
PERSPECTIVE
Partnering with Psychiatry to Close the Education Gap: An
Approach to the Addiction Epidemic
Jeanette M. Tetrault, M.D.1 and Ismene L. Petrakis, M.D.2,3

1Department of Internal Medicine, Yale University School of Medicine, New Haven, CT, USA; 2Department of Psychiatry, Yale University School of
Medicine, New Haven, CT, USA; 3VA Connecticut Healthcare System, West Haven, CT, USA.

Addiction has reached epidemic proportions in the U.S.,
yet the workforce prepared to care for this population is
woefully inadequate. Of the 23 million Americans suffering
from addiction, only 11% receive treatment, creating a sub-
stantial treatment gap. There have been calls to improve
addiction education at all levels of training in order to pre-
pare medical providers with the skills to identify patients
with substance use, briefly treat if indicated, and/or refer
more complex cases to specialty care. These calls have been
put forth to address the education gap, wherein physicians
in training are exposed to numerous patients who are suf-
fering from addiction but have few curricular hours dedi-
cated to the identification and management of this popula-
tion. We propose that strategic partnerships between psy-
chiatry and internal medicine can address the education
gap that exists with regard to addiction, ultimately address-
ing the treatment gap which is plaguing this country.
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W ith surging rates of overdose death, now surpassing
motor vehicle accidents as the leading cause of

injury-related death in this country, the opioid epidemic in
the U.S. has prompted a great deal of soul-searching, leading
to action among lawmakers at many levels up to the U.S.
federal government, and has included a rare bipartisan effort
in Congress to address this problem.1 The Comprehensive
Addiction and Recovery Act (CARA), signed into law in
July 2016, expands treatment access to patients in need. Ad-
ditionally, the U.S. Surgeon General issued a report in No-
vember 2016 with a call to action to reduce stigma and raise
awareness of the impact of addiction in this country.2, 3 These
efforts may be threatened if significant changes are made to
the Affordable Care Act (ACA) by the current administration,
as Medicaid expansion has improved treatment access, and the
ACA considers treatment for substance use disorders an
essential health benefit.4 Therefore, access to addiction

treatment will likely be affected with changes to health care
legislation. It is important to note that the current administra-
tion has established a bipartisan commission to address the
opioid epidemic.
Along with the federal government's recent emphasis on

access to opioid treatment, one initiative proposed by the
White House Office of National Drug Control and Policy
(ONDCP) was to request, inMarch 2016, that medical schools
sign a pledge that stated, BBeginning Fall of 2016, we will
require all students to take some form of prescriber education
in line with CDC [G]uidelines [for Prescribing Opioids for
Chronic Pain] in order to graduate.^ While 61 out of 170
medical schools nationwide signed the pledge, others, includ-
ing our institution at Yale University School of Medicine,
found that signing the pledge alone was woefully inadequate
in addressing what is one of the main barriers to providing
comprehensive and adequate treatment: the lack of quality
teaching in evidence-based approaches to the identification,
prevention, and treatment of addiction. The inadequate focus
on addiction education has even prompted students them-
selves from several medical schools to seek outside training
in lifesaving measures to deal with opioid overdose and to
request improved curriculum in order to better prepare them to
become physicians in the face of the current crisis.5

Although the recent attention to the opioid epidemic presents
a unique opportunity to advocate for action, it is important to
recognize that the opioid crisis is only part of a larger public
health threat, namely addiction. It is clear that overdose deaths
contribute substantially tomortality. Additionally, recent Centers
for Disease Control and Prevention (CDC) data suggest that
there is a marked increase in death among white middle-aged
men due to drug and alcohol poisoning, suicide, and chronic
liver disease related to alcohol and other drug use.6 Despite the
large burden of disease and its public health impact, addiction
continues to be one of the most stigmatized—and from a
layman’s perspective, poorly understood—chronic diseases in
this country.7–9 Addiction is not only stigmatized among the
general population; even within the hallowed halls of medical
training, a Bhidden curriculum^ exists whereby some seasoned
clinicians pass on the sentiment that addiction is a moral failing
on the part of the patient and the assumption that addiction
cannot be adequately treated.10, 11 This has created a situation
where individuals who suffer from addiction may not recognize
their own symptoms or may minimize them and find it difficult
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to access quality treatment, especially treatment that is appro-
priately planned and not fraught with pejorative consequences.
Further, both patients and physicians may experience the
relapsing/remitting natural history of the disease as a Btreatment
failure,^ further perpetuating the stereotypes.
In addition to stigma, there are important factors contribut-

ing to a widely recognized treatment gap, whereby only 11%
of the 22 million Americans suffering from addiction actually
receive specialized treatment.12 These factors include poor
reimbursement structures to remunerate physicians who prac-
tice this work (despite major advances with Mental Health
Parity and Addiction Equity Act of 2008) and a lack of
quality-trained providers entering the workforce.13 Addition-
ally, of the 19 million people with a substance use disorder not
receiving treatment, upwards of 96% do not perceive a need
for treatment, possibly influenced by a lack of provider edu-
cation in the identification and assessment of the disorder in
this population of non-treatment-seeking individuals.12 Calls
for improved physician education in this area have been put
forth and have slowly resulted in positive change.14 Many
training programs are devoting more curricular time to ad-
dressing addiction at all levels of medical training, and several
national organizations—including the American Academy of
Addiction Psychiatry and the American Society of Addiction
Medicine—have expanded their efforts to provide practicing
physicians more training in addiction. Additionally, there are
now two pathways to becoming board-certified as an addiction
specialist, either through addiction psychiatry or, more recent-
ly, through addiction medicine, both with established fellow-
ship training programs nationwide.13 There are 45 Accredita-
tion Council for Graduate Medical Education (ACGME)-
accredited addiction psychiatry fellowship training programs
in the U.S., and since 2011, the American Board of Addiction
Medicine has accredited 47 addiction medicine fellowship
training programs.
Despite these advances in educational opportunities in ad-

diction psychiatry and addiction medicine, an education gap
exists between the clinical settings in all specialties of medi-
cine in which there are significant numbers of patients suffer-
ing from addiction, and the amount of curricular time devoted
to training in addiction across the training spectrum.5, 15

Several recent reviews and expert panels have suggested that
the number of curricular hours devoted to training in addiction
is a mere fraction of the time devoted to other chronic diseases
often encountered in general psychiatry and general medi-
cine.15–17 Additionally, the traditional structure for medical
education has created silos of curricular content among aca-
demic departments, which makes both inter-departmental and
interprofessional collaboration extremely challenging.
At our institution, we are committed to the concept that

strategic partnering between psychiatry and medicine to ad-
dress the education gap in addiction training at all levels of
medical education—from medical students, to residents, to
fellows, to faculty and physicians in practice– will improve
knowledge and skills among trainees and attendings.

Additionally, with strategic partnerships working to reduce
the stigma associated with this life-threatening disease, we
will be able to develop a workforce of quality-trained pro-
viders who will close the treatment gap for the numerous
patients who are in desperate need of help. This includes not
only training addiction specialists, but perhaps more impor-
tantly, arming providers who practice in general medical set-
tings with the tools necessary to identify, prevent, and treat
addiction.
We believe that it is crucial to start early in medical school

training, as attitudes and interests are influenced by early
educational experiences. In response to the March 2016
ONDCP call to sign the pledge, we have developed a com-
mittee co-led by two physicians, one trained in addiction
psychiatry and the other in addiction medicine, to create an
addiction-focused curriculum thread with measurable goals
and objectives that spans the 4 years of undergraduate medical
school training. This curricular thread will complement an
already established thread focused on comprehensive pain
assessment and treatment and safe opioid prescribing. Addi-
tionally, we continue to partner to deliver case-based and
evidence-based addiction-focused content to house-staff train-
ing in several disciplines at our institution. Lastly, being an
institution that offers fellowship training in both addiction
psychiatry and addiction medicine, we have found that sharing
both didactic and experiential training for our advanced
trainees not only strengthens the quality of the training expe-
rience but also improves trainee satisfaction, and may ulti-
mately improve patient care.
We recognize the complementary nature that psychiatry and

medicine bring to both treatment and education in addiction
medicine. There are multiple comorbidities often associated
with addiction, including serious mental illness, post-
traumatic stress disorder, chronic infectious diseases including
HIV and hepatitis C, and chronic liver disease. By partnering
to enhance educational content offered throughout the training
spectrum, from students through physicians in training, we not
only drive home its importance and focus on treatment of
comorbid conditions, but we also avoid curricular redundancy
and replace it with strategic repetition for skill development.
Understandably, these partnerships require time and support.
Sometimes the most successful and lasting partnerships are
born of a coordinated response to a local or regional need. This
may come in the form of a clinical, educational, research, or
legislative call to action.When considering partnerships for an
educational need, the inclusion of the curriculum committee or
graduate medical education committee is essential, as is gar-
nering departmental support.
The risk of any curricular restructuring proposal is the

suggestion that other important educational content needs to
be supplanted. At our institution, we have sought to minimize
this within the medical school training by first examining the
content of the existing curriculum and streamlining existing
content, removing outdated material, making recommenda-
tions on language to avoid perpetuating stigma, and marketing
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content as Baddiction-related.^ As a result, we have recom-
mended little additional content, and rather have focused on
the development of five priority areas for addiction education:
etiology and public health impact; evaluation for substance
use and substance use disorders; pharmacological treatment;
psychosocial treatment; and overdose prevention. With any
new curricular innovation, it is important to consider both
trainee and program evaluation. Focusing trainee evaluation
on knowledge and skill acquisition is a reasonable initial
approach. The creation of standardized patient sessions or
observed structured clinical examinations can be particularly
attractive to course directors or trainee review committees,
because these approaches allow for structured trainee feed-
back. Partnering with faculty who are experienced in program
assessment can be particularly advantageous for program
evaluation.
Other addiction-related educational efforts at our institution

have focused on residency training initiatives,18, 19 coordina-
tion of fellowship activities,20 and development of continuing
educational activities at the local, regional, and national levels.
As with curriculum development for medical student educa-
tion, coordination and collaboration has proven to be benefi-
cial with these teaching initiatives.
With overdose deaths reaching record numbers, the

perpetuation of stigma regarding addiction as a moral
failure, and inadequate training experiences at all levels
of medical training, a coordinated effort to educate the
next generation of providers in approaching the chronic
disease of addiction is a must. We recommend that at
institutions where both addiction psychiatry and addiction
medicine exist, department leaders work together to foster
the development of these strategic partnerships. These
relationships have the potential to translate to meaningful
departmental collaborations at both nearby and distant
institutions, and will only promote the importance of
partnering to address a nationwide epidemic. Physicians
in all disciplines of medicine need to understand the
impact addiction has on numerous facets of medicine
and public health. We firmly believe that partnerships
between psychiatry and medicine are essential in address-
ing the education gap with regard to addiction, and a
necessary component in closing the treatment gap that
so negatively contributes to the toll this deadly disease is
taking on our society.
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