish tend 10 stay at univessities and to
gettenurethere, Thus, investmentin aresearcher
may bear long-terminterest forieaching, interest
that mighi not be availab'e in the case of some
nonpublishing faculty members, Accordingly,
perhaps one goal for the career téacher pro-
gram should be 1o include within the career
teacher group some academicians who do
research, with the purpose of helping good re-
searchers become belter teachers in the field of
substance abuse.
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AA and the Physician

L}

! am an internist teaching in a department of
psychiatry.and i spend about half my time work-
ing with alcoholic patients and their families.

{ have been fairly active in trying to educate the
primary care physician about alcoholism, It is a
great idea: Go out to the doctor who is already
practicing primary care. give him a few skills
regarding diagnosis of alcoholism and what he
can doto treatit. and then presumably we shalt
get many more people beingtreated for alcohol-
ism. Unforwunately.l am notreally sure it can be
done. | know it cannot be done easily. Wetalked
in our small groups this morning about many of
the problems, even trvingtorecruit primary care
physicians o come to a conference to hear about
alcoholism.

What | try to do in my activities in this regard is to
beat down a few more common misconceptions
about alcoholism. educate physicians about diag-
nosis.showthem how to use Antabuse. and how
1o refer to AA,

The film on Alcoholics Anonymous tries to give
doctorsvisible proof thatsomething can be done
for the alcoholic patient. Many health care pro-
fessionals have never seen arecovering alcoholic,
I had not until | had been a physician for 10
years. [ think the attitude that one gets seeing
peaple only in the active phase of their illness
can be avery discouraging one. et at auniversity
hospital—in fact most hospitals—what one sees
is peopleinthe active phase of their ilIness com-
ing back te the hospital again and again. | hadn’t
seen anybody recovering from alcoholism until |
went to an AA meeting.

When [ speak to a group of health care profes-
sionals, I aften try ta bring an AA member with
me as living proof that something can be done,
that people-can recover. The film is a way of
bringing a ot of AA members with me at one
time to impact upon the physicians to say “yes,
saomething can be done.”
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What the film does for health care proiessionals
can besummarized as follows: (1) it shows them
that recovery from alcoholism can occur, by
showing examples. (2) it educates the health
care professional regarding Alcoholics Anony-
mous (by answering many misconceptions about
AA), {3) The filmgives something of the {lavor of
an AA meeting and shows that many different
types of people can benefit by referrai to AA. (4)
Itshows the hezlth care professional with a drink-
ing problem {who might be in the audience, and
I think we should assume that somewhere
between 10 and 12 percent of the sudience will
have an active drinking problem at the time}
where he might obtain heip~in the film there
are two physicians and one nurse who are
members of AA. (5) The film highlights problems
that can occur when a doctor prescribes mind-
altering medicines for an afcoholic. in my expe-
rience this is the most difficult area about which
1o educate the primary care physician, Showing
people who have become cross-addicted is one
of the better waysto convince the physicianto be
more careful in his prescribing of mood-altering
drugs. The film has two examples of cross-addic-
tion, one to other sedatives and one to ampheta-
mines. It also gives an example of fatrogenic
alcoholism. A housewife who would not ever
have drunk alcohol on her own, since her mother
and father had both died of alcoholism, was pre-
scribed alcohol by her first pediatrician. {1t Is
recommended siill in La Leche League book for
nursing mothers to drink beer at bedtime.) She
was told to 1ake two beers at bedtime, but little
did the physician know that she would have six
children and nurse each for 9 months. Then the
same woman was again prescribed alcohol as an
appetite stimulant. (6) The film encourages the
doctor to do something ahout his patients’
alcoholism, to confront his patients and suggest
to them that he can refer them to AA.

Now most of us who have tried to get an alco-
holic patient to go to AA know it is not a very
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easvthingto do. Itisrarethat a patient says. "Oh
boy. Doc, AAis just what | always wanted.” The
doctor has 1a use al! the persuasion at his com-
mand to get his patient 1o go lo the meeting.
One of the most effective wavs for a doctor to
refer a patient 1o AA is for the doctor himself to
be knowledgeable abaut AA. | think the best
thing for him to do is to go to an AA meeting. [
haverecommendedthisto a number of doctors.
| did a careful followup of 1 group of 78 primary
care physicians to whom | strongly emphasized
the importance of g0ing to AA rmeetings: none
of them ever did,

So the film is a way of bringing the meeting to
thls group who will probably never go toa meet-
ingeventhoughitis agoodidea. | believe thata
doctor’s ability to use AA is in direct proportion
to his enthusiasm about the program. and if the
film serves to educate him and Provide alittle bit
of enthusiasm about the AA program, | think he
will be much better able 1o refer patients.

A pretest was prepared to be given with the
movie on AA. v ery briefly, the results show two
groups that have viewed this film, One, a group
of 232 physicians who are mostly in clinical prac-
tice, was the group for which | originally designed
the film. They had never beento an AA meeting.

The other group is everybody who has ever
looked at the film—=862 people. 20 percent of

whom are not physicians, They are pr’ - alco-
holism counselors; 14 percent of the Jone
to more than 10 AA meetings. | 5. . ihese

latter are,in fact, AA membersiooking st the film.

Very interestingly, it looks as though there are
two distinct population groups of physicians.
Those who have been 10 one AA meeting form
one group: and those who have never been 10
an AA meeting form another group. The two
groups as groups answer all the rest of the ques-
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tions very, very differently. Their attitudes and
their impressions about AA are entirely different.

| could not understand why 76 percent of the total
said they do encourage alcoholic patients to go
10 AA: | reallv can hardiy believe that. [ think
they answered what they thought | wanted to
hear or what they would like to do.

Regarding the question,“What is your feeling of
the role of AA as an aid in the recovery of alco-
holic persons?” the group of physicians aver-
aged avery high regard for AA.

This substantiates the findings of earlier studies
in California showing that practicing physicians
do have a very high regard for AA. However,
they are somewhat misinformed about AA. |
think the major misconception is revealed in
their answer to the following true or faise ques-
tion: “Alcoholics Anonymous is a voluntary self-
help group whose philosophy advocates the
elimination of alcohol use from our society.” In
the question, AA was being equated with atem-
perance movement. Almost half of the physi-
cians who had never been to a meeting said this
was a true statement.
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