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EXECUTIVE SUMMARY

More than 70 leaders of public and private sector organizations met in Washington, DC,
on January 16, 2008, for the third National Leadership Conference on Medical Education
in Substance Abuse. Theinvitationa gathering brought together key officials of Federal
agencies, organized medicine, medical training institutions, licensure and certification
bodies, and insurance experts to discuss ways to enhance the training of physiciansin the
prevention, diagnosis and management of substance use disorders, including prescription
drug abuse. It was co-sponsored by the Center for Substance Abuse Treatment of the
Substance Abuse and Mental Health Services Administration, as well as the National
Institute on Alcohol Abuse and Alcoholism and the National Institute on Drug Abuse of
the National Institutes of Health.

The event followed similar meetings hosted by ONDCP in 2004 and 2006. In December
2004, the Office of National Drug Control Policy (ONDCP) in the Executive Office of
the President hosted an important L eadership Conference on Medical Education in
Substance Abuse.

Considerable progress has been made since the 2004 conference, but the goals for
enhanced physician training — particularly training in the use of Screening and Brief
Intervention (SBI) — have not yet been fully achieved. Therefore, ONDCP hosted a third
conference to assess progress, refine strategies, and reaffirm commitment to mutual
goals.

Goals of the Conference

In her opening remarks, Conference Chair Bertha K. Madras, Ph.D., who is ONDCP's
Deputy Director for Demand Reduction, made the mission clear: “We enlist your
expertise in devel oping strategies to promote medical education curricula on drug- and
alcohol-related disorders, improving medical education after graduation, implementing
screening and brief intervention in mainstream medical care, obtaining appropriate
physician reimbursement for these services, and preventing the non-medical use of
prescription medications. . . . We ask you, as leaders in health care, to collaborate with usin
forging these strategies and implementing practical solutions within your spheres of
influence.”

In his charge to the conferees, ONDCP Director John P. Walters pointed out the growing
body of evidence indicating that medical students, residents, and practicing physicians
need more and better training about the disease of addiction and the impact it can have on
many other disorders, including cancer, cardiovascular disease, stroke, infectious
diseases, mental illnesses, and even obesity. Accordingly, he asked the participants to
develop action plans to improve physician knowledge and skills through enhanced
training in undergraduate, graduate, and continuing medical education.
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Strategies

Meeting in a series of Work groups, conferees developed targeted strategies and action
plansin multiple areas of medical education and practice, which can be summarized as
follows:

The conferees’ findings can be summarized in afew key concepts, which appear
consistently throughout the published literature:

1. XXXX
2. XXXX

Participants pointed to nutrition and geriatrics as good examples of how cross-cutting
ideas have been incorporated into medical education and practice, and suggested that they
be used as models.

Next Steps

In acknowledging the reports from the Work Groups, Dr. Madras said: “These are
wonderful recommendations from very thoughtful, very enlightened groups. A number of
these suggestions will be carved into a working document that we can work together to
implement. Like you, we are cognizant of the challenges that we face in implementation.
But above al, we are determined — absolutely determined — and dedicated to making the
most positive changes in this preventable and profoundly important public health problem.

Dr. Madras called on the conferees “to do your best to disseminate what you've heard, to
implement what you can through your organization or agency, and to help usat ONDCP
with the implementation of these recommendations.” She added, “1 am profoundly
optimistic that this conference will result in fundamenta public heath improvementsin our
nation.”
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CONFERENCE HISTORY AND ACCOMPLISHMENTS

Conference History

In planning the Leadership Conference, ONDCP drew on several past effortsto identify
essential physician competencies related to substance use disorders. These competencies
have been defined with growing specificity over the past 25 years. For example, the
“AMA Guidelines for Physician Involvement in the Care of Substance-Abusing
Patients,” adopted as the policy of the American Medical Association (AMA) in 1979,
articulates the principle that every physician must assume clinical responsibility for the
diagnosis and referral of patients with SUDs, and broadly defines the competencies
required to meet that responsibility.

The Macy Conference on Training About Alcohol and Substance Abuse for All Primary
Care Physicians, held in 1994, moved the conversation forward by elaborating on the
competencies articulated in the AMA policy statement. The report of the conference also
contained a number of thoughtful essays on the subject by conference chair David Lewis,
M.D., and other leadersin medical education (Lewis, 1994).

Project Mainstream, conducted by the Association for Medical Education and Research
in Substance Abuse (AMERSA), with assistance from the Health Resources and Services
Administration and the Center for Substance Abuse Treatment, represents a multi-year
effort to describe in detail the areas of knowledge and skills required by practitioners of
many health professions (AMERSA, 2002). The competencies and recommendations
offered in the Project Mainstream report have been endorsed by many health professions
organizations, including AMA, the American Osteopathic Academy of Addiction
Medicine, and the Society of Teachers of Family Medicine.

Taken together, these efforts and the broad areas of consensus they achieved provided a
solid foundation for the work of the Leadership Conference.

Accomplishmentsto Date

Important progress has been achieved in the four years since the first Leadership
Conference:

. Training of medical school faculty to teach about substance use disorders was
identified as amajor objective. The Association of American Medical
Colleges (AAMC) is created a Listserv to reach out to such faculty with needs
assessments and to provide information, peer group support, and mentoring.

. Conferees agreed that organizations of medical professionals need to take the

lead in improving their members knowledge about substance use disorders.
Both the American Medical Association (AMA) and the American
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Osteopathic Association have issued calls for more attention to SUDsin
undergraduate and graduate medical education. The Accreditation Council on
Continuing Medical Education (ACCME) used presentations on SBI to train
CME providers on their new guidelines.

They agreed that federal agencies can make a major positive contribution to
the effort by channeling their resources to draw attention to theissue. NIAAA
produced the Clinician’s Guide for primary care and mental health
practitioners treating patients with SUDs. Working with the AMA, NIDA
established four Centers of Excellence for Physician Information to raise
awareness among primary care physicians about addiction as a health issue.

Prescribing practices and their contribution to prescription drug abuse were
identified as key issues. CSAT responded by assisting medical groups and
othersin offering CME courses on prescribing opioids for chronic pain.
NIDA announced a new grant program to fund research on the treatment of
prescription drug addiction and, with SAMHSA, funded studies on the use of
SBIRT in general medical settings.

Conferees pointed to the need to reimburse essential services such as
Screening and Brief Intervention. ONDCP supported adoption of new
reimbursement codes for this essential component of care. The agency also
worked to educate health care professionals and the organizations that
represent them about the new HCPCS codes.

Lack of adequate insurance coverage for preventive services such as
Screening and Brief Intervention was identified as an impediment to
widespread adoption of SBI. The George Washington University School of
Public Health developed a cost calculator to assist employers in determining
the prevalence of alcohol and drug problems in their employee popul ataions
and calculating the cost savings to be achieved by offering a benefit for SBI.

Conferees determined that medical schools should be encouraged to include
guestions about SBI in clinical examinations.

Determined to continue this action process, ONDCP brought the group together again in
January 2008 to share information about evidence-based practices such as Screening and
Brief Intervention, and to continue to focus on ways to improve physicians' prescribing
practices so as to prevent the nonmedical use and abuse of prescription drugs. The goals
set for the 2008 L eadership Conference build on the accomplishments to date and focus
on the development of specific plans to achieve adoption of SBI in clinical practice.

This report summarizes the information shared at the 2008 meeting, as well as the
findings, priorities and strategies agreed on by the participants.
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WELCOME AND CHARGE TO THE CONFEREES

Welcome and Overview

Bertha K. Madras, Ph.D., Conference Chair
Deputy Director for Demand Reduction,

Office of National Drug Control Policy (ONDCP)
[insert photo of Dr. Madrasfrom Welcome L etter]

On behalf of the White House Office of National Drug Control Policy, | welcome you, our
guests from the nation's medical and health care organizations, to the Third National
L eadership Conference on Medica Education in Substance Abuse.

Those of us present need no introduction to the ravages of this problem. Substance abuse
can compromise brain, body, and behavior. It eclipses hope, planning, and executive
function, and inverts fundamental human priorities. It creates a measurable strain on our
health care and criminal justice systems, and compromises educational institutions and the
workplace.

How can the medical community engage in aleviating this onerous burden? The full range
of risk factorsfor substance use disorders, including specific genetic markers, are yet to be
elucidated. The determinants of what drives progression from use to misuse to abuse to
addiction are still being evaluated. Nevertheless, it is clear that early recognition and
intervention by physicians can be an effective approach to attenuating this problem.

Accordingly, this conference will focus on implementation of screening and brief
intervention, because SBI offers us an immediate medical response to amajor public health
problem. It does not require waiting for the results of studies of genomics and proteomics
and microarrays and RNAs silencing, and al the other approachesinvolved in creating new
therapeutic approaches. In contrast, SBI can be adopted immediately, with results that can
be measured within months rather than years or decades.

Our rationaleis clear, and thisis why we engage medical professionals. Medical
professionals need to be involved in addressing substance use disorders, because they cannot
be marginalized in promoting health and the well-being of patients. Evidence is mounting
that even risky or problematic use of alcohol or other drugs can exacerbate or precipitate
significant medical consequences. Ignore patients substance abuse at their peril. Evidence
is mounting that alcohol and illicit drugs can compromise prescription drug safety and
efficacy. Ignore patients substance abuse at their peril!

What services can be provided in response to this public health burden? Decades of
research indicate the screening and brief intervention in health care settings can reduce
substance use and associated morbidity and mortality. Federal data suggest that this effect
holds for both alcohol and illicit drugs, and may even be useful in interrupting prescription
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drug abuse. SBI thus promises to empower health care professionalsto dleviate the
behaviora and medical burdens of substance abuse.

We praise those individuals and organi zations that have worked closely with usto achieve a
number of goals, some of which seemed unattainable even ayear ago. For example, today
we can report the approval of four new procedural codes, CPT and G codes, which —aong
with the Medicaid H codes — form an economic base for reimbursement of SBI services.

We gratefully acknowledge the help of our federa partners — the Substance Abuse and
Mental Health Services Administration, the National Institute on Drug Abuse, the
National Institute on Alcohol Abuse and Alcoholism, the National Highway Traffic
Safety Administration, the National Transportation Association, the Veterans
Administration , and the Indian Health Service — which have actively engaged in the
challenge of implementing SBI.

We deeply appreciate our collaborators in the private sector, particularly the American
Medica Association, which isusing reimbursement codes to drive policy change. We
acknowledge the contributions of the ACCME, which has highlighted screening and brief
intervention in CME courses offered to providers throughout the country. We aso salute
the Federation of State Medical Boards, which has adopted policies supportive of SBI.

Despite these accomplishments, we continue to face challenges in promoting the widespread
adoption of SBI in mainstream medical practice. We're all familiar with the concept of
trandational research, which takes insights from biotechnology and converts them to drug
therapies. We need another form of trandational research to convert concepts from socia
marketing to implementation of SBI.

We are confronting resistance to change, and we need dedicated people to find ways to
surmount the resistance. We also need dedicated people to move states to adopt the
reilmbursement codes, to convince insurance companies to reimburse SBI services, to
convince businesses that it isin their best interests to negotiate with insurance companies to
reimburse practitioners who conduct SBlI, to convince health care professionals that training
in SBI will promote a sea change in substance use disordersin their patients, and to
convince health careingtitutions that SBI should be incorporated into every sector of patient
care.

We ask you —the leaders in health care —to help us devise strategies to surmount these
challenges. We ask you to develop integrated, practical programs within your spheres of
influence. Based on your presence here, | know that this year's conference, like thosein
2004 and 2006, will result in policies and positions that fundamentally shape public health
improvementsin our Nation. But this time we need more—we need action. We need
progressin implementing SBI.

Because you are here, | am profoundly optimistic that this conference will resultin
fundamental public health improvementsin our Nation.
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Chargetothe Conferees

John P. Walters
Director, Office of National Drug Control Policy (ONDCP)
[insert photo of Director Walter |

| want to thank the many people in this audience, as well as our Federal partners, for their
tireless efforts that have brought us to where we are today. What we do does make a
difference. But | learned long ago that what we help other people do also makesa
difference. Through the combined work of many people — leadersin this room, aswell as
individuals in communities throughout the country —we have made great progress on
drug issues.

| really do think thisisarevolutionary timein the area of substance abuse, and we have rea
opportunities for progress. In this, we truly stand on the shoulders of many of you, who are
giantsinthisfield in terms of research, clinical care, and public service. Itisyour
willingness, your expertise, and your energies that make progress possible. We could not do
it without you.

Overall, the results are encouraging:

o Drug use by adolescents has declined 24 percent since 2001. We hope that the
new Monitoring the Future Survey, to be released soon, will show that we
have met the President’ s goal of a 25 percent reduction in drug use by
adolescents by the end of this year.

o We have seen even greater declinesin the use of certain abused and dangerous
drugs. Thisincludes a 30 percent decline in the use of methamphetamine by
young people, which represents only a small part of their drug use but isa
devastating drug.

. We also can report a 20 percent decline in marijuana use — a critical finding.
There have been significant declinesin the use of Ecstasy (3, 4
methyl enedioxymethamphetamine) and L SD (lysergic acid diethylamide) —
drugs, the use of which, had been increasing during the late 1990s and the
beginning of this decade. The latter reductions probably result from a
combination of effortsin both demand and supply reduction.

In two areas, however, more attention is urgently needed. We are concerned about the
countervailing trend with regard to prescription drug abuse, not only by youth, but by adults.
The diversion of prescription pharmaceuticals by both adults and young peopleis a
serious problem that has not declined.

The second involves the proactive use of Screening and Brief Intervention by
professionals in the mainstream medical community.
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Prescription Drug Abuse

The decline of teenage substance use by 24 percent since 2001 is a very positive trend,
but there ismore to do. Thereis particular concern about the countervailing trend
regarding prescription drug abuse by youth and adults. The 2006 National Survey on
Drug Abuse and Health showed that initiation rates for prescription drugs now exceed the
rate for marijuana. Thisisalargewarning. We have a potential problem of widespread
victimization from these substances that we need for legitimate medical care, but we need to
figure out how to contain such abuse. Asaresult, we are expanding our prevention

efforts, working to reduce drug impaired driving, and increasing drug screening in more
schools and work places. We're also going to try to do some public service advertisng in
thisregard very shortly.

Y oung people report that if they abuse prescription pharmaceuticas, they can obtain them
for free from family or friends, by going into the family medicine cabinet, or that their
friends do so and share them. So part of thisisan effort to try to educate the public about
this hazard, but the other involves a supply control mechanism,. Get control of these
substances when they're in your home and you're using them for legitimate medical
purposes, and throw them away when you're done with them. (A lot of diversion happens
because patients don't discard medications when they're done taking them.)

That suggests we can do something fairly dramatic to address the vector of adolescent abuse
of prescription drugs obtain from family medicine cabinets, if we educate in an effective and
widespread way, and follow through. We believe that the goal in combating this problem
should be education to make the general public, and young peoplein particular, more aware
that prescription medications can be addictive and thus require caution in their use. In
addition, we need to make people more aware of the need to dispose of leftover medications
safely rather than storing them in the family medicine cabinet. We at ONDCP have been
exploring various methods for disposing of unused medicationsin ways that will not harm
the environment, and we look forward to raising public awareness of thiskey strategy. To
do so, we need the cooperation of the medical community, the pharmacy community, and
other health care professionals.

Screening and Brief Intervention

The second area | want to talk to you about is screening and brief intervention. As screening
for substance use increases within the health care system, the data will help us determine
and confront the nature and extent of the problems that exist.

We are going to find alot of people who have a problem, challenging us to respond. The
NSDUH report estimates that, of 22 million Americans who have a substance use disorder,
the vast majority does not recognize a problem, nor seeks trestment. Of those who report
they need treatment, roughly 75 percent make no effort to get it.

We need to treat the disease of addiction; yet the readlity isthat most people who suffer from
it do not come forward on their own. So what do we do? Based on our experience and
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knowledge to date, the solution we see isto expand screening for the disorder at every point
of contact with the health care system. Today, screening tools are available that are very
effectivein identifying those who are having problems with acohol or other drugs.
Pediatricians, general practitioners, and other physicians all should be using these screening
tools. In addition, we have brief intervention techniques to address patients with early and
emerging problemsto prevent them from reaching the stage of abuse or addiction.

[insert Figure 1]

At present, the Federal government supports SBIRT demonstration projects through
cooperative agreements with six States (California, Illinois, New Mexico, Pennsylvania,
Texas and Washington State) and one Triba Council (Cook Inlet) to establish
demonstrations of SBIRT services. Four additiona States (Colorado, Florida,
Massachusetts, and Wisconsin) were added in 2006. The awards are renewable for up to
five years, depending on performance and availability of funding. Goals of the project are
to:

e Increase accessto clinically appropriate care for nondependent as well as dependent
persons;

e Link the generdist and specialist treatment systems;
Combine prevention, intervention, and treatment into an integrated continuum of
care; and

e Build acoalition between health care services and alcohol and drug treatment
services. ®°

While the State projects vary with regard to setting, population, and operational model, each
involves implementating an SBIRT system within acommunity and/or medical setting.
Grantees have implemented SBIRT in trauma centers, emergency rooms, community
clinics, federally qualified health centers, and school clinics. Each system provides for brief
intervention or brief treatment within the community setting and/or motivates and refers
those identified as needing more extensive services to a specialized setting for assessment,
diagnosis, and appropriate treatment.’

As of August 2007, the SAMHSA-funded grantees had screened more than 536,000
persons. In the process, participating health care professionals learned how to conduct
screening, brief intervention, and referral to treatment; became familiar with validated
screening tools for identifying patients at elevated risk for harmful drinking or drug use;
learned the essential goals of a brief intervention (namely, to help patients understand
their screening results, explored the idea of reducing or quitting, and choose an
appropriate plan); and learned to identify relevant operational issues for an SBI program
and how to make decisions about such issues.®®

Preliminary data suggest that the initiative has been successful in modifying the
consumption patterns of those who consume five or more alcoholic beveragesin one
sitting and those who useiillicit drugs. In an October 2007 assessment, investigators
found that, among SBIRT participants, the rate of drinking to intoxication (5+ drinks at a
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sitting) dropped by 51 percent immediately following brief intervention, while the use of
any illicit drug had declined by 36 percent. At follow-up, the gains were sustained: 31
percent of the SBIRT participants had maintained the reduction in their alcohol intake,
while the reduction in illicit drug use persisted in 18 percent. °

Using data like these, and with the help of some of the people in this room, we were able to
persuade the Centers for Medicare and Medicaid Services (CMS) to adopt codesin
Medicaid that will alow physicians and other providers to be reimbursed for performing
screening and brief intervention. Our next goal is to persuade private payers to adopt these
codes aswell. | want to thank those who worked with us—including several who are here
today — to develop and submit the Current Procedural Terminology (CPT) code application.
With this application, we are working to expand payment for screening and brief
intervention into the larger area of private medica practice.

Goalsfor the Conference

Our conference today and those that preceded it are aimed at finding waysto help health
care professional's become knowledgeabl e about substance use disorders and about
achieving institutional change so asto increase access to screening and treatment. We
have created opportunities with insurers and public health care systems to implement SBI
—now we need to determine how to mobilize health care professionals.

| understand that this progress has not been easy. We arrived at this point because of the
work of many people who spent their lives making this opportunity possible. Because of
their work, the opportunity is before us now. Thereal questionis, “How rapidly can we
convince U.S. ingtitutions to undertake this kind of change — a change that will save the lives
and futures of so many drug-affected people in the U.S. today?’

What do we need to do? First, we need to educate physicians about the tools that are being
put into place, such asthe new CMS and CPT codes. Practitioners need to learn how to use
these toolsto screen their patients. Many of you have that knowledge, and we ask you to
shareit.

We want screening and brief intervention to become part of mainstream medica care. For
thisto occur, primary care providers must become capable of dealing with substance use
disorders. One of the most significant obstacles to rapid implementation of SBI isthat so
many practitioners feel inadequate to deal with substance use disorders. Such caution
represents a responsible professional stance. But the health of patients requires that
practitioners learn what they need to do, and can do, to prevent and intervene. Routine
screening and follow-up needs to be done.

We are talking here about relatively smple ingtitutional changes that need to occur at some
level within the health care system — changes that will provide for screening and brief
interventions for those at risk for substance problems or addiction. We want to make sure
that this messageisclear at al levels of the health care system. We want to make sure that
we spread this message, as well as the knowledge required to perform screening and brief
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intervention, in multiple directions and to the multitude of stakeholdersin the medical
education and health care communities. Actions we can take include the following:

We need to work with medical schoolsto implement effective curricula,

We need to develop continuing medical education courses on SBI.

We need to encourage policy makersto support SBI initiatives.

We need to push for implementation of the CMS and CPT codes in both the public
and private sectors.

We need to work with State and local governments to incorporate SBI in their
medical programs and institutions.

We need to press al health and socia ingtitutions for change as rapidly as possible.

Aswe move ahead to “mainstream” the use of screening and brief intervention, we must
also address issues of prescription drug diversion and abuse. We are going to need the same
kinds of help to promote responsi ble prescribing practices. We need to curb the non-medical
use of prescription drugs while maintaining their availability for legitimate medical
purposes.

Finaly, let me say “thank you” again for being here. I've never been in aroom with more
people who are responsible for leading public- and private-sector institutions. Some of you
have been in both places. But | know you —you are not people who rest on your laurels. We
must get thistask done. We are on the verge of taking al the things you worked for out of
the narrow category of “substance abuse” and placing them into mainstream medicine. Let
us help this disease be seen, properly, like any other, where the family rallies around the
member who isill and helps that person reach recovery by providing support and obtaining
the needed care. The faster we can build on that model, the better.
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UNDERSTANDING AND IMPLEMENTING SBI

Background Information on Screening and Brief Intervention

Current evidence on SBI was summarized for the confereesin a briefing paper, with the
goa of providing acommon point of reference for the discussionsto follow.

What Are Screening and Brief Intervention? Screening, Brief Intervention, and Referral
to Treatment (known as SBIRT) is a comprehensive, integrated, public health approach to
the delivery of early intervention and treatment services for persons with substance use
disorders, as well as those who are at risk for developing such disorders. SBIRT provides
the tools needed to identify, intervene with, and treat such individuals, and thus to reduce
the associated adverse effects on health, family, and society.

e Screening quickly assesses the severity of substance use and identifies the
appropriate level of treatment.

e Brief intervention focuses on increasing insight and awareness regarding
substance use and motivation toward behavioral change.

e Referral to treatment provides those identified as needing more extensive
treatment with access to speciality care.*®

A key aspect of SBIRT isthe integration and coordination of screening and treatment
components into an integrated system of services. This system links a community's
specialized treatment programs with a network of early intervention and referral activities
that are conducted in medical and socia service settings.>**

Research studies consistently show that SBIRT can change the course of patients

harmful drinking,**** encourage them to stop smoking, and reduce the number of hospital
admissions for traumatic injuries,** drinking and driving, traffic violations, and alcohol-
related injuries and health problems.*®*® This“mainstreaming” of screening and brief
intervention in health care settings helps to destigmatize substance use disorders by
treating them in the same way as other chronic illnesses.

In response to the promise of SBIRT, the past severa decades have witnessed the
development of evidence-based screening instruments, manualized brief interventions,
and research into effective implementation strategies.*

The components of SBIRT are shown at Appendix X and described in more detail below:

Screening. The goa of SBIRT isto make screening for substance abuse a routine part of
medical care. Screening for diseasesis warranted (1) if the disease has a significant
prevalence and consequences, (2) effective and acceptable treatments are available, (3)
early identification and treatment lead to favorable outcomes, and (4) effective screening
instruments are available and easy to administer. Strong research evidence supports the
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fact thatlscreeni ng for alcohol, tobacco and other drug problems meets all of these
criteria.

Screening in amedical setting involves at |east two components. biomarkers and patient
reports.”

e Biomarkers are objective evidence that an individual may have a substance use
disorder.
These can be a simple positive drug screen or physical indications of potential
abuse (such asliver disease).

e Patient reports are based on questionnaires designed to get a "big picture” of the
individual's substance use and to identify potential red flags. This information
may be elicited by direct questioning by a physician or other health care
professional, using evidence-based screening instruments or a self-administered
guestionnaire, completed by the patient with pencil and paper or on a computer.

Studies show that many verbal (oral, written and electronic) screening methods have
reliability and validity comparable to accepted medical procedures such asasingle
measurement of blood pressure to screen for hypertension, a fasting blood glucose test to
detect diabetes, a mammogram to identify early breast cancer, or a prostate-specific
antigen test to detect prostate cancer (see Appendix X).*?

Brief Intervention. Brief intervention is atime-limited, patient-centered counseling
strategy that focuses on reducing unhealthy behaviors and increasing healthy behaviors.*
It is not unique to alcohol and other drug problems, but is widely used by physiciansto
encourage patients to change their dietary habits, lose weight, lower cholesterol or blood
pressure, and take medications as prescribed.*”

At itssimplest, brief intervention involves a short conversation between a health care
professional and a patient, in which concerns about the patient’ s alcohol, tobacco and/or
other drug use are expressed, and advice to cut down or moderate consumption is given
(see Appendix X). Such an intervention usually occurs immediately after an individual
receives a positive screen indicating that an alcohol and/or drug use problem is present or
that there is measurable risk of developing such a problem.**

As part of the brief intervention, the patient receives feedback on his or her alcohol,
tobacco or other drug use pattern. The intervention focuses on increasing motivation for
behavior change. Typical intervention strategies include education, ssmple advice, brief
counseling, continued monitoring, or referral to a specialized addiction treatment service.
Such interventions are designed to provide escalating levels of service, depending on the
screening results.*®

Brief intervention often is a manualized, protocol-driven process. A number of clinical

trials suggest that the minimum number of brief intervention contacts required to achieve
areduction in alcohol use isthree to four. These may involve screening and assessment, a
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10- to 15-minute counseling session, or a follow-up phone call. The length of the
intervention appears to be lessimportant than the number of contacts.®

Referral to Treatment. Referral to specialized treatment is provided to those individuals
who are identified as needing more extensive treatment than can be offered in
mainstream medical settings. The effectiveness of the referrals to specialty treatment
depends on a proactive and collaborative effort between the mainstream medical
professionals and those who provide specialty treatment, so as to ensure that patients
have access to the appropriate level of care.**

Why IsSBI Important? Research studies consistently show that alcohol, tobacco and
other drug use by young people and adults constitute a major public health problem. On
the basis of arecent survey, Federal experts estimate that almost 20 million Americans
age 12 and older are current users of illicit drugs, while 126 million use alcohol and 72
million use tobacco products.”® Of these, 22 million — or 9 percent of the U.S. population
— meet the diagnostic criteriafor alcohol or drug abuse or dependence. In addition,
virtually all regular smokers are considered nicotine dependent and or at great risk for
becoming so.

Given these data, it is not surprising that substance abuse accounts for about one in four
deathsin the United States each year, and resultsin more lives lost, illness, and disability
than any other preventable health condition.” *°

Actions to prevent or mitigate the misuse and abuse of alcohol, tobacco and other drugs
can reduce the impact of such disorders on the individual, on the family, and on society.
For example, identifying an underlying alcohol problem can clarify the differential
diagnosisin patients with hypertension, mental confusion, or liver disorders, while
helping a pregnant woman reduce her alcohol consumption can reduce the risk that her
offspring will suffer from fetal alcohol syndrome (FAS) or fetal alcohol effect (FAE).™

|s SBI Effective? Research studies have shown that large numbers of individuals at risk
of developing serious alcohol or other drug problems may be identified through primary
care screening.>**? Screening and Brief Intervention have been shown to:

¢ Reduce the frequency and severity of drug and alcohol use,
e Reducetherisk of traumatic injury, and
e Increase the percent of patients who enter specialized substance abuse treatment.”

In addition to reductions in use of alcohol, tobacco and other drugs, SBI aso has been
associated with fewer hospital days and fewer emergency department visits.**®

Evidence supporting the effectiveness of brief interventionsis found in studies of
smoking cessation counseling'®# and trauma departments,?>?> as well asin primary care
settings in many different nations. For instance, a systematic review of 29 randomized
trials of brief behavioral interventions using motivational interviewing found that 60
percent showed at least one significant behavior change effect, especially for substance
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abuse interventions when used by clinicians who are not specidistsin substance abuse.?
Other research studies show that a physician’s advice to quit smoking, accompanied by
counseling and follow-up, is enough to convince many adult patients to undertake such
an effort. *"*

Brief interventions by emergency physicians have been shown to be effective when they
are incorporated into trauma center procedures, and to reduce subsequent drug use,
alcohol use and readmission for traumatic injuries,**** aswell as drinking and driving,
traffic violations, acohol-related injuries, and alcohol-related problems among older
teens and young adults.>**°

Brief intervention can have positive collateral effects as well, since interventions targeted
to one health problem can and often do reduce the risk for other health problemsand may
provide patients with positive experiences in controlling a health outcome that can be
used in other aspects of their lives.*’

For all of these reasons, there is a growing consensus in the health care community that
screening, intervention, and — where appropriate — referral for specialized treatment of
acohol, tobacco and drug problems should be a routine part of primary medical care.®
Mainstream health organizations such as the American Medical Association, the
American Academy of Child and Adolescent Psychiatry, the American Academy of
Family Physicians, the American Academy of Pediatrics, and the American College of
Obstetricians and Gynecologists, and the American College of Surgeons have adopted
policies calling on their members to be knowledgeable, trained, and involved in all
phases of prevention, screening, and intervention for alcohol, tobacco and other drug
problems.

Is SBI Cost-Effective? Thereis evidence that integrating screening and brief
intervention with the general medical care system is not only effective, but can be cost-
effective aswell.**° A study of a sample of 1,419 patients from HMO primary care
clinics found a prevalence of 7.5 percent for hazardous drinking and 3.2 percent for drug
use (with 10 percent having at least one of the two problems) — rates similar to those for
hypertension and diabetes. Compared to other patients, this population had higher rates of
medical disorders (injury, hypertension), utilized more services (1.5 times more primary
care visits), and generated higher costs per patient (psychiatry, emergency room,
pharmacy).**

A study of screening and brief intervention in trauma centers® concluded that an
estimated 27 percent of all injured adult patients are candidates for a brief a cohol
intervention. In the study, the net cost savings of the intervention was $89 per patient
screened, or $330 for each patient offered an intervention. The benefit in reduced health
expenditures resulted in savings of $3.81 for every $1 spent on screening and
intervention. This finding was robust to various assumptions regarding probability of
accepting an intervention, cost of screening and intervention, and risk of injury
recidivism. On the basis of these results, the investigators estimated that, if interventions
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were routinely offered to eligible injured adult patients nationwide, the potential net
savings could approach $1.82 billion annually.

Accordingly, the U.S. Preventive Services Task Force recommends screening and brief
intervention in primary care settings to reduce a cohol misuse and to assist in smoking
cessation,** and a report from the National Academies of Science™ recommends that “all
treatment professionals should have some knowledge of basic neuroscience and how
alcohol, nicotine, and other drugs work on brain pathways, influence behavior, and
interact with diverse conditions.” Similar positions have been adopted by the Macy
Conference on Medical Education,* the Association for Medical Education and Research
in Substance Abuse,* the Office of National Drug Control Policy,* the National Institute
on Drug Abuse, and other Federal agencies.

How Widely Is SBI Used in Mainstream Medical Practice? Studiesin the research
literature show inconsistent and widely varying levels of substance abuse screening and
brief intervention by primary care physicians,”™® aswell as under-use of smoking
cessation aids and follow-up,®® " and inconsistent use of practice guidelines.”* " In a
national survey of 2,000 primary care physicians and psychiatrists, 88 percent of
respondents said they usually or aways ask about alcohol use, but only 47 percent said
they regularly inquire about maximum amounts consumed and only 13 percent reported
use of formal alcohol screening tools.”

The most complete literature on primary care physicians' screening and brief intervention
practices address screening for alcohol-related problems and tobacco use cessation. A
substantial number of research studies, conducted in awide range of public health and
clinical care settings, have demonstrated the feasibility and benefits of interventions to
promote smoking cessation. " Given decades of attention to the harms resulting from
smoking on the part of the researchers, health care professionals, policymakers, and the
media, one might expect a very positive picture of the state of physician interventions
and, in fact, adult smoking cessation services do seem to have wider acceptance among
physicians than other alcohol or drug interventions. However, they are not as
consistently available as might be expected from the magnitude of effort to gain public
and physician attention.

Even many physicians who screen for alcohol, tobacco or other drug problems do not
know how to perform abrief intervention. For example, a survey by Friedman and
colleagues asked 1,082 physicians about their screening and brief intervention practices.
Among respondents who said they regularly asked new outpatients about drug use, only
55 percent said they routinely offered follow-up services or referral to treatment, and 15
percent reported that they did not intervene at all. ®*

How Can More Health Care Professionals be Encouraged to Adopt SBI? Multiple
factors affect the ability and willingness of physicians and other caregivers to screen and
intervene for acohol and other drug problems. Evidence shows that these factors can be
successfully addressed so as to promote wider use of screening and brief intervention.
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Evidencefor the Effectiveness and | mplementation of SBI

Larry M. Gentilello, M.D., FACS

James Carrico, M.D., Distinguished Chair and Professor and Chairman,
Burn/Trauma/Critical Care Division, University of Texas

Southwestern Medical Center, Dallas, Texas

[insert photo of Dr. Gentilelo]

I've been asked to talk about the evidence for effectiveness of SBI, and I'm going to do that
from the perspective of atrauma surgeon. Trauma surgeons have become rea national
championsfor this service, and the implementation of SBI in trauma centersis astory of
great SUCCESS.

First, | want to give you alittle background on why SBI has become so vital to trauma
center services. Traumasurgery isarelatively new profession. It's only been around for
about 30 years. It started asaresult of only afew studies, but they were very powerful ones.
One study showed that traumatic injuries are the leading cause of death for Americans until
they reach the age of 44 years. Infact, the average age of death for someone who dies from
aninjury isonly 23 years. Because of the relatively young age of most trauma patients,
more years of productive, potentia life are lost to injuries than to the next three leading
causes of death — heart disease, cancer, and stroke — combined.

A second study that really pushed the development of trauma centers compared mortality
rate from injuriesin two adjacent countiesin California. 1n one county, if you were injured,
you were taken to the nearest hospital emergency department. Thiswas compared to
mortality ratesin hospitalsthat had established trauma centers. The results showed that 40
percent of the patient deaths from injuries in non-trauma centers were clearly preventable.
For example, patients arrived with a reasonable blood pressure but had a ruptured spleen and
no surgeon was available to removeit. Or the patient needed to be intubated, but the staff of
the emergency department had not been trained in the procedure, so the patient died.

In trauma centers, the mortality rate from preventable causesis only one or two percent. As
you might suspect, trauma surgeons are by nature people who are activists. Given the death
datal’ve shown you, instead of simply publishing it and letting it languishin alibrary,
trauma surgeons went forward and spoke to their hospital administrators and demanded
resources for optimal care of injured patients.

They aso were not shy about going to their legidatures and government agencies to demand
the development of trauma networks. Asaresult, injust afew short years, trauma centers
were established throughout the United States. Today, in al but the most rural areas of the
country, if you're injured, chances are good that you will be taken to atrauma center and
receive state-of-the-art medical care. Asaresult, traumamortality has not decreased over
the past 12 years, because trauma care is about as good asit's going to get. To changethe
mortality rates, we need to look for new ways of addressing trauma problems, and one
obvious way would be to move from simply being expertsin treating injuries to becoming
expertsin preventing them.
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Whenever you try to prevent adisease, you alwayslook for the cause. Soif it'san infectious
disease, you look for the bacteria or the virus. For aslong as trauma centers have beenin
existence, we've always known that by far, the leading cause of traumatic injury inthe U.S.
isalcohol use.

Overdl, about 50 percent of patients who come to trauma centers for treatment are
intoxicated by acohol. | showed thisin astudy 20 years ago, and the figures have not
changed to this day. The national trauma surgeons’ group looked at the figures and saw that
49 percent of motor vehicle injury patients were intoxicated at the time of the crash. |
suggested that we needed to do some type of screening and provide counseling. The
moderator, avery famous trauma surgeon, saw that 54 percent of the pedestrians struck by a
car were intoxicated — arate even higher than that for motor vehicle crashes— and said,
"Well, the message of your dataisredly clear. Instead of telling people not to drink and
drive, we ought to be telling them not to drink and walk." Y ou see, that was really the
atitude at the time. Alcohol-related traumatic injuries were not regarded as a serious issue.
But if wereinterested in injury prevention, there's no way to reduce trauma rates without
addressing a cohol problems.

The lesson for those of you who are not trauma surgeons, but who are specidistsin acohol
treatment, isthat it’simportant to know that alcohol causes more deaths due to injuriesthan
to all the associated medical complications such as liver disease, heart disease, pancreetitis
and cirrhosis combined. In other words, we shouldn't be telling our patients, "If you keep
drinking you'll damage your liver," when to say, “If you keep drinking, you'll wind up in a
trauma center” actually is more accurate. And again, because of the relatively young age of
many victims, more years of potential life are lost to injuries among those who use a cohol
than to all other causes combined.

A traumatic injury clearly is an event that has an impact on an individual's life. So we began
to think, "What if we actually had alcohol counseling as part of traumacare?' Imagine
yoursalf being transported in a helicopter to a trauma center and undergoing surgery for your
injuries. That might be something we'd call a*“teachable moment.”

It's not just the patient who is drinking who suffers problems related to alcohol. We often
say that alcohol isinvolved in nearly half of all trauma center admissions. But in one case
out of three, the patient admitted to the trauma center is not the person who was drinking,
it' sthe person who was hit by the drinking driver. So if you reduce alcohol use by aslittle
as 10 percent, everyone will be safer when they're on the roads.

Twenty years ago, | led a study in which we added an acohol counselor to the traumateam,
just as we did with physical or occupational therapists. The counselor conducted
interventions for alcohol use. We didn't have what we now call SBI, but the counselor used
the techniques available at the time and found that patients were ready for treatment. In fact,
most agreed to go directely from the trauma center to atreatment facility. The experience
taught me that the patients were not just smashing their femurs, ribs or spleens—they were
smashing through their denial aswell, and were willing to get the help they needed. This
was atruly trestment-ready population.
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| believed that if we made alcohol screening and brief intervention a routine component of
trauma care, we would reduce this terrible burden of repeat traumatic injuries. To test the
hypothesis, we conducted a prospective randomized tria, funded by NIAAA. Inthetrid, we
screened one group of patients using the Michigan Alcohol Screening Test (MAST) and did
not screen a control group. We were funded only to do Monday through Friday work and
most trauma business occurs on Friday or Saturday nights, so we didn't screen everyone.

But those that we did screen had an acohol-positive rate of 46 percent — not much different
thanin 1988. Overdl, 304 interventions were completed. Fifty-six patients were discharged
before we could complete the intervention, but we kept them in the brief intervention for
purposes of analysis. These weretypical, urban, hardcore trauma patients, like the ones seen
at the Boston Medica Center, Grady Memoria Hospital in Atlanta, Denver Generad, or San
Francisco General. They’'rerelatively young, most don’t have much in the way of social
support or education, most are unemployed, and about half use drugs other than acohol.

Using both objective and self-reported measures, we were able to obtain follow-up data on
amost all of our patients. When we looked at our own hospital’ s emergency department
records one year later, we found that the SBI group had a 48 percent lower rate than the
controlsin return visits for treatment of another injury.

When we |ooked at the statewide trauma registry, which includes data from every hospita in
Texas, we found a 47 percent reduction in injuries requiring another hospital admission at
three-year follow up, so it’s safe to say that the SBI effects were sustained over time.

We also looked at self-reported acohol use and obtained corroborating information from
family members, and found that even those in the control group reduced their drinking for
the first six months after injury. But without an intervention, they weren't able to maintain
the change and returned to the drinking levels they had at baseline, while the intervention
group sustained the change.

[insert Figure 2]

Finally, because policymakers are interested in costs, we did a cost-benefit study and found
that for every dollar spent on SBI in atrauma center, hospitals saved $3.81.

Given al of thisevidence, it's an unfortunate statistic that 39 percent of people who receive
any type of counseling inthe U.S. today do so through the crimina justice system,
compared to only 4 percent who receive such counseling from a health care professional.
That's not an acceptable situation, particularly in view of al the other documented benefits.

Fortunately, times have changed, and so have attitudes. As the benefits of SBI have been
increasingly well documented, the American College of Surgeons Committee on Trauma
has decided to require al Level | and Il trauma centers to screen patients for alcohol
intoxication and to provide intervention for those who screen positive. To assist with
implementation of this requirement, the CDC, NHTSA, NIAAA, and CSAT all have
conducted trainings for trauma center staff on how to perform SBI, and NIAAA has
provided copies of its excellent NIAAA Clinician’'sGuide. Sofar as| know, thisisthe first
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time in the history of hedth carein the U.S. that there's been any type of mandated
intervention for acohol problems. In my mind, this marks the beginning of anew era.

| believe the effects of this policy breakthrough will spread. Nurses, medical students and
residents, and attending staff will say: "If the trauma surgeons can do it, why is my patient
going through DTS, or having bleeding ulcers because of acohol use, and nothing is being
done?" Sothisisreally asuccess story that can be repeated, and | ook forward to
brainstorming in our Work Group session later today about how we can use this precedent
to spread the message throughout the country that SBI works.
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Costs and Cost-Effectiveness of SBI

Michael Fleming, M.D., M.P.H.

Professor, Department of Family Medicine, University of Wisconsin — Madison
and Member of the National Academies of Science, Institute of Medicine
[insert photo of Dr. Fleming]

| wanted to start by thanking Dr. Gentilello for al the work he's created for those of uswho
run addiction consult servicesin hospitals. Asyou may have noticed, he showed us that
there are two parts to the process: first isto screen patients, and second to have a
mechanism in place to deal with the patients who screen positive.

In my hospital at the University of Wisconsin, I'm the mechanism to deal with those
patients. | direct an inpatient consult service, and half of our referrals come from the trauma
center. It's been achallenge to teach the trauma surgeons to use SBI, but it definitely has
made a difference in our hospital and in our patients outcomes.

I've been in Madison for about 22 years, but before that, | practiced inasmall towninthe
Upper Peninsulaof Michigan. There were about 10 doctorsin a county of about 20,000
people —amining community. One day a young woman patient came into the office
complaining of headache and fatigue. | diagnosed her with depression and put her on a
tricyclic antidepressant. Over the next four or five visits, however, | saw that nothing | was
doing seemed to help her.. We did lab tests, we tried other medications, and generally did
everything | was taught in medical school. Finaly, at thefifth vist, | asked about her
drinking, because it dawned on me that her depression might be related to alcohol use. Low
and behold, she said she was drinking a bottle of wine every afternoon.

| did what | considered brief counseling (I'd never heard of SBI). My patient got sober
within a couple weeks, and | was amazed at the change in her. | was amazed — you see, in
residency training, | was taught that patients with alcohol problems had to go into inpatient
treatment, had to go to AA, had to go through along process to get better. But it turned out
that al this patient need from me was alittle bit of my time and a short conversation about
her drinking. She stayed sober for at least four years—all therest of thetimel wasin
practice and able to follow her.

Thisgot my attention. What I've been doing since istrying to answer the simple question of
what works, why it works, and how it works. Thisisn't proteomics. It isn't genetics. It isn't
high-powered rocket science. | just wanted to know what happened when | talked to my
patients about their drinking. Wasit agood thing? Could | do it in the context of abusy
practice? What I've been doing for the past 20 yearsistrying to answer that question.

When | had my primary care practice, | saw three or four patients every day who were like
that woman in the Upper Peninsula. Thisisnot arare event. | saw patients with a cohol
problems as often as | saw patients with hypertension. But unlike the patients with
hypertension, | really didn't know what | was doing and whether it made a difference or not.
So that's what got me into research on SBI. I'll talk about the results of those studiesin
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terms of costs, cost-effectiveness and cost-benefits. First, however, it'simportant to
understand that these are not the same thing.

Cost-benefit analyses tends to be more useful to the alcohol field than cost-effectiveness
analyses. Cost-benefit analyses (CBAS) assign adollar value to an outcome, such as an
emergency department visit, and allow direct comparison with the cost of the
intervention. However, the utility of cost-benefit studies can be limited by the difficulty
in expressing many outcomes or benefits in terms of dollar costs or the length of time it
may take for outcomes to occur.

In contrast, cost-effectiveness analyses measure how much more it costs to achieve one
unit of outcome with one treatment than with another. The usefulness of these studies
depends on a common metric such as the quality adjusted life year (QALY). However,
QALY saredifficult to measure, especialy in the alcohol field. The choice of outcomes
often isthe key variable, since the clinical- or policy-relevant outcome may vary
depending on the intervention. Another limitation is that there are few standard metricsto
assess the cost of servicesin primary care, including the cost of acohol screening and
brief intervention. This affects how we establish a number for the new codes and what
physicians should be paid for these services.

It'simportant to understand the limitations of cost-benefit studies. First, some outcomes can
be considered either a cost or abenefit, depending on perspective. Isit the perspective of
the group paying for care? Isit society? Isit anindividual patient? It it the treating
physician? This question of perspective needsto be taken into account in interpreting the
cost data.

Second, cost metrics can be difficult to calculate. It'sachallengeto assign acost to
screening for health problems, whether the screening isfor hypertension or diabetes or
alcohol Some of the benefits and outcomes you can measure. It's not too difficult to assign a
cost to inpatient hospital days or emergency department visits. I1t's more difficult to measure
the cost of readmissions for medical or surgical complications of alcohol use. So our cost
metrics are not asreliable aswe'd like.

Third, how to you collect the information? Do you rely on patients' self-reports? Do you
use basic records of hospital stays, clinic vists, etc.? For the most part, our studies have
relied on the latter data. In the past, medical record reviews generally have been worthless,
although | think electronic medical records are going to make them more useful in the
future.problems.

Finally, some outcomes take along time to develop — longer than most SBI studies have
followed patients. Because of research budgets and other limitations, three or four yearsis
the longest followup period we have. But if you're looking for outcomes more complex than
simple alcohol use, some take longer to surface than athree- or four-month study can
capture. For example, studies of cancer or lipid levelstypicaly follow patientsfor 8 to 10
years, but we haven't been able to do that..
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I'll describe two cost-benefit studies. OneisProject TrEAT, which looked at data on
individual patients. The other is Dr. Gentilello’s study, which produced population
estimates.

Project TrEAT was arandomized clinical tria that compared usual careto brief
intervention. It was conducted in 17 clinics around the State of Wisconsin. Sixty-four
physicians participated (physicians conducted the interventions rather than counselors).
Physicians had both control and intervention subjectsin their practices— usually five or six
of each. It'sinteresting that physicians rarely identified the controlled subjects and rarely
did anything with them, even though they were trained to do this. Because the way we did
it, they didn't know who wasin thetrial.

Wetried to blind the controls as best we could by using embedded questionnaires, intention
to treat analyses, and very high followup rates. We could follow our patients for up to four
years, because the population was in very stable communities.

We' ve used the same basic design in all the trials that we've done. In Phase |, patients come
to the office for avariety of presenting complaints — diabetes, hypertension, acold. The
receptionist gives them a screening form called a health screening survey, which contains
guestions about smoking, exercise, weight control, and alcohol use. Patients who screen
positive are asked to return for a second interview, at which time they are assessed and then
entered into thetrial. At that point, patients either are scheduled to see aphysician, if
they’rein the intervention group, or given an educational booklet and sent on their way if
they’ rein the control group.

For Project TrEAT, we followed patients at five points over 48 months. The intervention
was consisted of four parts: two face-to-face interventions with the physician, and two
follow-up phone calls.

[Insert Figure 3]

Patients who received interventions showed sustained reductions in alcohol consumption
and fewer emergency department visits and days of hospitalization, fewer motor vehicle
events (except DUIs), and fewer legal events than those in the control groups. It cost
$166 per patient to deliver each intervention, yielding a cost-benefit ratio of 4.3to1—a
result similar to the 3.8 to 1 ratio reported by Dr. Gentilello, whose study yielded an
estimated cost savings of $1.81 billion dollarsin health care costs alone.

Asin Dr. Gentildlo’ s study, we saw a big effect in the first six months of the study. Inthe
heaviest drinking group (those who were consuming more than three drinks aday), the
percentage in the high-risk category declined significantly more in the intervention group
than in the control group.

It cost $166 per patient to deliver theintervention. Based on the difference in number of
ED visits and inpatient hospital days, we cal culated abenefit of $712 per patient. The cost-
benefit ratio thusis 4.3, with arange of 0.6 to 8 and a 95 percent confidenceinterval. The
CBA is 39, which isahuge effect.
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A third study reported recently by Solberg et a. estimated that intervention could save
176,000 livesin a cohort of 4 million individuals. All of these studies provide useful
ways of looking at the cost data, which support the kinds of things we're talking about in
this meeting.
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Challengesto Implementation of SBI

Richard Saitz, M.D., M.P.H., FACP, FASAM
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and Generalist Physician Faculty Scholar, The Robert Wood Johnson Foundation
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Dr. Eileen Kaner published the following observation almost 10 years ago:

"Facilitating professional behavior change towards an innovation isacomplex issue,
with clearly defined stages. . . . An effective change strategy requires a strong and
robust evidence base, identification of environmental, organizational and individual
barriersto change, and appropriately targeted interventions that maximize
facilitating factors for the innovation while minimizing any barriers.”

I’ ve organized my remarks based on her statement. 1'll talk about three things: evidence,
barriersto change, and implementation.

Evidence. Asyou ve heard this morning, we clearly have enough evidence to move
forward with widespread dissemination. Redistically, however, we should expect solutions
for complex behaviors and disorders to present challenges. For this reason, it'simportant to
try to learn from the areas where the evidence for SBI isrobust, aswell asfrom the areas
whereit isnot asrobust.

Whereisthe best evidence? It isfor acohal, for brief multi-contact interventionsin primary
care settings, involving non-dependent unhealthy alcohol use, and for 12-month outcomes.
These are the studies yielding the most robust results — the studies that led the U.S.
Preventive Services Task Force to recommend unequivocally the use of SBI for al patients
in primary care settings.

Where do we need more evidence? We need studies of drugs other than alcohol, and

clinical outcomes in addition to reductionsin consumption. For example, we have much
less data on the effects of SBI on mortality and and other clinical consequences. We also
need studies involving diverse populations, conducted in settings other than primary care.

For drugs, athough there are commonalities, it may be necessary to devise screening tools
and brief interventions tailored to each. Prescription drugs present particular screening
challenges. Although | may be able to detect a problem if | ask if you use marijuana and you
say “Yes,” it'squite adifferent if you report that you are using an opioid analgesic.
Depending on your diagnosis, that may be what you should be doing. So distinguishing
appropriate from inappropriate use is more complicated.

There also are diagnostic and intervention challenges. In theworld literature, there are only
three randomized clinical trials of screening and brief intervention in general health care
settings. Oneisthe WHO study, the results of which have not been published. The second
isalandmark study published in 2005 by Ed and Judith Bernstein, involving more than
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1,000 adults screened in outpatient settings. In that study, abstinence from cocainein the
intervention group increased from 17 to 22 percent at six months followup, while abstinence
from heroin increased from 31 to 40 percent. Thelast isa study conducted in Sao Paulo,
Brazil, in 2004 by Denise De Micheli. It hasn't attracted much attention because it was
published only in Portugese. It involved 59 adolescents and showed decreased use of
Ecstasy, marijuana, and some other drugs.

These studies are promising, but we need more. For instance, what about changesin rates of
alcohol or drug dependence? Thereis none, but this should not be a surprise. No one ever
said that brief intervention is the same as specialized treatment for dependence and
addiction. But studies showing that individuas who screen positive are more likely to
receive appropriate referrals would be helpful, as would evidence that they are more likely
to complete the referrals and receive the treatment they need. In fact, there are afew studies
that suggest improvementsin referral and completion of referrals, but the evidence is mixed.

Again, in some populations, the results are not as strong as in others. For example, of the
studies of adolescents and pregnant women, there are four randomized clinical trias that
produced negative results, and one recent study showing positive outcomes.

Outcomes data also are mixed for SBI conducted in genera hospitals. The least strong
evidence isfor reductions in consumption, where four of the eight randomized clinicd trias
showed that consumption could be reduced. There is some promising evidence that brief
interventionsin hospital settings can link patients with treatment. 1t appears that, unlike the
studies in other settings where the majority of patients who screen positive are risky but not
dependent drinkers, the mgjority of those who screen positive in hospital settings actually
are alcohol-dependent. For this group, brief interventions are insufficient to induce change.

On the other hand, seven of 12 studies of SBI use in hospital emergency departments that
were examined in ameta-analysis of SBI (published by Per Nilssen in 2007) found a
positive outcome either in terms of consumption or consequences. We need to learn from
the heterogeneous designs and outcomes what works best there.

Now, some may ask, "Why should we bother with more randomized clinicd trids?' The
answer isthat, asin the rest of medicine, such studies produce the most compelling evidence
for adoption of anew patient care strategy. Also asin the rest of medicine, where studies
yield mixed results, we should carefully examine the differences. Aswith other issuesin
medicine, we may find that because of variationsin study protocols, some studies may
exclude many patients who screen positive, significantly affecting the robustness of the
results.

I mplementation. These problems become an issue in implementation, becausein clinical
practice, you have to take care of all the patients identified by screening —no one can be
excluded. We need to pay attention to thisissue in order to avoid an implementation
backlash. For example, if we implement SBI widely —which | think isthe right thing to do —
but the expected results are based on incomplete or faulty data, we have to be prepared for
the questions that will be raised.
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Of course, randomized trials are necessary, particularly in developing practice guidelines
and quality improvement targets. It's what drives practice change and widespread
implementation, supported by reimbursement. SAMHSA and NIDA aretaking thelead in
this process by releasing arequest for proposals to conduct randomized trials of SBI inreal
practice settings and involving drug abuse.

Today, we have a number of useful screening tools, but what we really need iswidespread
dissemination of toolsthat have been validated in genera health care settings, and that are
brief enough to usein real patient encounters.. For alcohol, the single-item
(quantity/frequency) screening tool iswell on itsway to solid validation. It's been validated
reasonably well in primary care settings, and | think it's about as good as we're going to get.

With drugs, there are many substances that need to be asked about, and that |eads to many
questions. And as| mentioned earlier, prescription drug abuse is difficult to identify with
short questions. That's why programs that screen for drug abuse use much longer
guestionnaires, such asthe DAST or ASSIST. These instruments contain many items and
must be scored, so they are not smple to administer. A physician cannot memorize atest
that has many questions and needs to be scored. The ASSIST has been tested in primary
care settings, and its principal utility probably will be in computer-based screening, with a
report generated for the physician.

To try to avoid the problem of length, my colleagues and | have validated a single-item
screening question in aprimary care setting: “How many times in the past year have you
used anillegal drug or used a prescription medication for non-medical reasons?’ Thisisa
fairly smple question. If the patient answers one or more, the test is positive test, and the
sengtivity and specificity of that single item are there. So could we do better with more
items? Could we get assessment of severity with many moreitems? Yes. Could we get
implementation with many more items? 1'm not so sure. Isone question easier to
implement? It certainly is.

[Insert Figure 4]

Next, we need to think about assessment, and this area has received much less attention than
screening. When a patient screens positive, the physician wants to know what to do next.
The answer could be, give some brief advice, or refer the patient to specialized treatment, or
any number of permutations that lie along that spectrum. To make a good choice, the
physician has to know the severity of the patient’ s problem.

Dr. Dan Vincent did an interesting study in which he validated two questions that can help
determine whether a given patient needs more intensive, more urgent and more specialized
care, rather than less urgent, lessintensive services (perhaps just arepest intervention in
primary care). Thetwo questions that he used are somewhat sensitive and specific for
alcohol use disorder, and parallel the DAM-IV criteria. Thisisat least astart at being ableto
obtain rapid assessments that could be used in real time in genera health care settings.
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One promising approach involves electronic solutions. In Germany, for instance, a
computerized screening and reporting system was used with injured patients, who
showed a significant reduction in overall consumption and risky drinking. Finaly,
training is necessary but not yet fully adequate. Studies show that skills-oriented rather
than didactic training is most effective.

Barriersto Change. Privacy and legal issues are significant barriers to implementation of
SBI. Asyou know, the appearance in the medical record of drug and alcohol problems can
cause difficulties because of stigma, legal issues, insurability, and employer access to the
information. Many of usin primary care settings have struggled with this. One solution,
which Dr. Paul Seale suggests on his educational websites, isto document the behavior
rather than the diagnosis. (Many times when we screen, we don’t arrive at adiagnosis. The
behavior may be described as*“risky use,” but that's not an ICD-9 diagnosis.) So this
strategy may be helpful. Another approach isto create a separate record, but that is not a
practical solution. It's not so safein terms of medica errors, either, so it'snot ideal for good
care. Thisleavesprivacy asabarrier for which there are no easy solutions.

A second barrier with a clear solution but not an easy one isthe UPPL laws, which still exist
in 32 states. A survey of surgeons by Carol Shermer found that a substantial number
perceived UPPL as abarrier to screening.

Another legal barrier to screening is exemplified by alaw that came into force January 1,
2008, in Oregon. It requires health care providersto notify alaw enforcement officer or
agency within five calendar daysif the provider reasonably believes that a person receiving
treatment after a motor vehicle crash in which the person was the driver likely had a blood
alcohol level of .08 or greater. | wish | had asolution for thisone. Thisisrealy quite
disappointing, and I'm sorry to haveto include it, but you need to know about it so that you
can be watchful for smilar effortsin other states.

Lack of time and lack of reimbursement are two items often cited as barriersthat | think
probably are red herrings. They may be contributing factors, but they are not major
impediments to screening and brief intervention. By way of example, I've never had a
physician tell methat he or she didn't have enough time to conduct cardiovascular disease
screening —it's just not an acceptable excuse.

In terms of reimbursement, we probably should be thinking about whether we're paying
enough for good quality health care that includes screening and brief intervention, versus
arguing for additional payments for screening and brief intervention. Probably we should be
doing both, but it's not clear to me that extramoney for SBI will become atipping point for
implementation.

On the other hand, if payment istied to performance and we track what physicians are doing
and pay them for improved performance, | believe that would enhance dissemination. There
isthe model of good diabetes care, where payment for performance hel ped foster is
dissemination and implementation.
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[Insert Figure 5]

L et me conclude by discussing the VA hedth system, which isthe largest managed care
organization in theworld. Inthe VA, they use an electronic medical record. In that record
was placed in eectronic clinical reminder, which isthe self-scored AUDIT-C. The VA
educated their quality managers through presentations during conference calls (you can see
that thiswas no small task). They also educated their clinical staff and fielded questions.
They enlisted anational opinion leader to provide the reminders. They conducted
performance monitoring by surveying patients, aswell as through review of the electronic
medical record. The VA also has a substance use disorder quality enhancement initiative;
an office of quality performance, and a Center of Excellence in substance abuse treatment.

In short, al of the pieceswerein place, and it led to success. In 1996, two percent of VA
patients were screened annually with avalidated instrument. In 1997, the number rose to
40 percent after they implemented a performance measure. 1n 2000, it was 85 percent.
With the CAGE, they were identifying alcohol use disorders, but only 12 percent of heavy
drinkers received advice.

In 2003, the VA implemented the clinical reminder system with the AUDIT-C. Andin
2004, those reminders to screen were used 1.5 million times. Ninety-three percent of
patients were screened across 21 VA networks, and 22 percent of the screens were positive.

The bad newsisthat brief interventions were conducted with only 28 percent of the patients
who screened positive. That's what they're going to work on next. The VA experience
suggests the kinds of challenges we face in implementation.

Allow me to summarize by saying that there are some unmet needs in terms of evidence,
although the existing evidenceis quite robust for non-dependent alcohol use in primary care
settings. There are some barriers, but we can address them. As for implementation, the
resources to implement sustainable SBI should be approached in the context of building
robust systems for improving practice performance. These are large challenges, but they
can be addressed and overcome.
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SBI and the Role of Continuing Medical Education

Murray Kopelow, M.D., M.S., FRCPC

Chief Executive, Accredition Council for Continuing Medical Education (ACCME)
Chicago, Illinois

[insert photo of Dr. Kopelow]

I'm the chief executive officer of the Accreditation Council for Continuing Medical
Education (ACCME), the organization that's responsible for the accreditation of about 2,500
institutions and organi zations around the country that provide continuing medical education
to physicians.

Each year, about 11 million persons — two-thirds of them physicians — register for
continuing medical education programs. Over the past fews years, the CME system has
been transformed from a curricular planning model to a very |learner-based approach, in
which education experiences are designed to fill identified professional practice gaps.

ACCME has captured this new approach in our compliance criteriafor educational
providers. The criterion that is most relevant to this discussion is that providers must begin
by identifying a specific need or knowledge gap. The speakers this morning have done that
extraordinarily well, in terms of the prevalence of substance use disorders and how often
those disorders are not identified or addressed in general medical settings.

It's aso important to recognize that, while CME iswell established as a valuable and
effective method of changing physician behavior, such change requires a process rather
than an event. No single intervention can change a physician’s practice. Clinical practice
involves acomplex socia network, and no single intervention is going to change practice.
A cal from Dr. Madras, avisit from me, the presentation of these data— no one of themis
goingtodoit done.

Instead, changing behavior through continuing education requires a strategy and generally
employs a continuum of approaches, ranging from coercion (such as JCAHO
requirements) at one end to facilitation (such as the creation of an intent to change) at the
other. At ACCME, we have adopted a model, published by Dr. Katherine Regnier, that
views knowledge, competence and performance as three distinct variables that are modified
or modulated in different ways, with different approaches to continuing professional

devel opment.

Educational interventions need to be designed to change competence, performance or
patient outcomes. Therefore, the measurable outcome of an educationa intervention in the
context of your material isthat the learner knows the questions to use in screening for risk
factors or unhealthy behaviors, is competent to ask them, and actually performs such
screening in hisor her clinical practice. Thissequenceisreflected inthe ACCME CME
model, below.

[Insert Figure 6]
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Said another way, educational interventions need to predispose or prepare individuals for
the desired change, enable them to change by linking new knowledge and skills to what
they already do in their practices, and then reinforce the desired behavior with reminders
or feedback. Educational approaches also need to validate the acceptability of the desired
change to the learner’ s peer group. If the peer group as awhole hasn't accepted —or isn’t
likely to accept —a proposed change, it isunlikely that any one person in the group will do
0.

Moreover, change strategies must address multiple factors, including system issues such
as professional regulation, group norms, and environmental factors, as well as issues
concerning the context in which physicians practice such as administrative rules,
economic incentives, and public pressure. We also can create communities of practice
that evolve into learning communities.

Dr. Saitz' discussion of the VA makesthat point well. The VA system oftenisat the
leading edge of change because each VA Medica Center forms acommunity of practice.
The physicians are engaged in change strategies by their peers and their practice
environment, which can be redesigned to support the desired behaviors. Such approaches
both motivate and facilitate change, but they still are the exception rather than the rule.

In terms of structuring the CME experience, data consistently show that live media are
more effective than print; multi-media more effective than a single media; interactive
techniques more effective than didactic ones; and multiple exposures more effective than
single exposures.

[Insert Figure 7]

One approach that has not been discussed here, but that experience shows can incentivize
change, is performance measurement. 'Y ou know the maxims: “What you measure, you
change.” “Examsdrive the curriculum.” Data on what physicians don’t know about SBI
could be drawn from the responses to the USMLE, if questions about SBI were to be added
to that exam. Alternatively, if every specialty board exam contained questions about SBI,
it might change knowledge and practice overnight.
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Business M odels and Systems Changes That Support SBI

Eric N. Goplerud, Ph.D.

Director, Ensuring Solutions to Alcohol Problems,

The George Washington University Medical Center, Washington, DC
[insert photo of Dr. Goplerud]

The Institute of Medicine' s Crossing the Quality Chasm” series quoted research by Balas,
in which he suggested that widespread adoption of new techniquesinto medical practice
requires about 17 years. | took this as astandard and did a bit of research. Inthe 1990
volume on “Broadening the Base for Alcohol Treatment,”.we find the following advice:

" Suitable methods of identification and readily learned brief intervention techniques with
good evidence of efficacy are now available. The committee recommends broad
deployment of identification and brief intervention.” So, aswe meet here today, we're one
year behind the average that Balas identified.

Let’s begin by considering some numbers that can put into context the cost of our failure
to address alcohol and other drug problems and, conversely, the cost savings when we do
address them. Some of the numbers are from the National Survey on Drug Use and
Health (NSDUH). Asnoted earlier by Director Walters, NSDUH shows that about 22
million persons in the U.S. have a substance use disorder, but only about 10 percent — or
2.3 million persons — receive any form of treatment.

A key question then is, “Who pays for treatment?’ The answer is that, contrary to popular
belief, most of the funds for treatment come from States and local government rather than
from Federal government. It also isimportant to look at Medicaid and Medicare as
important sources of funding for treatment. In contrast, less than $3 billion comes from
private insurers, even though 80 percent of those who have a substance use disorder are
employed.

Coststo the Economy. When considering the costs of substance abuse to the economy, |
particularly want to focus on the $42 billion in associated health care costs. Forty-three
percent of persons who have an alcohol use disorder

received treatment in the past 12 months. However, Costs Associated With Substance Use
?rrgrazﬁ?;;e toof ;‘/ye'%: I;/;Sald l,[?;tsrﬁ:li the Traffic (_:rashes, property $24 b! I I@on (alcohol)
o o destruction $37 billion (drugs)

remaining four dollars pay for the injuries and

illnesses caused or complicated by alcohol abuse. Health care $26 billn (alcohol)

With respect to drug abuse, 11 percent of persons $16 billion (drugs)

‘1"2'th a ‘1;]“9 Xf dltsg(r)der recet' V?‘f g;atmept Inthelast | o o ctivity losses $134 billion (alcohol)
months. Abou percent ot treatmen $129 hillion (drugs)

expenditures go to the actua treatment of drug

addiction, while the remaining 40 percent are spent TOTAL $184 billion (alcohol)

on treating the illnesses and injuries associated with #1879 hillian fdnind)

drug abuse.
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Additional analyses of the NSDUH data help us understand how businesses are affected
by workers who have untreated alcohol or drug problems. Such workers:

e Missan excess of full and partial days of work.
Produce lower quality work than expected some or most of the time.

e Aretwiceaslikely to report not working as effectively as others or as previously
worked.

e Havetrouble getting along with others at work.
Make mistakes at work that cause accidents or safety risks.

Given these data, it is striking that businesses still are not paying attention. One reason is
that they do not have alarge number of health care claims for alcohol or drug treatment.
Thislack of claimsisdue, in part, to discriminatory insurance coverage and physicians
who do not make a diagnosis to protect patients from retaliation at work or by the
insurance industry.

Screening and Brief Intervention. Nationwide, thereisareport card for health plans
called HEDI'S, which was developed by the National Commission for Quality Assurance.
One report card measure is the percentage of employees or beneficiaries who received
even one addiction-related service in the preceding year. For adults, only about eight in
1,000 of those with an acohol or drug problem received treatment. About five in 1,000
employees identified as having an alcohol or drug problem are being treated through
employee assistance programs.

Screening and brief intervention techniques have been available for 18 years. Y et only
0.7 to 1.2 percent of the estimated 8 percent of youths and adults who have a substance
use disorder have been identified by health care plans.

Balas and Boren have found that promoting widespread adoption of SBI in mainstream
medical practice requires an average of 17 years, despite evidence that rapid change does
take place and is actually the norm. Leversthat can be used to accel erate the pace of
system change with respect to SBI include science; financing; purchaser expectations;
leadership; demonstrations of effectiveness; practice standards; “how to” guides;
education and training; and system change processes.

[Insert Figure 9]

The science that supports SBI is relatively strong. The National Quality Forum recently
released consensus standards for evidence-based practice in addiction treatment that
include SBI. A number of new reimbursement codes for SBI are in place. The Medicaid
HCPCS codes, CMS G codes, and AMA CPT® codes recently were adopted. Therearea
number of things, which have come online. Firstisthe HCPCS codes, which were adopted
as of January 2007 for screening and for brief intervention. Medicaid, one of the challenges
that we found isthat they had to be adopted state by state, and states were and have been
reluctant to adopt these codes.
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So the main engine or the main reimbursement system are the CPT codes, which were
released by the American Medical Association on November 2, 2007. The new codes are
99408 and 99409, which are for 15 to 30 minutes, plus 30 minutes of screening and brief
intervention.

The AMA announcement was followed on November 5™ by publication in the Federal
Register of CMS' new physician payment schedule for Medicare. However, CMSdid
caution that, by statute, Medicareis not allowed to reimburse for screening unless such
screening is specifically required by law. At the same time, they created the new G codes
for assessment and brief intervention, using exactly the same language, and they directed the
fiscal intermediariesto pay for services billed on the G codes effective January 1, 2008.

Now let's get down to somereal dollars by estimating what it could cost an insurance
company to cover screening and brief intervention, and what the cost-benefit would be. The
average Blue Cross/Blue Shield company has about 500,000 covered lives. Of those, about
400,000, or 80 percent, are likely to use a health care service during the course of any given
year.

On the basis of estimated outpatient, inpatient and emergency department claimants and the
likely number of individuals who engage in risky or harmful alcohol use, if physicianswere
to screen 40 percent of those individuals, such screening might 15,000 to 16,000 persons per
year. Of course, not everyone who screens positive is going to agree to treatment or to
participate in abrief intervention. A number of research studies have reported a 95 percent
dropoff between the number of persons who screen positive and the number who go on to
participate in a brief intervention.

When we further adjust the data to account for the number of persons who screen positive
and who require 15 to 30 minutes of brief intervention, and the number who have more
complicated conditions who require more intensive services, we arrive a an estimate that to
to provide internations to the 40 percent of patients who screen are positive for an acohol
use disorder or risky use would cost an insurance company about $330,000.

But if you take the estimates from the Fleming and French articles, and from the Gentilello
studies, the one-year cost savings for screening and brief intervention for thoseindividualsis
likely to be about $760,000. Y ou subtract out the $300,000 in direct costs, you see areturn
on investment of $23 for each $1 spent. Thisestimateisin line with multiple studies, as
cited by other speakers today.

SAMHSA and CSAT have developed practice standards and how-to guides for
implementing SBI in the health care system. The Institute for Healthcare Improvement
has identified approaches to change systems rapidly in order to improve quality. While
they have found it is difficult to spread change from demonstration sites, the following
elements are the most helpful for systems change: identify leadership that is change
oriented; inspire, organize, and provide simple “how to” materials; partner with national
organizations and systems; bring leadership together to apply tested and proven changes;
use aregiona “node structure;” use early adopters as mentors; create “ sticky” goals that
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are ssimple, focused, and persuasive; use practical tools that can be adapted at the local
level; and regularly share experiences. These elements for the effective implementation
of SBI arein now place or well under development.

But what if you're acommunity health center and you're trying to decide if you can afford to
assign a staff member to conduct routine screening and brief intervention? We calcul ated
that in an average community health center that sees 25,000 patients ayear, most of whom
are Medicaid beneficiaries or indigent, you would be likely to recover about $42,000 for

SBI services each year, but the savings in health care utilization would be about $1 million.

Even better data should be developed through a project of the National Business Codlition
on Hedlth that islooking at the quality of care delivered by health plansin the commercia
sector. In 2007, this group examined the quality of care delivered to about 106 million
subscribers.

Thisisthe question they ask that | think is key to our discussion: “Describe how the plan
reimburses or will reimburse for the acohol and drug screening and brief intervention CPT
codes, and what are you doing to train?’ By June 2008, we should have information as to
what the commercia insurers are doing for the employees of companies like General
Motors, Marriott, American Express, and other large employers.

| think that the point we're at with SBI is that we have components that are ready to go.
We've got the science. Theleadershipisin thisroom. We have successful demonstrations
of the effectivenessif intervention. How-to guides have been developed. Financing is
coming into place. Education and training systems have been developed, and we have
system change processes. So what | encourage us al to do isto dream, and then get to
work.
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L EADERSHIP AND SUPPORT BY THE PARTNER AGENCIES

Center for Substance Abuse Treatment / SAMHSA

H. Westley Clark, M.D., J.D., M.P.H., CAS

Director, Center for Substance Abuse Treatment (CSAT),
Substance Abuse and Mental Health Services Administration
[insert photo of Dr. Clark]

SAMHSA’s mission and vision isto build resilience to facilitate recovery and alife in the
community for everyone. Thisisthe same goal that SBI intends to achieve. At CSAT, we
want to expand and enhance clinical substance abuse treatment and recovery support
services and have shifted to recovery-oriented systems of care.

There are many pathways to recovery and a comprehensive menu of services and
supportsis needed and contribute to the recovery process. Data show that we face many
challenges in ensuring that the thousands of individuals who need treatment receiveit.
SBI is part of our response.

[Insert Figure 10]

Marketing the utility of SBI and other strategies needs to include data that demonstrate
they are making a difference. CSAT and SAMHSA are promoting outcomes measures
such as abstinence, employment, decreased crime and homel essness, and cost
effectiveness. Physicians can play acritical role by screening for problematic use of
alcohol and other drugs (including prescription and over-the-counter medications),
conducting brief interventions, and referring patients to appropriate treatment. Our
commitment to SBIRT demonstrates the importance of providing care for non-dependent
and dependent substance users and creating a seamless linkage between mainstream
health care and specialty addiction treatment services.

CSAT has awarded SBIRT grants to States and colleges and universities. As aresult, by
January 2008, State grantees reported that almost 600,000 clients received intake
services, 500,000 were screened, 100,000 received brief intervention, and 20,000 were
referred to treatment. There was a 150 percent increase in the number of clients reporting
abstinence 6 months after intake. Students reported a 49 percent increase in abstinence 6
months after intervention.

[Insert Figure 11]
We are looking ahead to new program grants to States and Medical Residency Programs
and nationwide SBIRT training for health care professionals. Most important is the

implementation of the SBI codes into medical practice. CSAT also maintains an ongoing
partnership with NIDA and its SBI research.
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Preventing Prescription Drug Abuse

The larger society isrightfully very concerned about the misuse of prescription drugs and
we also are working with our Federal partners on thisissue.

In fact, prescription drug abuse is a large and serious issue, which is being addressed at
the highest levels of the Federal government. However, there are many significant issues
around the prescribing of controlled drugs that can, and need to be, dealt with by
organized medicine. The Federal government stands ready to assist organized medicine
in addressing those issues. We must all work together — ONDCP, the Department of
Justice, and organized medicine — to think through the best policy and strategy directions
to take in 2008, 2009, and beyond.

A major source of data on prevalence of prescription drug abuse is SAMHSA'’s national
household survey (NSDUH), which can be downloaded from the agency’ s website
(www.samhsa.gov). Based on the data collected in this survey, epidemiologists estimate
that roughly 2.6 percent of the American population aged 12 or older has used a
prescription drug for a non-medical purpose in the past month.

Pain relievers are the medications most frequently misused (with 1.9 percent of persons
reporting such misuse), while a smaller percentage report misusing tranquilizers,
stimulants, and sedatives. The percentage of persons misusing any prescription

medi cation has remained fairly stable over the four years from 2002-2005.

SAMHSA/CSAT isimplementing a strategic plan that addresses both therapeutic and
non-therapeutic use of prescription drugs — essentially, the entire spectrum of controlled
drugs and at-risk populations. Our comprehensive approach is intended to engage
practitioners, regulatory and law enforcement representatives, and patient advocacy
organizations as partners. We are supporting analytic work, using multiple data sets, that
identify emerging issues and trends quickly so we can channel thisinformation back to
the medical community. We are also evaluating the effectiveness of specific prevention
and intervention approaches. Our aim isfirst, to encourage practitioners and regulatory
communities to agree on “best practices’ for managing difficult clinical problems; and
second, to engage leaders in the addiction and mental health communities in promoting
new tools and screening instruments.

As part of the strategic plan, we have undertaken multiple initiatives designed to define
prescription drug abuse, to describe accurately the current situation and trends, and to
sharpen and enhance the questions we are asking. We are trying to identify key
contributors to the prescription drug abuse problem so we can focus on solutions. Our
efforts include the following:

e TheNational Survey on Drug Use and Health (NSDUH). Conducted by
SAMHSA’s Office of Applied Studies, the NSDUH surveys roughly 68,000
people nationwide on a random basis, making it the largest household survey in
the country.
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e A prescription drug abuse working group within SAMHSA. Thisworking group
includes representatives of all three SAMHSA Centers. In seeking comprehensive
solutions, this group is collaborating with other Federal agencies, State
authorities, health professionals, and pharmaceutical manufacturers and
distributors. The working group is addressing issues of patient compliance as well
as professional training and practice standards.

e Mestings with the pharmaceutical industry. SAMHSA/CSAT has held two
annual meetings with representatives of the pharmaceutical companies that
manufacture controlled drugs. In these sessions, industry experts hear substance
abuse experts review the latest epidemiological data on misuse of prescription
drugs, explore issues of physician education, and discuss standards of care.

e Evaluating NASPER implementation. Congress enacted the National All
Schedules Prescription Electronic Reporting Act of 2005 (NASPER) to promote
the adoption of State-administered prescription monitoring programs (PMPs).
SAMHSA/CSAT isworking to establish a set of best practices that can guide the
establishment of these new computerized programs, as well asimprove existing
programs. Who sets the benchmark in defining excessive prescribing of opioid
medications is of critical importance for those in organized medicine. Congressis
concerned that quality of care be considered in setting those benchmarks.
SAMHSA/CSAT isworking to be certain that such benchmarks take into account
the needs of |egitimate medical practice.

e Monitoring drug use patterns and emerging trends. SAMHSA’s Office of
Applied Studies collects and monitors data on drug-related emergency episodes,
treatment admissions, drug use patterns in specific population groups, and
national and regional trends. Currently, SAMHSA isworking with representatives
of the National Association of Medical Examinersto propose a new classification
system to categorize more accurately drug-associated death. SAMHSA/CSAT
also is sponsoring epidemiol ogic studies related to relevant patterns and trends, as
well as efforts to facilitate screening for alcohol and drug problems. These
include:

= A study of methadone-associated deaths in the State of Maryland, conducted
by SAMHSA/CSAT with the University of Maryland and the Office of the
Chief Medical Examiner of Maryland.

= A special data analysis commissioned to follow up on anecdotal reports of
buprenorphine diversion and abuse.

= Analysisof poison control center data to identify emerging patterns of, and
geographic variations in, misuse and abuse of prescription drugs.
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Physician Training. SAMHSA isfocusing particularly on how to reach practitioners
with education and information about prescribing opioid analgesics. Asyou have heard at
this conference, training in the management of pain and the avoidance of addiction is not
aswell established in the medical curriculum as we would like. The operating premise of
medical education—"see one, do one, and teach one” — appears to have limitations with
regard to prescribing very powerful analgesics. For example, a SAMHSA/CSAT study
found that alarge number of deaths have been associated with the misprescribing of
methadone for pain. Unlike addiction medicine specialists, who receive special training
in the use of methadone to treat addiction, most primary care practitioners have not
received special training in the appropriate and effective use of methadone for pain. The
result has been afairly sudden and dramatic increase in methadone-related deaths.

SAMHSA/CSAT isaddressing this deficit in medical training. We have initiated a
discussion with the Association of American Medical Colleges, which represents 125
accredited U.S. and 17 Canadian medical schools, concerning what medical students are
learning about prescription drugs, particularly the controlled substances. Other initiatives
directed at medical education include the following:

e Continuing medical education (CME) courses on prescribing opioids for
chronic pain. Modeled after courses offered at the University of South Florida,
Case-Western Reserve University, and Vanderbilt University, the course being
developed by SAMHSA/CSAT will focus on general principles and specific
cautionsinvolved in prescribing all classes of controlled drugs — opioids,
tranquilizers, stimulants, and sedatives. With the help of a distinguished group of
medical educators with addiction expertise, we expect the course to be ready for
launch in 2007.

e Continuing medical education (CME) courses on the use of methadonein the
management of pain. SAMHSA/CSAT has empanelled a group of expertsin
pain and addiction to create a model CME program on the use of methadone to
manage pain. Development of such a course was strongly recommended by the
participantsin CSAT’s National Assessment of Methadone-Associated Mortality.
As with the prescribing course, we aso expect this course to be ready for launch
in 2007.

e Symposiafor health care professionals. In 2005, SAMHSA/CSAT joined with
NIDA in sponsoring a symposium entitled “ Prescription Drug Abuse: Science to
Practice.” 1n 2006, CSAT sponsored a symposium on methamphetamine,
including epidemiology, effects on the brain and body, identification of
psychological complications, psychosocial and behavioral treatment, and the
treatment of special groups. 1n 2007, SAMHSA/CSAT sponsored a symposium
on prescription drug abuse at the 38" annual meeting of the American Society of
Addiction Medicine, which focused on practical tools to improve prescribing
practices.
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e Buprenorphine Guide for Pharmacists. SAMHSA/CSAT has developed a
practical guide for pharmacists, who play amajor role in providing buprenorphine
for the office-based treatment of opioid addiction.

These are all worthwhile activities, but if they are to reach their intended audience of
practicing physicians, we need the collaboration and participation of organized medicine.
Our objective isto minimize the diversion of prescription medications, to reduce the
incidence and prevalence of prescription drug abuse, and to help those individuals who
are addicted to prescription agents achieve recovery.

CSAT continues to support professional education, to develop publications, and to
sponsor conferences and workshops. Our website at www.SAMHSA .gov provides
additional information on these and related activities and programs.
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Center for Substance Abuse Prevention / SAMHSA

Anna Marsh, Ph.D.

Acting Director, Center for Substance Abuse Prevention (CSAP),
Substance Abuse and Mental Health Services Administration
[insert photo of Dr. Marsh]

David Musto, a historian of American drug policy, looked at the relationship of attitudes
to drug use. He found that drug use prevalence rates go down when there is a strong
societal attitude of intolerance toward such use. As we seek to implement SBIRT widely,
we must al'so promote intolerance of drug and alcohol abuse while cultivating a sense of
compassion towards the individuals who are suffering from these problems.

The Surgeon General’ s report has pointed out the important interrel ationship of co-
occurring mental health and substance abuse problems. Interventions should be designed
to address this complexity. The report includes several recommendations for health care
practitioners. Specificaly, practitioners can be sensitive to adolescents at atime of risk
for alcohol and other drug use as well asthe individual differencesin development and
other personal characteristicsin an adolescent that may heighten the risk. Practitioners
can discuss alcohol and other drug use with their young patients, be familiar with and
strengthen referral networks for adolescents, and make education about substance use and
its consequences and motivational intervention widely available. CSAP works
extensively with youth and has many materials on its website that will be particularly
useful to patients coming into medical offices. Some of these materials are directed to
adolescents while others address parents, older adults, and pregnant women.

Findings from the National Survey on Drug Use and Health provide additional
information and guidance regarding youth substance use and prevention. It appears that
age at first useis highly correlated with later substance dependence. A perception of the
risk of alcohol and drug use isinversely correlated with rates of substance use. And,
perceived parental disapproval is correlated with lower rates of substance use. The efforts
to implement SBI in the powerful and influential clinical health care setting can go along
way toward conveying the attitude of intolerance toward substance use. At the same time,
we can help to separate the person from their behavior, recognizing that impaired
judgment and other acts do not reflect the real person but is the disease talking.
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National Institute on Alcohol Abuse and Alcoholism / NIH

Mark Willenbring, M.D.

Director, Division of Treatment & Recovery Research
National Institute on Alcohol Abuse and Alcoholism (NIAAA),
National Institutes of Health

[insert photo of Dr. Willenbring]

Alcohol consumption is among the top 10 leading causes of death and disability. The use
of SBIRT isintended to prevent harmful use of acohol and reduce these numbers of
deaths and disabilities.

The public health burden of excessive acohol consumption is reflected in 12-month
prevalence figures for 1991 and 1992, and 2001 and 2002. The data show that alcohol
abuse has risen somewhat, while dependence has stayed relatively the same. Both alcohol
abuse and dependence affect about 4 percent of the population. The estimated annual cost
of alcohol abuse and dependence is $185 billion. These dataindicate that we have not
made much progress in reducing the prevalence of excessive alcohol consumption.

Aswe have seen with regard to other substances, alcohol programstypically beginin
youth, with a peak prevalence of 13 percent occurring between the ages of 18 and 20.
Prevalence then decreases fairly rapidly with age, reaching alow of 1.0 to 1.5 percent in
old age. Across all age groups, the average past-year prevalence for alcohol dependence
is 3.8 percent.

Alcohoal isthe third leading cause of death in the U.S., behind tobacco and poor diet and
physical inactivity. Alcohol useisamajor external, non-genetic, modifiable factor that
contributes to death. Its effects exceed those of microbial agents, toxic agents, and motor
vehicle crashes. When you look at disease burden and disability-adjusted years, alcohol
use disorders are the second leading cause of disability and disease burden in the U.S.
today. Alcohol use also is associated with 41 percent of traffic deaths and 29 percent of
suicides, which constitute the leading causes of death among persons aged 15 to 35.

These alcohol use data have real medical implications. For example, arecent study by
Willcox looked at mid-life risk factors and predictors of living past age 85. The public
health burden of high alcohol consumption (defined as three or more drinks aday) is
considerable and in the same range as that for depression, hypertension, and diabetes. In
the adult population, the consequences of exceeding three drinks per day eventually
manifest in some individuals. About 5 percent of the population fall into the category of
moderate or harmful alcohol use. About 3 percent of the population experience more
severe dependence, marked by daily or near-daily heavy drinking. About 1 percent
progress to chronic, severe, and persistent alcohol dependence.

The DSM-1V criteriathat are used for clinical diagnosis refer to a continuum of alcohol

use disorders, with alcohol abuse preceding alcohol dependence. This continuum leads us
to look at the heterogeneity of treatment populations, which can be identified by the
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severity of their alcohol consumption. As the Figure shows, our interventions must also
reflect the severity of alcohol consumption.

[Insert Figure 12]

For instance, brief intervention can be used for those populations identified as being at
risk and having harmful use patterns. Individuals who are diagnosed as dependent
drinkers may receive behavior or medication therapy, while those with chronic relapse
disease may receive disease management and treatment. One aspect of drinking behavior
that iskey to SBIRT is high risk drinking, including binge and heavy drinking behaviors.
The highest prevalence of high risk drinking is among youth and young adults — our
typical treatment seeking population.

Morever, the quality of care for alcohol dependence ranks lowest among 30 acute and
chronic conditions studied and reported by McGlynn in 2003. The standard of care for
alcohol dependence was met only 11 percent of the time in primary care practices.
Interestingly, care of depression ranked high on the list. This was not aways the case, so
there may be alesson in how that change was effected.

But there are many barriersto overcome. For example, if we look at individuals who
drink heavily once a month, they must have experienced a consequence of that drinking
for aDSM-IV diagnosis of alcohol abuse or dependence. Thisis like diagnosing
hypertension only after the patient has suffered a stroke or heart attack. We know that
individuals, who exceed certain daily alcohol consumption levels on aregular basis but
have not yet experienced consequences, are at elevated risk for dependence and later
consequences. NIAAA’s National Epidemiologic Survey on Alcohol and Related
Conditions (NESARC) study also demonstrates that 43 percent of daily heavy drinkers do
not meet current criteriafor any acohol use disorder. Thisfinding suggests that thereisa
problem with the diagnostic tools currently available.

Addressing the Public Health Burden of Alcohol Disorders

My colleagues at NIAAA and | have been working for some time on Screening and Brief
Intervention and its integration into primary medical care. Today, | want to provide a
framework that is grounded in the new research on alcohol use. It is good to address
alcohol aswell asillicit drugs because we know that these drugs go hand in hand.

NIAAA has developed aclinician’s guide for SBIRT in the primary care setting that is
available in various formats. Still needed are guidelines for screening in underage
populations based on the current scientific evidence. We also need to develop ways to
reach high risk adolescents. NIAAA isimplementing a number of activities to address
the burden of excessive alcohol use. They include:

e Model curriculafor medical, social work, and nursing education.
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e Collaboration with other agencies such as the National Institute on Drug Abuse,
the Centers for Medicare and Medicaid Services, the Substance Abuse and Mental
Health Services Administration, and the Agency for Health care Research and

Quality.

e Educational research grants and career development awards to help us learn how
to better educate clinicians.

o Recovery research as well as treatment research.

e |Implementation research to determine how to incorporate new strategies into
practice settings and identify which ones succeed or fail.

e Dissemination of an updated Clinician’s Guide (in 2007) containing current
information on new medications that give physicians tools to treat patientsin
office-based settings. The updated Guide also includes a medication management
support tool to help nurses provide behavioral support for patients with alcohol
use disorders. Thereis additional online support at www.niaaa.nih.gov/quide.

We are pleased that the Guide and some of the related tools developed by NIAAA are
being used in many medical schools and behavioral health care agencies.
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National Institute on Drug Abuse/ NIH

Nora D. Volkow, M.D.

Director, National Institute on Drug Abuse (NIDA)
National Institutes of Health
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The medical community has not yet accepted drug addiction as a disease and part of their
responsibility. Thisis unacceptable and the initiative to bring SBIRT into the medical
community is afirst step to eventually changing this culture and facilitating the transition.
The association between substance abuse and medical diseases highlights the urgency for
the medical community to stop ignoring substance abuse. Those of us treating patients
with substance use disorders recognize that such persons also are at high risk for other
medical diseases and psychiatric disorders.

This meeting is extraordinarily important with respect to the prevention and treatment of
substance use disorders. The medical community has aunique role in ensuring early
intervention and treatment. Y et, despite thisrole, we are lagging behind. The education of
medical students and residents regarding substance abuse is an initiative that will have
great impact on the prevention and treatment of this disease.

Data from a 2005 study by Bernstein et al. show that brief intervention is beneficial in
terms of both health outcomes and cost effectiveness.

[Insert Figure 13]

| know | am preaching to the converted and that | do not need to convince you. Instead, |
want to give you some arguments you can use that may help all of us be more effective as
we discuss with others the importance of integrating teaching about substance use
disorders into medical education.

Addiction isa Disease

One of the conceptsthat is difficult to accept is the notion that drug addiction is a disease
of the brain. Thisisnot atrivial issue. It is ajustification for insurance companies not to
pay for drug abuse treatment. Drug addiction is considered a lifestyle choice as opposed
to adisease.

Science provides unequivocal evidence that drug addiction is adisease. Objective
research data show that you can actually look at images and document where in the brain
or in the heart there is pathology. | illustrate this point with images of the heart of a
patient who suffered a myocardial infarction. The imaging technology allows us to see
how the tissue is consuming glucose. In the case of the heart, brain, and other organs, the
rate of sugar consumption is avery good indication of the viability of the tissue. The
tissue consumes sugar because it needs it to produce energy.
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No one questions that a person with amyocardial infarction has a disease. One of the
reasons you cannot question it is you can clearly document that the heart is not
functioning properly. Y ou can see the significant decrease in glucose consumption that is
producing the patient’ s symptoms. The same technology looks into the brain of a person
who is addicted to drugs to identify which areas have been affected. Instead of bringing
the camera to image the heart, you image the brain.

The brain of anormal person has high activity in the area of the frontal cortex. Images of
people who are addicted to drugs consistently show abnormality or less activity in the
orbital frontal cortex. Just as we can delineate where the tissues are not functioning, we
can delineate the areas of the brain that are not functioning properly in a person who is
addicted. Thisidentification of where the pathology is occurring helps usto identify the
symptoms.

The brain is much more complex and difficult to understand than a muscle. The frontal
cortex isan area of the brain that is extraordinarily relevant. It allows us to exert control
over emotions and desires. When the activity of this area of the brain is disrupted, the
ability to control desiresis significantly impaired. When we dismiss drug addiction as
“... that person who does not have free will to stop taking the drug,” we do not recognize
that free will isaproduct of the neurobiology of the brain. Imaging is now identifying
areas of the brain involved with free will.

Unfortunately, drugs of abuse do not just affect the brain. The drugs go everywhere.
Cigarette smoking, for instance, does not just affect the brain. Images show an enzymein
the body that allows us to detoxify awide variety of compounds and it islocalized in the
brain, heart, lungs, liver, and kidneys. The chemical nicotine almost completely inhibits
the enzyme in the brain of a cigarette smoker. The enzyme is no longer present in the
lungs. Thereisavery low concentration of the enzyme in the heart and significant
reductions in the kidney and liver. The smoker’s body is not just getting the nicotine; it is
less able to detoxify itself, contributing to the high morbidity associated with cigarette
smoking.

When the medical community recognized that more than the brain is affected by drugs, it
became very relevant for physicians to evaluate whether a person is taking drugs. If
physicians do not conduct such an evaluation, they are unable to properly manage their
patients.

Drug Abuse and Addiction Contribute
We now recognize that drugs are involved in awide to Other Medical Disorders
variety of diseases. The first instance occurred with " Mental iliness
lung cancer and nicotine. Y et smoking cigarettes and " Cancer
nicotine are also associated with pulmonary disease, " Infectious disesses (HIV, HCV)
premature births, and respiratory syndrome. We - gualr diac
recognize that mental ilinessis frequently associated | | Lear:;]?:argisor e
with substance abuse. In certain instances, the use of = Obes tyg
drugs may fmllltatearecurrlng mental d|$rda. Itis = Cerebrovascular (strokes)
essential for physicians to understand the importance = Traumatic injuries (accidents)
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of drugsin the wide variety of diseases experienced by their patients.

Addiction isa Developmental Disorder

A second important concept is that drug addiction is a developmental disorder. Most of
the problems of drug abuse, experimentation, and addiction occur during adolescence or
in the early twenties. The consequences of such drug use are going to have an impact
throughout a person’s entire life.

Studies show that the changes in the brain associated with drug use occur much faster
during adolescence. The brain of the adolescent has not formed the proper connections
that inhibit emotions and desires. The result is that adolescent drug users are more prone
to engage in risky behavior. Further, thisis the age when individual s are supposed to
acquire skills and learning. Drug use directly disrupts these mechanisms and places
individuals at a disadvantage educationally and in their ability to succeed professionally.

Addiction isa Chronic but Treatable Disorder

The third important concept is that drug addiction can be treated and that there is a clear-
cut evidence base that treatment works. With imaging technology, we can now show
treatment working with respect to having people stop taking drugs, and with respect to
helping recovery in the brain.

At the same time, we need to recognize that drug addiction isa

chronic disease. Some say that drug addiction cannot be
treated effectively because about 40-to-60 percent of patients
relapse. McLellan’s datafor other diseases, such as Type 1
diabetes and asthma where we are not questioning treatments,
show that relapses for these diseases occur at the same rate as

Relapse Ratesfor Drug Addiction
Are Similar to Those for
Other Chronic llInesses

®= Drug Dependence: 40 to 60%
®= Typel Diabetes: 30 to 50%
= Hypertension: 50 to 70%
= Asthma 50 to 70%

drug addiction. Theissue is we are holding drug addiction to a

completely different standard than other chronic diseases.

We can provide better treatment for drug addiction by understanding that it is a chronic
disease and that relapse occurs. A patient with hypertension, for example, is provided an
antihypertensive medication and blood pressure goes down, an indication that the
medication isworking. If the patient stops taking the medication, blood pressure goes up.
Thisis clear cut evidence that this medication is effective. We use a completely different
logic for drug addiction. When patients addicted to drugs go to a rehabilitation program
and stop taking drugs, they are often released with no aftercare and relapse. We then say
that treatment does not work. In one scenario, we recognize the importance of continued
care. In the other scenario, we use magical thinking and believe that the treatment should
be sufficient to cure drug addiction.

Highlighting the importance of drug addiction as a disease of the brain, asa

developmental disease, and as a disease that is chronic and requires continued careis
extraordinarily relevant to our ability to document that drug addiction, like other diseases,
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can be treated. In addition to sponsoring research that explores these issues, NIDA is
helping to prepare primary care physicians to be partners in preventing and treating drug
abuse and addiction through a physician work group and a physicians’ page on the NIDA
website. Further, NIDA plans to establish a number of Centers of Excellence for
Physician Information in collaboration with the AMA that will improve physician
education on drug abuse and addiction.

Asaresult of our collaboration with SAMHSA and CSAT, NIDA has funded severa
grants related to screening and brief interventions that concentrate on adolescents. We
intend to support additional research with adults and on the economic benefits of SBIRT.
At NIDA, we aso recognize that we need a multi-prong approach to build a strong
collaboration with and to change the culture of the medical system. The Institute
launched the “NIDA Goesto the Doctor” initiative and funded four Centers of
Excellence to better train doctors to recognize substance abuse and properly refer patients
and their families for treatment.
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TAKING ACTION: STRATEGIESFOR CHANGE

Goalsand Issuesfor Consideration by the Work Groups

Bertha K. Madras, Ph.D., Conference Chair
Deputy Director for Demand Reduction,

Office of National Drug Control Policy (ONDCP)

[run with candid photo of Dr. Madraswith attendees]

The priorities of my office are to prevent drug use, to intervene with drug users, and to treat
addiction. Today we focus on thefirst two, athough the third is clearly acritical component
of the continuum of care once one identifies a substance use disorder. I'd like to quickly
outline the public health challenges we confront as afederal agency, the relationship of
those public health issues to medical consequences, and the reason we are so convinced that
it isessential to recruit medical professionalsto this point of view. These are embodied in
seven public health challenges, as follows:

1. Drug use starts early and peeks during youth, when the adolescent brain is not
fully developed.

2. Seven million Americans abuse or are addicted to illicit drugs. The number
increases to well over 20 million Americans when the drug-using population is
combined with the alcohol cohort.

3. lllicit drug use is escalating among baby boomers (adults aged 50-54).

4. Ifillicit drug use progresses to abuse and to dependence, the treatment services
needed to be effective will be very labor intensive.

5. Initiates into prescription drug abuse exceed those of marijuana.

6. Substance abuse is associated with medical consequences that cross medical
specialties.

7. Thevast mgority of people with adiagnosableillicit drug or alcohol disorder are
unaware of the problem or do not seek help.

Medical professionals can reduce the public health burden of these seven challenges with
new practice strategies. The public health solution is SBI. Astoday’ s presenters have
affirmed, brief interventions are clinically effective and cost-efficient. SBI demonstration
projects have screened almost 460,000 patients in primary care clinics, hospital
emergency departments, and other sites. Almost 23 percent of patients screened positive
for substance use and 70 percent of those individuals received an intervention or were
referred to treatment. Follow-up data show a significant declineinillicit drug use and
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heavy alcohol use, and improvements in health, emotional problems, and other areas of
functioning. As a preventive measure, SBI is ranked by the National Commission on
Prevention Priorities among the top four, along with use of aspirin for men and women,
childhood immunizations, and smoking cessation.

| now invite all our participants to help us develop strategies to move from research to
action. To facilitate this process, each participant has been assigned to one of six work
groups, which will devise strategies for coordinating public systems (Group 1); engaging
purchasers and payers of care (Group 2); engaging support for research (Group 3);
engaging health care professionals (Group 4); engaging training and dissemination
systems (Group 5); and engaging policymakers and the public (Group 6).

Each of these groups will be led by co-chairs who are expertsin the relevant systems and
subject areas. In addition, each group will be assisted by afacilitator who is
knowledgeable about SBI and other content issues. We would like to ask each work
group to:

e Review the recommendations developed by participantsin the first and second
National Leadership Conferences,

e |dentify those recommendations that are most germane to the situation being
addressed by your group today; and

e Develop priorities and specific strategies for achieving each of the selected
recommendations.

Because the time available isrelatively brief, we ask that each group focus its discussion
on just one or two areas of paramount concern. Please explore the selected areas and
develop strategies that could offer reasonable solutions to the challenges and problems
our faculty has outlined this morning.

Each group will present its findings and suggested strategies to the conference this
afternoon. We look forward to hearing from you.
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Group 1. Strategiesfor Coordinating Public Systems

Co-CHAIRS:
John Allen, Ph.D.
Michael Cunningham

FACILITATOR:
Robert Lubran, M.S., M.P.A.

MEMBERS:
Michael

Members of the Work Group considered ways to use the systems that fund and regul ate
medical practice and health care delivery — such as licensure, accreditation, and
certification — to create incentives for change in physicians ability to identify and treat
substance use disorders and to prescribe medications with abuse potential so asto meet
patients’ medical needs without contributing to prescription drug abuse.

The Work Group endorsed collaboration with the Federation of State Medical Boards
(FSMB) to encourage state boards of medicine to place arenewed emphasis on physician
competence in screening and brief intervention for SUDs and proper prescribing of
controlled substances.

Similarly, the group proposed collaborative activities with the Joint Commission on
Accreditation of Healthcare Organizations (JCAHO) to enhance the effectiveness of the
existing JCAHO standard on screening for substance use disorders (for example, by
focusing on this requirement in surveyor training sessions). Group members also raised
the possibility of incorporating a specific item on screening and referral as a* provision of
care performance element” in accreditation surveys of hospitals, long-term care, and
ambulatory care centers.

Recognizing that appropriately credentialed addiction experts play an essential role as
resources for training, consultation and referral, members of the Work Group called for
the development of a credentialing system that confers official recognition of such
expertise by organizations such as the National Board of Medical Specialties.

The group also endorsed a proposal to incorporate language that reflects competencein
prescribing controlled drugs into licensure standards and certification/recertification
programs. Some group members proposed that, at the time of re-registration with the
Drug Enforcement Administration, physicians should be required to provide evidence of
CME credits and/or focused self-assessment in this area.
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Group 2. Strategiesfor Engaging Purchasers and Payersof Care

Co-CHAIRS:
Lawrence S. Brown, Jr., M.D., M.P.H., FASAM
Eric N. Goplerud, Ph.D.

FACILITATOR:
Mark L. Kraus, M.D., FASAM

MEMBERS:
Peter

Substance use disorders are among the costliest of preventable health problems, exceeding
even the costs associated with Alzheimer's disease, spinal cord injury, depression,
developmental disorders, and other devastating maladies of the brain. But, unlike many of
these diseases of the brain, this brain disease is preventable and treatable because we know
the primary causative agent: the drug. This knowledge can lead to effective strategiesto
prevent, to intervene, and to treat.

Given the relationship between health plans' reimbursement policies and patients access
to care, this Work Group focused on ways to identify and overcome specific financing
and reimbursement practices that are barriersto care. Their recommendations were
designed to support reimbursement policies that encourage physicians’ acquisition of
knowledge and skills and their employment of clinical best practices with regard to
screening and intervention for substance use disorders, as well as optimal prescribing of
drugs with abuse potential.

For example, the group called for widespread efforts to activate the new Health Care
Common Procedure Coding System (HCPCS) Level 11 codes, to be used by Medicaid for
reimbursement of screening and brief intervention (SBI). Such codes became effectivein
January 2007, but they are not automatically activated in the State Medicaid programs, so
akey strategy isto encourage State Medicaid Directors to activate these codes within
their States so that providers can use them for reimbursement purposes. Participants
suggested that ONDCP, national medical associations and their state affiliates, and the
Center for Medicaid and Medicare Services (CMS) should work collaboratively with
Medicaid Directors to accomplish this task in each State. The group also suggested
strategies to educate physicians about the new HCPCS codes and how to use them to
obtain reimbursement.

As acomplement to the new HCPCS coding, the Work Group endorsed the American
Medical Association’s decision to add SBI to its Current Procedural Terminology (CPT)
codes, which clears the way for reimbursement for these services by private insurers and
Medicare. A paralel implementation strategy would involve bringing together the major
commercial insurers to secure their agreement to pay for services based on the new CPT
codes.
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The group also addressed the problem of UPPL and the ways in which these archaic laws
discourage staff in emergency departments and other health care settings from conducting
screening and brief intervention. This 1947 model law was devel oped by the National
Association of Insurance Commissioners to systematize health insurance policies across
the States. Unfortunately, the model law contains language stating that an insurance
carrier is not responsible for health care costs related to injuries sustained while an
individual was under the influence of alcohol or narcotics and not under a physician’s
care. The UPPL’ s main effect has been to reduce the willingness of hospitals to screen for
alcohol and drug problems.

Fortunately, the National Association of Insurance Commissioners, the American
Medical Association, the American Bar Association, and many other prominent
organizations now recognize that the UPPL is a poor law. Through their leadership and
that of many other individuals and organizations, a growing number of States are
repealing the law. A major benefit of repeal isthat hospital emergency departments and
trauma centers can start to conduct screening and brief intervention for substance use
disorders without fear that their patients will be denied health care benefits as aresult.

While praising the efforts by advocates to remove UPPL laws at the State level, members
of the Work Group recommended that ONDCP work with the national medical
organizations to support model Federal legislation that would eliminate UPPL laws
nationwide, rather than continuing the current State-by-State effort.
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Group 3: Strategiesfor Engaging Support for Research

Co-CHAIRS:
Thomas Babor, Ph.D., M.P.H.
Michael Fleming, M.D., M.P.H.

FACILITATOR:
Tom Stegbauer, Ph.D.

PRESENTER:
Jeffrey Samet, M.D., M.A., M.P.H.

MEMBERS.
Hoover Adger, M.D., FAAP
Vivian B. Faden, Ph.D.
Susan Hayashi, Ph.D.
BerthaK. Madras, Ph.D.
Peggy Murray, M.SW.,
Richard Saitz, M.D., M.P.H., FACP
Jeffrey Samet, M.D., M.A., M.P.H.

SBI and the struggle to have it universally adopted in health care settingsisnot just aU.S.
domesticissue. It'svery international, and alot of the advances have come through people
in other countries thinking in different ways and the reciprocal influence with peoplein this
country.

Another landmark was the “ Broadening the Base” study conducted by the Institute of
Medicine in the late 1980s, which was published in 1990. Thetitle of that study emerged
from the realization on the part of the IOM committee that the challenge is not just to think
differently about alcohol addiction treatment; it’s broadening the base of treatment to get
people help earlier. The research base has grown in proportion to the expanded interest.
Until recently, most of the focus has been on trandational research with regard to
biotechnol ogy information being turned into pharmaceuticals, but relatively little attention
has been given to trandating behaviora interventionsinto clinical practice, no matter how
strong the evidence for their effectiveness.

In fact, behavioral interventions have never ranked very high among the various kinds of
interventions used in medicine. Pharmacotherapeutic interventions, surgical interventions
and device interventions receive quite alot of attention. But behaviora interventions always
have taken something of a back seat, probably because there' s not alot of money there—no
major commercia applications; no drug or device or something you can make alot of
money on. And in truth, behavioral interventions also have the aura of being alittle
“touchy-feely” — not atangible service like writing ascript. That’swhat’s so encouraging
about ONDCP, NIH and SAMHSA dl getting behind SBI and supporting the idea of
research to strengthen the evidence base —it’ sreally one of the first good examples of
trandationa effortsrelated to a behaviora intervention.

THIRD NATIONAL LEADERSHIP CONFERENCE ON MEDICAL EDUCATION IN SUBSTANCE ABUSE 59



In terms of the kinds of research that would facilitate adoption of SBI, we need tools that
can be used with specific audiences. For example, we know that alcohol use is normative
behavior in some underage populations and that, by the time young people graduate high
school, most are using alcohol regularly. So we need to think about how to provide tools
not only to pediatricians and to general practitioners, but also to other professionals who
interface with this population — something for school staff, the athletic coaches, the sports
medicine consultant. The CRAFFT model developed at Harvard might be agood start
although the studies have found some problems in terms of adolescents “gaming” the
system. We a so need a better understanding of the second-order effects of the substance
use disorders, particularly in pediatric populations, and the effects of SBI on those medical
conditions and complications.

At amore fundamental level, we need to understand more about the heterogeneity of
alcohol use disorders. Not every population or individual follows the same course with
respect to acohol use. Many young people have early onset alcohol dependence but
recover by age 25. We don’'t understand much about that process. One case might involve
an individual aged 30 to 40.. who's been ill for 15 to 20 years and manifests chronic and
severe alcohol dependence. Another individual may have a chronic but moderate level of
dependence and can remain at that level over decades and well into old age.

If we look at agroup of individuals who were diagnosed as al cohol-dependent a year ago,
wetypically find that athird of the group isin full remission, either abstaining from
alcohol consumption or engaging in low-risk use. Another 40 percent are in partial
remission: that is, they are not symptomatic, but they are drinking at a level sufficient to
produce some symptoms, although they do not meet the criteriafor dependence. The
other 25 percent of the group continue to be dependent on alcohol. Using this
breakdown, it appearsthat many individuals who are dependent on alcohol get well, and
most of them do so without specialized treatment. But we don't yet fully understand this
phenomenon.

One of the things we've learned is that the prevalence of substance use disordersin the
genera population is much higher than anyone ever anticipated, and that high prevalence —
in excess of 20 percent when you include both acohol and drugs— gives us purchase to
demand more attention, more resources, including research funding.

Some outcome studies may need to follow patients for many years, but if we look at breast
cancer or heart disease research, a 20-year follow-up is not unusua. So thismay be thetime
to start framing outcomes studies of SBI that have really long follow-ups. In fact, we'll
have to do that at some point to resolve the questions.

We also need evidence to help us create a continuum of care for acohol use disorders,
beginning with those individual who simply exceed the daily limits on aregular basis,
even without current consequences. In thisway, an alcohol use disorder istreated the
way we treat hypertension, where we don’t wait for medical consequences before we
intervene.
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For example, with individuals who have low to mild risk, the treatment approach might
involve facilitated self-change and brief motivational counseling For an individual with
moderate to severe risk, the intervention may involve primary medical care and general
mental health care, pharmacotherapy, outpatient behavioral services, and remission-
oriented rehabilitation programs. With more severe dependence, specialized treatment or
abstinence-oriented, time-limited rehabilitation may be appropriate.

We also need to assess what makes brief intervention work and how to screen and refer
individual s to treatment who are in the criminal justice and social services systems.
Ultimately, longitudinal studies are needed to understand the emergence of acohol use,
expression of irregular behaviors, and the mechanisms of behavioral change. In addition,
we need to look at patterns of drinking and risk factors to develop amodel that might be a
useful guide for practitioners.

If we're going to implement SBI, we need aworkforce that’ s trained and knowledgeable
about both SUDs and the utility of SBI in addressing them. Health professionstraining is
incredibly productive in moving the field forward, but we don’t know much about the
efficacy of various training methods, particularly in training health professionals other than
physicians. Faculty development is key, because nothing will be implemented if staff don’'t
know how to do it and understand why they should do it, and that requires a carefully
prepared faculty. Especialy in medical education, if the case that’ s presented involves
pancreatitis but no one mentions that alcohol useisthe cause, al the traineeswill be able to
discuss pancrestitis but they won't know to ask about acohol use.

Pharmacotherapies are going to be very important and need more research, especialy in
terms of how they should be combined with behavioral interventions and relapse
prevention strategies. We also need to better understand the specialized addiction
treatment sector and how it can serve patients with multiple and complex needs. Many
patients have severe comorbidities and need fully integrated medical and psychiatric
services, delivered by integrated mental health and addiction treatment systems.
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Group 4. Strategiesfor Engaging Health Care Professionals

Co-CHAIRS:
William Filstead, Ph.D.
Marianne Marcus, R.N., Ph.D.

FACILITATOR:
Stephen A. Wyaitt, D.O.

M EM BERS:
Lawrence

In discussing how to incentivize physicians to adopt new behaviors such as screening and
brief intervention, it isimportant to acknowledge that building confidenceis key.
Physicians enjoy doing what they believe they do well and they didlike activities they
believe they are not skilled at. Put differently, physicians are unlikely to begin screening
patients if they are uncertain of what to do once they identify an individual with an SUD.

Therefore, skills training rather than didactic lectures should be at the core of any CME
course on screening and brief intervention. Unfortunately, most physicians do not yet
view the impact of screening for SUDs in the same way they see the impact of alowered
LDL level. Oneway to register the effect of screening and brief intervention for SUDsis
to include patient follow-up in the training experience. Such alongitudinal view often
demonstrates that activities such as asking about drinking and contracting with a patient
to reduce consumption can be an effective approach with distinct health benefits. If
physicians became convinced that simply asking how much alcohol a patient consumesis
asignificant step, they might be more inclined to begin screening.

In fact, knowledge, skills, and attitudes that support SUD competencies all are essential
to screening and brief intervention and probably should be part of such a curriculum.
AMERSA'’s Srategic Plan for Interdisciplinary Faculty Development (20023, p. 4)
includes a one-page description of the core knowledge, skills, and attitudes about SUDs
that health professionals need (see the Resources section, following). Linking each
concept presented in that document to a specific amount of time that should be devoted to
residency training would be a good start in helping physicians become knowledgeable
about and comfortable in employing the skills required to conduct screening and brief
intervention.

A Model Train-the-Trainer Approach. Since all physicians prescribe, and screening
and brief intervention are part of responsible patient screening, the argument was put
forth that prescriber education is the best place to intervene in residency training. For
example, aplan was proposed that would focus on appropriate opioid prescribing.
Hydrocodone-based drugs (e.g., Vicodin, Lortab) are among the most widely prescribed
controlled drugsin the U.S. A group of interested organization (including ACGME,
AMERSA, ASAM, AAAP, AOAAM, AMA, and the American Pain Society) could
collaborate to develop and conduct atrain-the-trainer program that would address over-
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and under-prescribing of opioids. Such a program would involve residency program
directors and co-directors in selected specialties (e.g., family medicine, internal medicine,
emergency medicine, OB/GY N, pediatrics, and psychiatry) and involve related
professions (e.g., dentistry, nursing, physician assistants). Interested individuals from
these specialties would be trained centrally, then return to their home institutions, where
they would conduct regional trainings and lead CME courses for local practitioners.

Engaging Health Professions Organizations. Health professions organizations and
specialty boards can serve as the mechanism for achieving change at the RRCs. To do
so, it will be necessary to create an initiative to advocate to each RRC for the adoption of
new requirements for screening and brief intervention and prescriber education.
Professional organizations, especially those representing practitionersin the relevant
specialty and/or having the authority to appoint members to the RRCs (such asthe
AMA), could influence this process significantly. In addition, to advance the cause of
screening and brief intervention and better prescriber education, it will be necessary to
recruit respected, well-placed champions within each specialty. The staff members of
specialty boards can be particularly helpful in this regard because they tend to stay in
place for multiple years, while elected or appointed chairs come and go. (It would be
important to recognize that advocacy for SUDs would in effect compete with those for
coronary artery disease, diabetes, and other disorders for RRC and specialty board
attention.) However, thismay be a particularly propitious time to pursue the matter.
AAFP and its members are increasingly interested in screening and brief intervention, as
family physicians see many patients with mental health and substance use disorders.

Engaging Medical Students. Medical students can serve as catalysts for change.
Students (especially those who are members of the Health Professional Students for
Substance Abuse Training, or HPS-SAT) are energetic and enthusiastic participantsin
conferences on substance abuse training issues and bring the message back to their
ingtitutions. Michael Dekker (who represented HPS-SAT at the Conference)
recommended that a faculty member at each medical school act as aliaison and mentor
for those students who show an interest in SUDs and who want to become more active in
thefield. (Inits membership roster, HPS-SAT has many faculty and students and could
facilitate such a connection. Outside funding would help make this areality.)

Another incentive for medical school students would be to offer online education
modules that focus on screening, intervening, and referral for SUDs. Medical schools
that have the highest rate of student participation in completing the learning modules
could receive special recognition in some tangible way (e.g., scholarships to allow
students to attend relevant conferences).

Another approach that would spark interest in substance abuse education among students
and also create a depth of expertise within institutions is the Center of Excellence model.
For example, the University of Pennsylvania sponsored a program through which
minority medical school students were invited to attend a six-week program on SUDSs.
The students saw patients; heard lectures and participated in related activities.
Participants received academic credit and funding. After the students returned to their
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home institutions, the Center of Excellence program received numerous requests from
these medical schools for more educational experiences. The Center of Excellence at the
University of Pennsylvania existed as long as the funding lasted. The home institutions of
the visiting students were positively affected because students who had gone through the
program were enthusiastic about what they learned.

The Center of Excellence modél is particularly helpful to students whose home
ingtitutions do not have sufficient depth in SUD education. Institutions that establish
Centers for Excellence in Substance Abuse Education could “own” this speciaty. Two or
three centers could be established, with schools competing for funding.

Engaging Medical School Faculty. The AAMC online resource known as MedEdPortal
isanew approach to online publication that offers peer review for teaching resources.
MedEdPortal is afree publishing venue through which faculty can disseminate their
educational works. MedEdPortal thusis designed to promote collaboration and
educational scholarship by facilitating the exchange of peer reviewed teaching resources.
Examples of MedEdPortal publications include referenced tutorials, cases, lab manuals,
evaluation forms, faculty development materials, and virtual patients (these can be
viewed at www.aamc.org/mededportal; from the brochure MedEdPortal ™).

MedEdPortal could be used to disseminate SUD curricular materials that incorporate
knowledge developed by AMERSA and Project Mainstream about the core competencies
related to SUDs, which have been widely accepted by addiction specialists.

The proposed Listservs could be used to aert the medical school contacts for substance
abuse about the resources to be accessed through MedEdPortal. 1n addition,
MedEdPortal provides a vehicle through which medical educators can post their work,
and other faculty members can be solicited to serve asreviewers. Substance abuse
specialists could take the lead and add a new library to MedEdPortal. There already
exists quite alot of content about SUDs that would be appropriate for MedEdPortal.

The Power of Continuing Medical Education. The Work Group focused on ways to
motivate physicians to seek, learn, and implement available evidence-based practices for
screening and brief intervention. For example, the group recommended steps to enhance
practicing physicians access to high-quality CME programs through an accessible Web
portal where physicians could readily identify and/or link to high-quality CME courses
relevant to their practices.

The group also endorsed the concept of collaborating with organizations that share a
commitment to change and that have the ability to reach the target audiences. These
include the Accreditation Council on Continuing Medical Education (ACCME), the
Federation of State Medical Boards (FSMB), Physicians and Lawyers for National Drug
Policy (PLNDP), and the Coalition on Physician Education in Substance Use Disorders
(COPE).
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Group 5: Strategiesfor Engaging Training and Dissemination Systems

Co-CHAIRS:
Murray Kopelow, M.D., M.A., FRCPC
Sheldon 1. Miller, M.D.

FACILITATOR:
Theodore V. Parran, Jr., M.D.

M EM BERS:
Anton.

In both allopathic and osteopathic medical schools, the first two years of education
historically have taken place in classrooms and laboratories, as students learn basic
medical sciences. Students aso learn basic communication skills and how to take a
patient history and perform a physical examination in the first two years. Most schools
require some clinical experience in the first two years, most of which is observational.
Much of the third and fourth years of medical education take placein clinical settings,
where students learn to apply their knowledge of basic science and clinical skillsin
caring for patients under the direct supervision of faculty and residents.

Dedicated training in SUDs israrely offered. For example, a 1998-1999 survey by the
Liaison Committee on Medical Education found that of 125 allopathic medical schools
accredited in the U.S,, training in substance abuse was provided as part of alarger
required course in 119 (95 percent). Only ten (8 percent) had a separate required course,
while 45 (36 percent) offered an elective course.

More positive results emerged from a survey by the American Association of Colleges of
Osteopathic Medicine (AACOM), which evaluated curricular offerings at colleges of
osteopathic medicine in the 1998-1999 academic year. All of the colleges reported
offering substance abuse content in their curricula. On average, four percent of the
curriculum time was reported as dedicated to substance abuse (Douglas Wood, persona
communication). In aseparate 1998 survey of 17 osteopathic medical schools by the
American Osteopathic Academy of Addiction Medicine, only three of 11 schools that
responded reported offering separate courses in addiction medicine during the first two
years of medical school (Anthony Dekker, personal communication). None of the
schools required aclinical clerkship rotation in substance abuse during years three and
four; however, most offered elective rotations for interested students. Data are not
available on the percentage of osteopathic students el ecting substance abuse rotations.

Needs Assessment. Available dataindicate that medical students are receiving training,
but how can we know they are ready to use the information they’ ve received? How can
we tap into the existing structures of medical school and make substance abuse education
acentral task? The group agreed that thisis a propitious time to change the conversation
from ageneral charge that “medical schools are not teaching enough about substance
abuse” to more specific issues. For example, a needs assessment might uncover specific
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problems that could be addressed (e.g., what is the confidence level of medical students
in their ability to conduct screening and brief intervention, or to prescribe analgesics for
chronic pain?). Moreover, the data we currently have does not address the effectiveness
of current education about SUDs.

Such a needs assessment might include identifying “ champions’ within each medical
school who have an interest or special training in addiction medicine. Identifying such an
individual within each medical school and linking them into alarger network would
provide a valuable infrastructure for communications and dissemination of knowledge
which islacking at present.

We also need to determine exactly what content we want to promote. Isit sufficient to
focus on screening and brief intervention and prescribing education? We may need to
add information on pharmacotherapies for SUDs and the neuroscience underlying the
diagnosis and treatment. Identifying champions would help usto identify best practices
—tested content on SUDs — and help us understand where the content is most effectively
incorporated into the undergraduate curriculum (i.e., as part of pharmacology, neurology,
or psychiatry? During the first two years and never mentioned again? Segmented in
special forums, or integrated through the four years of training?).

To help establish this network of medical school champions, AAMC and AACOM could
host Listservs, which would establish a communications network and a dissemination
vehicle. The members of the Working Group on Undergraduate Medical Education agree
that Listservs would provide avaluable infrastructure to contact identified individualsin
osteopathic and allopathic medica schools.

Fostering Faculty Development. NIAAA, NIDA and other NIH institutes support
physician research trainees through the K23 funding mechanism. A number of these
trainees are housed in medical schools throughout the country. To date, there has not
been aformal expectation that these physicians-researchers will take part in educating
medical students, even though they know the content and it would be alogical extension
of their duties to assume such aresponsibility. The medical students they work with also
could become the next generation of researchers. (This recommendation could be offered
to the NIH representatives who attended the conference.)

Faculty development in SUDs needs to be pursued systematically and intentionally.
Recommendation 7-3 from the Institute of Medicine s recent report on Improving the
Quality of Health Care for Mental and Substance-Use Conditions speaks directly to this
issue, asfollows:

“The federal government should support the devel opment of M/SU faculty leaders
in health professions schools, such as schools of nursing and medicine, and in
schools and programs that educate M/SU professionals, such as psychologists and
social workers. The aim should be to narrow the gap among what is known
through research, what is taught, and what is done by those who provide M/SU
services’
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(p. 318).

Thisis an important recommendation and carries weight because it comes from the |IOM,
but is there a source of funding to support the recommended action? In the past,
SAMHSA provided funding as part of itstraining mission. However, funding for faculty
development was general in nature. A new faculty development model might be
organized around specific themes (e.g., screening and brief intervention, prescriber
education, et al.).

From past experience, we know that the key to faculty development funding support is an
initial investment that continues for three to five years and is focused on relatively junior
faculty with whole careersin front of them. Faculty development also needs to focus on
clinical carein addition to research. In addition, the model would need to recognize
guidelines developed by the Sullivan Commission Report on Workforce Diversity. The
goal istoignite an interest in SUDs that will continue over an entire career and rekindle
the tradition of career teaching.

Achieving Vertical Integration within the Curriculum. Substance abuse education
needs to be taught across disciplines or specialties. When SUD training is seated solely in
psychiatry or in elective courses, it reaches only a minority of students. We need to find
adissemination model that is more broadly based.

In the first two years of undergraduate education, there are opportunities to talk about the
basics of screening, intervention and communication skills. We need to create examples
of what might be included in family practice, pediatrics, emergency medicine, internal
medicine and gynecology. In thisway, SUD-related teaching could become part of

the various specialties without requiring a new rotation. The surveys presented by Dr.
Maeshiro tell us that students are getting some information; we need to build on that
foundation.

Articles from PRISM (Primary Care Research in Substance Abuse and Mental Health)
would be useful in integrating substance abuse education into the various disciplines.
Each of these articles addresses a particular substance (e.g., alcohol) and explains how it
affects avariety of medical systems and disorders, such as diabetes, sleep, or depression.
The PRISM articles are aimed at primary care physicians and have been published in
peer-reviewed medical journals (they would be an excellent resource to post on
MedEdPortal).

Another way to integrate SUD content into the undergraduate curriculum would be to
establish behavioral expectations for each rotation. Students would be given training
resources (such as online modules) and expected to demonstrate what they have learned.
Again referring to the core competencies, the content is there. There could be specific
web-based programs for each rotation (e.g., three hours in pediatrics, OB-Gyn, surgery,
etc.).
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The knowledge and skills required to prescribe controlled substances appropriately need
to be integrated into the undergraduate medical curriculum. For example, only afew
medical schools devote any time to teaching students how to write a prescription, or how
to educate patients about the proper use of prescription medications. Appropriate
prescribing needs to be addressed in the broadest possible way in medical schools.

Another way to integrate SUDs into the undergraduate curriculum is to link the subject to
widely recognized epidemics such as HIV or hepatitis wherever they are taught.

Prompting Medical Schoolsto Act. The group members agreed that organizations like
COPE can be useful in providing an “umbrella’” whose members would represent AAAP,
ASAM, ACAAM, AMA, AMSA, APA, NAADPC, HPS-SAT, SNMA and other
organizations with an interest in training. Such coalitions have the strength that derives
from being multidisciplinary. Moreover, their members could perform specific functions,
such as serving as reviewers for MedEdPortal or providing mentoring through a Listserv
of medical school faculty who have teaching responsibilities.

The group also agreed that if JCAHO were to require screening and brief intervention as
asafety standard for hospital accreditation, the medical schoolswould have to take
notice. (This strategy was very effective in enhancing training about pain management,
which became virtually universal when JCAHO added assessment of pain as a hospital
quality standard.)

Finally, USMLE could be encouraged to include questions about screening and
intervention for substance use disordersin their clinical examinations. Other efforts
include working with the Medical School Objective Project as they consider a possible
report on behavioral change.

Work Group members were cognizant that none of these efforts, on its own, will change
the world, but together they can create an environment in which change is possible.
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Group 6: Strategiesfor Engaging the Public and Policymakers
Co-CHAIRS:
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Richard N. Rosenthal, M .D.

M EM BERS:
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NEXT STEPSAND CLOSING REMARKS

Bertha K. Madras, Ph.D., Conference Chair
Deputy Director for Demand Reduction,
Office of National Drug Control Policy (ONDCP)

| want to thank every one of the participants for the superb recommendations that have
come out of the Work Groups. These are wonderful recommendations from a most
thoughtful, enlightened group of people who are obviously leaders in the area of
substance abuse and medical education. Creating new strategies in the short time
availableis adifficult challenge, but one that you have met superbly.

The input from the Work Groups will be compiled in aworking document that can help
guide our field. | hope we can all work together in the future to implement the
recommendations and strategies articulated here.

We all are cognizant of the challenges we face in implementation. We will need to work
together and separately to encourage implementation through multiple Federal agencies,
through State agencies and local communities, the pharmaceutical companies, health
insurers, State medical boards, and the numerous other groups with a stake in these
issues.

We want to do everything in our power to interrupt, to arrest, and to attenuate the
progress of substance use disorders confronting individuals and their families before their
problems reach the level of emotional pain and physical damage that accompany
addiction.

ONDCP hopes that the process begun in these conferences will persist. Every participant
can facilitate and make sure that health care professionals will be educated about and find
SBI useful in their practices.

Above al, we share an absol ute determination to make the most positive changes
possible in this preventable and profoundly important public health problem. | hope all of
you are leaving with the same motivation that we have at the Federal level —to do your

best to disseminate what you’ ve heard, to implement what you can at your level, and to
help usin thisimplementation.
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on Medical Education in Substance Abuse
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the National Institute on Drug Abuse,

with support from

Ensuring Solutionsto Alcohol Problems at

The George Washington University Medical Center
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APPENDIX C: GLOSSARY & ACRONYMS

Glossary

Addiction. A primary, chronic, neurobiological disease, with genetic, psychosocial, and
environmental factors influencing its development and manifestations. Addictionis
characterized by three or more of the following behaviors occurring at any timein the
same 12-month period: tolerance; withdrawal; use in larger amounts or over a longer
period of time than intended; persistent desire or unsuccessful effortsto cut down;
spending a great deal of time in activities necessary to obtain alcohol or drugs (including
prescription drugs); giving up or reducing important social, occupational, or recreational
activities; continued use despite knowledge of having a persistent or recurrent physical or
psychological problem.

Co-occurring/comorbid disorders. The simultaneous presence of two or more
disorders, such as the co-existence of a substance use disorder with a psychiatric or
medical disorder. Use of the term carries no implication as to which disorder is primary
and which secondary, which disorder occurred first, or whether one disorder caused the
other.

Dependence. Used in three different ways. (1) physical dependence, a physiological
state of adaptation to a specific psychoactive substance characterized by the emergence of
awithdrawal syndrome during abstinence, which may be relieved in total or in part by
readministration of the substance; (2) psychological dependence, a subjective sense of
need for a specific psychoactive substance, either for its positive effects or to avoid
negative effects associated with its abstinence; and (3) one category of psychoactive
substance use disorder.

Prevention. Social, economic, legal, medical, and/or psychological measures aimed at
minimizing the use of potentially addictive substances, lowering the dependencerisk in
susceptible individuals, or minimizing other adverse consequences of psychoactive
substance use. Targeted preventive interventions constitute a system that targets
prevention activities to specific levels of risk. For example, universal interventions are
targeted to the public or awhole population group that has not been identified on the
basis of individual risk. The intervention is desirable for everyone in that group.
Universal interventions have advantages in terms of cost and overall effectiveness for
large populations. Selective interventions are targeted to individuals or a subgroup of the
popul ation whose risk of developing substance use disorders (SUDs) is significantly
higher than average. Therisk may be imminent, or it may be alifetimerisk. The basis
may be biological, psychological, or environmental. Indicated interventionsare
targeted to reach high-risk individuals who are identified as having minimal but
detectable signs or symptoms foreshadowing SUDs or biological or familial markers
indicating a predisposition for SUDs, even though they do not meet DSM-IV diagnostic
levels at the current time.
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Substance abuse. The problematic consumption or illicit use of alcoholic beverages,
tobacco products, or drugs, including misuse of prescription drugs. Abuse typically leads
to clinically significant impairment or distress, as manifested by one or more of the
following occurring within a 12-month period: recurrent use resulting in afailureto
fulfill major role obligations at work, school, or home; recurrent use in physically
hazardous situations; recurrent legal problems associated with use; continued use despite
persistent or recurrent social or interpersonal problems caused or exacerbated by the
effects of alcohol or other drugs, including prescription drugs. In the literature on
economic costs, substance abuse means any cost-generating aspect of alcohol or other
drug consumption; this definition differs from the clinical use of the term, which involves
specific diagnostic outcomes.

Substance use disorder. The spectrum of disorders encompassed in acohol and/or drug
abuse and dependence that is attributed to problematic consumption or illicit use of
alcoholic beverages, tobacco products, and drugs, including misuse of prescription drugs.

Modified from the U.S. Department of Health and Human Services, National Center for
Health Satistics (2000). Healthy People 2010. Hyattsville, MD: NCHS.

Acronyms

AAMC Association of American Medical Colleges

AACOM American Association of Colleges of Osteopathic Medicine
ABMS American Board of Medical Specialties

ACCME Accreditation Council for Continuing Medical Education
ACGME Accreditation Council for Graduate Medical Education

CME continuing medical education

FSMB Federation of State Medical Boards of the United States
LCME Liaison Committee for Medical Education

RRC Residency Review Committee

SUD substance use disorder
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APPENDIX D: PROGRESS REPORT

ONDCP continues to be engaged with the individual s, organizations and agencies that
participated in the 2004 and 2006 L eadership Conferences, and to encourage progressin
implementing the strategies endorsed by the conferees. Through these collaborative
efforts, significant steps forward have been achieved, although much remains to be done.
Examples of these advances follow.

Undergraduate Medical Education: The Association of American Medical Colleges
(AAMC) invited Dr. J. Harry Isaacson (a participant in the 2004 and 2006 L eadership
Conferences) to organize a session at AAMC's annual meeting to discuss the findings and
recommendations and how AAMC can participate in follow-up activities.

Asafirst step, AAMC has agreed to create a Listserv for use by medical school faculty
who having teaching responsibilities for substance use disorders, SBI, etc., to facilitate
sharing of information, dissemination of clinical models and best practices, surveys, etc.

Graduate Medical Education: At its 2007 annual meeting, the American Medical
Association’'s governing body, the House of Delegates, adopted areport calling for more
attention to substance use disorders in undergraduate and graduate medical education.
Shirley Kellie, M.D., who wrote the AMA report, attended the 2006 L eadership
Conference and incorporated some of the recommended strategies in the AMA policy
statement.

In addition to reaffirming existing AMA policy on medical education in substance abuse,
the report directed AMA staff and councils to:

1. Advocate for in-depth qualitative studies to facilitate the preparation of physicians
to care for patients with substance use disorders.

1. Facilitate the identification, dissemination, and implementation of successful
substance use disorder educational programs across the educational continuum.

2. Encourage the Accreditation Council for Graduate Medical Education (ACGME)
to include education about substance use disordersin their program accreditation
requirements.

3. Encourage the American Board of Medical Specidties (ABMS) to encourage its
member boards to include substance use disorder questionsin their certification
Process.

5. Through its Council on Medical Education, monitor and track implementation of
the recommendations of the December 2006 White House Office of National
Drug Control Policy Leadership Conference on Medical Education in Substance
Abuse.
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The full text of “The Status of Education in Substance Use Disordersin America's
Medical Schools and Residency Programs’ (CME Report 11-A-07) and the supporting
references are available on the AMA’ s website at www.ama-assn.org.

Continuing Medical Education: The Accreditation Council on Continuing Medical
Education (ACCME) has announced that it will feature courses on substance use
disorders among its new model CME programs.

To help physicians prescribe controlled drugs appropriately and avoid prescription drug
diversion and abuse, SAMHSA' s Center for Substance Abuse Treatment (CSAT) is
assisting leading medical organizations, educators and other experts with the
development and dissemination of a series of continuing medical education coursestitied
“Clinical Challengesin Prescribing Controlled Drugs.”

Modeled after CSAT’ s successful Buprenorphine Training Courses, the prescribing
courses are intended to raise the awareness of physicians about the abuse potential of
controlled drugs and to give them the specific knowledge and skills they need to (1)
assess their own prescribing practices and adjust them as required, (2) identify at-risk
patients and respond appropriately, (3) avoid being defrauded by patients or victimized
by thieves or other criminals, (4) adopt a collaborative approach in working with
pharmacists, regulators and law enforcement authorities, and (5) help raise colleagues
awareness of the issue.

The courses, which target primary care physicians, were launched in September and
October 2007 in Ohio, New Y ork, and Virginia. Eight more live courses will be offered
in 2008.

In addition, CSAT is collaborating with Medscape® to develop an online version of the
prescribing course for dissemination through Medscape' s MedGenMed website as a no-
cost CME offering. George Lundberg, M.D., medical editor of MedGenMed, chaired the
L eadership Conference work group on continuing medical education. Production work
on the online course is under way.

The National Institute on Drug Abuse (NIDA) has announced the establishment of four
Centers of Excellence for Physician Information, to be developed in collaboration with
the American Medical Association’s Research Education Consortium. The Centers areto
serve as national models to support the advancement of addiction awareness, prevention,
and treatment in primary medical practice. They will specifically target physiciansin
training, including medical students and resident physiciansin primary care specialties
such asinternal medicine, family practice, and pediatrics.

In its announcement, NIDA described the goals of the Centers of Excellence as “to raise
awareness among primary care physicians of drug addiction as a health issue and to
further facilitate the dissemination of knowledge as to how best to prevent, diagnose, and
treat patients struggling with abuse of and addiction to prescription and illicit drugs.”
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Activities to be conducted include identifying drug addiction knowledge gaps,
developing educational materials and resources for physiciansin training to address those
gaps, and determining the most effective means of delivering the information.

Theinitial Center sites are at Creighton University School of Medicine, the University of
Pennsylvania School of Medicine (in collaboration with Drexel University College of
Medicine), the University of North Dakota School of Medicine and Health Sciences, and
the Massachusetts Consortium of Medical Schools (including the University of
Massachusetts Medical School, Tufts University School of Medicine, Boston University
School of Medicine, and Harvard Medical School/Cambridge Health Alliance).

Through a partnership with Medscape®, the National Institute on Alcohol Abuse and
Alcoholism (NIAAA), physicians and other health professionals are able to earn
continuing education credits for an online activity based on NIAAA’s Helping Patients
Who Drink Too Much: A Clinician’s Guide.

NIAAA produced the Clinician’s Guide to help primary care and mental health care
practitionersidentify and care for patients with heavy drinking and alcohol use disorders.
The Guide recently was revised with new materials, including an update on medications,
a medi cations management program designed for easy use by health care professionalsin
nonspecialty settings; and a patient education handout with strategies for cutting down on
drinking.

Resear ch and Dissemination: The National Institute on Drug Abuse (NIDA) has
announced a new grant program to fund research on the treatment of prescription drug
addiction.

SAMHSA’s Center for Substance Abuse Treatment has funded the American Society of
Addiction Medicine to convene an expert panel to evaluate existing clinical guidelines on
the use of methadone to treat pain and to identify those that constitute “best practices.”

Nomenclature: The report of the 2006 L eadership Conference noted that “Words
matter, so . . . medical organizations [should be encouraged] . . . to adopt a standard,
clinically focused terminology.” The American Society of Addiction Medicine has
convened just such a panel, which is charged with devising arigorous and inclusive
process to refine the current nomenclature.

Payment for Services. ONDCP helped to negotiate an agreement with the Centers for
Medicare and Medicaid Services under which state Medicaid programs are alowed to
reimburse physicians for time spent delivering Screening and Brief Intervention (SBI)
services.

ONDCP and other organizations also have persuaded the American Medical Association

to adopt new CPT codes for Screening and Brief Intervention, thus enabling physiciansto
seek reimbursement for such services.
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The group Ensuring Solutions to Alcohol Problems at The George Washington
University School of Public Health has devel oped a cost calculator to help health plans
determine the expected prevalence of alcohol and drug problems in the populations they
cover and the cost savings to be achieved by offering a benefit for Screening and Brief
Intervention (SBI). Ensuring Solutions estimates a $2.80 return on each dollar invested
in SBI, which is comparable to the cost benefits of covering diabetes, depression, and
asthma di sease management.

Medical Licensing Boards. At itsannual meeting in May 2007, the Federation of State
Medical Boards (FSMB) adopted a resolution calling for the development of methods
and modules of information to use in educating medical students, residents and practicing
physicians regarding the identification of substance use disorders, brief intervention, and
the proper prescribing of controlled substances. The Federation is a national not-for-
profit organization representing the 70 state medical licensing boards of the United States
and itsterritories, including 14 state boards of osteopathic medicine. The Federation’s
mission is continual improvement in the quality, safety, and integrity of health care
through the development and promotion of high standards for physician licensure and
practice.

Development of the new policy was led by William L. Harp, M.D., head of the Virginia
Board of Medicine, who represented FSMB at a December 2006 National Leadership
Conference on Medical Education in Substance Abuse. The FSMB statement closely
parallels the recommendations from the L eadership Conference work group on licensure,
accreditation, and standards, which Dr. Harp chaired.

The final resolution places the Federation on record as encouraging the state medical
boards:

1. To place arenewed emphasis on physician competence in Screening and
Brief Intervention (SBI) for substance use disorders and appropriate prescribing
of controlled substances.

2. To secureteaching timein the curricula of medical schoolsin their states to focus
on substance use disorders and appropriate prescribing practices.

3. Tointerface with medical residents on relevant topics, including substance use
disorders.

4. To consider strengthening the content of licensing and proficiency examinations
regarding substance use disorders.

In addition, the resolution calls for inclusion of substance abuse education in the

Federation’ s ongoing Work Group on Education of Medical Students and Residents on
Professionalism and its Relationship to Licensure and Regulation.
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APPENDIX E: SBI INSTRUMENTS
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