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Addiction Medicine

Opinion

The Birth of a New Discipline

& is highly prevalent, a substantial cause
of morbidity and mortality and accounts for over $500
billion in economic costs in the United States annually.
The 2012 National Survey on Drug Use and Health
(NSDUH),' which surveyed Americans 12 years or older,
reported that 32% binge drink and nearly 7% reported
heavy drinking over the past 30 days. In addition, 9%
of those surveyed reportedillicit drug use during the past
30 days, and heroin use increased by 79% since 2007.
Opioid overdoses are on the rise, now exceeding deaths
from motor vehicle crashes. Similarly, the globalimpact
on disability and mortality of substance use and the phe-
nomenon of addiction that often follows is enormous.?

Individuals with specific substance use disorders
and addiction interact frequently with the health care
system, offering opportunities to intervene. The evi-
dence base of research supporting the effectiveness of
prevention and treatment of addiction is growing. For
example, randomized clinical trials have demonstrated
the effectiveness of Screening, Brief Intervention, and
Referral to Treatment (SBIRT) in decreasing alcohol
consumption while data on the effectiveness of brief
interventions for decreasing other drug use have been
less compelling> and additional research is warranted.
The effectiveness of pharmacotherapies such as nal-
trexone in treating alcohol use disorder® and metha-
done and buprenorphine in treating opioid use disorder
has also been demonstrated in numerous clinical
trials.”® Despite these advances, treatment is often
only modestly effective and may be ineffective for
many individuals. In addition, evidence-based thera-
pies for specific substances, such as methamphet-
amine, remain elusive. Thus, much work remains to be
done to assure even more successful intervention strat-
egies for patients in need.

Despite this increasing evidence base, according to the
2012 NSDUH' 23.1 million Americans needed special-
ized addiction treatment, but only 2.5 million (11%) re-
ceived treatment. The reasons for this treatment gap are
numerous and included addiction-related stigma, a
poorly educated health care workforce that neglects
addiction,? and health care insurance that has tradition-
ally provided severely limited benefit packages.

The concept that addictionis a chronic medical con-
dition like heart disease and diabetes mellitus has gained
acceptance.'® Addiction has a pathophysiologic basis, is
genetically and environmentally influenced, occurs
throughout the lifespan, is characterized by exacerba-
tions and remissions and substantial morbidity and mor-
tality, and can be effectively treated. As aresult, the Na-
tional Institutes of Health and the Institute of Medicine

have asked organized medicine to make addiction a high
priority. Like other chronic diseases, there is a role for
both primary care physicians and referral to specialists
when their expertise is needed.

Addiction specialists can play a critical role in ad-
dressing the treatment gap for substance use disorders
and improving patient care. For example, primary care
physicians may be reluctant to screen for substance use
because of uncertainty about what to do once a patient
isidentified. The availability of addiction specialists can
give confidence to primary care physicians that they can
access expert consultation and follow up, when needed,
such as with complex withdrawal or repeated relapse.
In addition, specialists can help to decrease practice
variation and ensure evidence-based care. The availabil-
ity of addiction specialists who are broadly integrated
into the medical community can also provide a bridge
to substance abuse treatment programs, which many
physicians are either unfamiliar with or reluctant to use.
Once assessed by an addiction specialist, program re-
ferral can be done in a more informed manner, if indi-
cated. Finally, addiction specialists can provide expert
guidance to patients and nonspecialists concerning the
use of self-help (eg, Alcoholics Anonymous) and social
model programs and potentially lend their expertise and
collaborate with these programs, in the context of the
array of treatment options available in their communi-
ties. Each of these contributions represents value added
to our health care system by addiction specialists.

While physician involvement in addiction dates back to
Hippocrates, the modern era began in the 1700s when
Benjamin Rush promoted the “disease concept” of al-
coholism. Subsequently, addiction-related physician or-
ganizations came into existence, including the Ameri-
can Association for the Cure of Inebriety (1870), The
College on Problems of Drug Dependence (1929), the
American Society of Addiction Medicine (ASAM) (1951),
and the American Academy of Addiction Psychiatry
(1985). Mainstream medicine got involved when the
American Medical Association recognized alcoholism and
drug dependence as diseases in 1966 and in 1987, re-
spectively. The National institute of Drug Abuse (NIDA)
and the National Institute of Alcoholism and Alcohol
Abuse (NIAAA) were founded in the 1970s with a sub-
sequent explosion of new knowledge through re-
search published in both general medical and addiction
specialty journals.

Addiction specialty status was first established when
psychiatrists had the foresight to develop the subspe-
cialty of addiction psychiatry under the American Board
of Psychiatry and Neurology, which was recognized by
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the American Board of Medical Specialties (ABMS) in 1991. Pres-
ently, there are 46 Accreditation Council for Graduate Medical Edu-
cation (ACGME)-accredited 1-year addiction psychiatry fellow-
ships, and 1139 diplomates in addiction psychiatry. Despite this
groundbreaking progress, fellowship slots often go unfilled, and the
number of diplomates has not met the country’s overwhelming need
for addiction specialists.

I of Addiction Medicine
Addiction medicine began as amultidisciplinary specialty in the 1980s
when ASAM initiated a credentialing examination in conjunction with
the National Board of Medical Examiners. In 2007 the American Board
of Addiction Medicine (ABAM) was incorporated as an independent
board and assumed this examination in support of its mission to pro-
mote physician training and certification in addiction. The ABAM board
of directors reflects the multidisciplinary nature of addiction medi-
cine and includes 8 specialties: emergency medicine, family medi-
cine, internal medicine, obstetrics and gynecology, pediatrics, pre-
ventive medicine, psychiatry, and surgery. The examination was first
offered in 2008 and has been offered every 2 years since. In addi-
tion to holding an unrestricted medical license, candidates must be
certified by an ABMS board (or be board eligible), document 1year of
addiction practice or complete a 1-year ABAM-accredited fellow-
ship, and complete 50 hours of continuing medical education in ad-
diction over 2 years. Presently, there are 3094 ABAM diplomates.
The ABAM Foundation convened a national consensus confer-
ence in 2010 to define the field of addiction medicine, document
its required competencies, and establish fellowships designed to
meet ACGME standards. In 2011 the first 10 fellowships were estab-
lished; 9 were added in 2013 and 4 in 2014. These 23 programs are
sited at leading institutions across the country, and ABAM has set a
goal of having 50 programs by 2020. Both the NIAAA and NIDA have
supported the establishment of these fellowships, and the Na-
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substance use disorders: findings from the Global
Burden of Disease Study 2010. Lancet. 2013;382

tional Center for Physician Training in Addiction Medicine was es-
tablished in 2013 with major foundation support to further their de-
velopment. Because of limited federal support for physician training,
alternative sources for fellowship training has been needed; unfor-
tunately, funding has been insufficient to meet the demand.

ABMS-compliant Maintenance of Certification (MOC) program has
beenimplemented, and ABAM leadership has had meaningful con-
versations with several primary ABMS boards in order to support the
field as a new subspecialty in the “family of medicine.” The oppor-
tunity that addiction medicine offers to provide state-of-the art ad-
diction treatment through a multidisciplinary cadre of specialty phy-
sicians who are integrated into the fiber of the health care system
is one that can greatly benefit our patients.

Addiction specialty leaders and practitioners are committed to
avision that the addiction treatment gap will be closed and that the
health of the public will be improved by ready access to high-
quality care. Addiction medicine offers the opportunity to pro-
mote this vision by greatly expanding addiction physician special-
ists toinclude physicians from internal medicine and other specialties
who can bring their unique perspectives and skills to bear in treat-
ing patients in need of their expertise. Beyond bringing their exper-
tise to more diverse patients in a broader array of clinical settings,
addiction medicine also offers the opportunity to expand research
on addictionin order to promote the development of more and bet-
ter treatment approaches for patients seenin a broad array of health
care settings who are suffering from addiction. Finally, the integra-
tion of addiction specialty physicians throughout the health care sys-
tem will serve to raise the level of education and understanding of
approaches to identifying and treating patients with addiction
throughout the medical community.
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