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Introduction

Over 10 years ago, a systematic review by Rasyidi et al. (1) highlighted grave
concerns about the split between addiction medicine and addiction psychiatry in the
USA. It also expressed concerns about gaps in the curriculum and competencies from
undergraduate education through to residency. The review argued that the integration of
addiction training should be primarily focused outside of psychiatry and made a strong
argument for standardizing the assessment of the training provided using validated
scores to measure progress (1). Another review by Ayu et al. (2) demonstrated that
the literature only holds descriptions of the curriculum and training structure for a
handful of countries (United States, Canada, Australia, United Kingdom, Germany
and Netherlands), identifying significant gaps in our knowledge of how addictions are
taught (2).

Since then, substance use and addiction have remained unaddressed problems in
medicine. Previous large-scale public health policies, such as three decades of “war on
drugs” in the USA, have drained public resources and failed to impact the prevalence of
addictions significantly (3). The World Drug Report 2021 demonstrates that the potency
of substances is increasing while the public perception of risk from use is decreasing.
This development follows a global increase in substance use by 22% over the past
decade. There are also grave concerns around unexpected global events such as a four-
fold increase in access to illicit substances obtained from “the dark web” during the
COVID-19 pandemic (4).

Attempts to estimate the global financial cost of drug abuse poses many challenges
and often fail the capture the wider issues. However, the catastrophic impacts on
individuals are well documented and include physical and mental health conditions,
ranging from infectious and respiratory disease to trauma and depression. Most
concerning, considering the lack of international policy developments to tackle it, is
that drug use is currently the sixth most common cause of death in 15-49-year-olds
(5). While there is an increasing awareness of mental health problems, it has not yet
become common to address the similar stigma associated with addictions in public and
medical settings.

We can't treat what we can't see

International research consistently demonstrates the high prevalence of drug and
alcohol morbidity among patients presenting for health care services. A large audit of
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patients presenting to Australian emergency departments found
that over one-third of patients had a drug and alcohol problem
that was contributing to their current presentation and requiring
intervention. Unfortunately, these concerns are frequently
unidentified, increasing the risk of inappropriate treatment and
patient management. This also makes it difficult for hospital
services to plan sufficient interventions (6).

Whilst there is a clear need for specialist care regarding
addictions, it is vital to remember that drug and alcohol issues
are not bespoke, and all healthcare professionals should have
essential core competencies in addiction. Unfortunately, the
exposure to addictions in medical school is variable, often not
entering curriculums until after graduation. Ayu et al. have
proposed a set of basic addiction core competencies for doctors,
highlighting the appropriate knowledge, attitudes, and skills in
addiction that doctors should achieve at each education level.
While specific areas of knowledge are not outlined in detail,
these skills are vital to the provision of holistic, evidence-based
healthcare (7).

A focus on theory alone will not be sufficient. Lubman
et al. demonstrated that despite acknowledgment of the need for
varied health professionals to undertake training and “expand
the curriculum”, the limited clinical exposure and appropriate
supervision regarding working with people living with primary
and co-occurring substance use problems amplifies the evident
issues around recognition, screening and ultimately the ability to
provide effective intervention (8).

There are some recent examples of improving postgraduate
exposure to addiction. The 2021 Royal Commission into
Victoria’s Mental Health System helped introduce mandatory
psychiatry rotations for all junior medical staff and has been
hailed as a positive development in increasing mental health
knowledge and reducing stigma (9). While an important step,
there is a clear need for a similar development for addictions.
As such, early work in integrating mental health and addiction
services could be introduced at the medical student level.
It has been demonstrated that spending one of six weeks
of a psychiatry rotation focused on addiction will increase
knowledge of substance use. This should be considered an
acceptable trade-off considering the study also showed that
the overall gains from the mental health component were not
lost (10).

Hearing the stories

A persistent theme in addiction is the lack of health
professional knowledge. It is well established that this often
reinforces stigma and a lower prioritization of addiction
as a core issue in medicine. In the UK, nursing students
completing a 3-year program demonstrated no increase in
knowledge and skills of addiction between the beginning and
end of their degree. While this likely represents a lack of
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structured training and education, it was further found that
the clinical experiences they had with patients had negatively
affected the “therapeutic commitment.” This is an even greater
concern because stigma appears to be increasing when clinical
contact lacks relevant supervision, reflection and education.
It remains unclear if the attitudes seen are generated from
the clinical experience directly or passed on from senior staff
members, which would be helpful information in targeting
intervention (11).

Importantly, the current zeitgeist of addiction is shifting.
The Rethink Addiction campaign in Australia is an independent
campaign representing a collaborative industry effort to reinvent
addiction services through evidence-based information and
linkages to support. Rethink Addiction was formed to educate
and advocate for the need to change Australias attitude and
approach to addiction. Key to addressing the widespread and
damaging misunderstandings of addiction and the associated
stigma is the encouragement of those with lived and living
experiences to share their stories of hope and recovery. Sharing
the real stories of addiction demonstrates that this complex
issue does not only touch all humans but reinforces that help
is available and change is possible.

It is postulated that exposing health professionals to these
stories can function as a primer to eliciting a cultural change
in medicine. This becomes increasingly important considering
the effects of clinical exposure without context as outlined
above. A starting point would be to better see addiction
as a core competency in medicine and something that all
health professionals have a duty to provide evidenced based
interventions for.

Specialist pathways

There is currently no established single pathway for
training an addiction physician. In the United States, addiction
medicine and addiction psychiatry have been listed as medical
specialities accredited by the Accreditation Council for Graduate
Medical Education since 2015 and 1993 with 1- and 2-
year training fellowships, respectively (12, 13). In other
countries, like the United Kingdom and Australia, addiction
training is primarily split between psychiatry, physician and
primary care (family medicine) training colleges with varying
degrees of collaboration and standardization of curriculums
(14). These training colleges face important debates regarding
whether addiction training should be more generalized to all
psychiatrists or a specialist concern. Despite this, addiction
problems and their consequences are equally seen and
managed by pain specialists (particularly opioids), emergency
physicians (overdoses and intoxication) and general medicine
(detoxification and complications from use). This means that
upskilling the current workforce needs input from all these
medical stakeholders (12).
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TABLE 1 Overview of key challenges facing addiction training in medicine.

Challenges in addictions training

No agreed training pathway

competencies in addiction (7, 14)

Workforce education

10.3389/fmed.2022.1062096

Addiction training is currently split between primary care and psychiatry, (12, 13) with limited collaboration on core

There are identified gaps in addiction training for nurses, (11) medical students (10) and general medicine (17) and

psychiatry trainees (15) surrounding knowledge of disorders and the competency and confidence in treating them

Substance use disorders not identified
(6,8)

Novel therapeutics

Outdated training, often due to rapid changes, means that substance use problems are not identified in clinical settings

Development of new interventions such as virtual reality (19) and long-acting injective buprenorphine (18) means the

treatment landscape is rapidly changing and requires a continuing medical education focus

New diagnoses on the horizon

Psychedelics

New technology means the introduction of new addictive behavioral disorders like Internet gaming disorder (20)

Re-ignited focus on the use of psychedelics in psychiatry means legislative and clinical challenges will need more research

around microdosing, use with psychotherapy with need for a measured debate (21)

Common framework that defies stigma

Old anti-drug campaigns have failed and there is need for new frameworks, such as brain capital, to describe addictions

with a focus on stories and lived experiences (22)

While most members of the public will look to the
psychiatrist as an addiction expert, most training programs only
have limited coverage of addictions. In a survey of psychiatric
trainees in 30 European countries, only 59% had training in
drugs and alcohol. Of these, 43% reported problems with their
training. This is a particular concern due to the significant
variations in training opportunities, systems and curricula across
Europe, demonstrating a greater role for regional organizations
(15). The situation is even worse in low- and middle-income
countries, which are simultaneously seeing the most rapid
growth in the prevalence of drug use and the availability
of addiction specialists will be even less. The solution can,
therefore, not rely on doctors alone (4, 16). Similar gaps are
seen in general internal medicine residents in the USA, where
the majority report being unprepared to treat substance use
disorders (17).

Large and rapid changes

Outdated curriculums and limited exposure to substance
use disorders do not only make the medical workforce unfit
for the current landscape. On the horizon loom a wide range
of new developments, challenges and treatments that require
understanding and involvement in legislative developments and
policies. Most recently, the treatment option of long-acting
injectable buprenorphine (LAIB) is moving through countries
as a game-changer in the management of opioid use disorder. It
remains unclear how LAIB affects other co-occurring addictions
and prescribing is still often limited to specialist treatment
providers as opposed to primary care. Overall, LAIB provides
a wide range of benefits from reduced cost, stigma, improved
stability across multiple domains and allows more time to engage
in society (18).
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Following increasingly widespread use in medicine and
psychiatry, Virtual Reality interventions have just started
exploring treatment options for addictions, such as cue exposure
therapy for substance cravings. While promising, virtual
therapies have yet to fully identify all potential adverse effects,
which needs increased focus. Similarly, functional neuroimaging
is beginning to uncover how addictive behaviors alter brain
structure and functioning (19). This development parallels
the only recently recognized internet gaming disorder, which
is a behavioral addiction with minimal treatment options
worldwide. More concerningly, this is increasingly diagnosed
even before new gaming technologies with enhanced immersion,
like mixed realities, have reached full maturity (20).

On the horizon is the use of psychedelic drugs through
microdosing alone or in combination with psychotherapy,
where several studies are currently providing the relevant
evidence base to consider efficacy (21). The next step for
psychedelic treatments will be the consideration of legislative
changes if clinical use is to occur. If this process is left to
politicians and people with vested interests alone, there is
a substantial risk of laws and policies being made without
sufficient evidence underlining them. It is, therefore, essential
that research is carried out by independent academic institutions
that can facilitate measured, impartial discussion in weighing up
benefits and harm to counter the reduced perceived harm by the
general public (4).

Mental health and neuroscience are increasingly utilizing
the concept of Brain Capital as a common framework that
can explain the consequences of inaction on matters that affect
the brain health of the wider population. This concept helps
reduce stigma, explain the impact of disorders, target investment
and capacity building from businesses and organizations
and promotes an evidence-based approach to public policy
development. Using such frameworks can potentially help the
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general public understand that addiction is not only a problem
for the individual patient but rather a societal issue to be
addressed. Addiction medicine would benefit greatly from the
lessons learned from Brain Capital in framing how illicit
substance use and addictions impact the cognitive reserve,
workforce availability and overall well-being of the population. It
could also help communicate the financial consequences of not
acting now as a driver for addressing the rapid changes outlined
above (22). An overview of the challenges faced is outlined in
Table 1.

Discussion

In this article, we have outlined how the two fields of
addiction medicine and addiction psychiatry lack not only an
internationally recognized structure but also that substance
use disorders are not satisfactorily taught in undergraduate
and postgraduate medicine and nursing. While over 10 years
have passed since the last systematic review of addiction
training, the issues identified remain unaddressed, while the
prevalence of substance use has worsened with new challenges
and an outdated curriculum. We urgently need a full review of
international developments since then. It will also be equally
important to develop a greater understanding of the structure
of addiction training outside the Western countries mentioned
in order to observe international trends and guide development.

Coordinated work between medical specialities, training
organizations and universities is needed to establish a training
framework to implement already identified core competencies
while allowing for the incorporation of rapidly changing
developments like new treatments, technologies and legislation.
Though some core competencies have already been suggested,
further work should detail the specific knowledge needed. New
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