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ABSTRACT

Physicians have traditionally asked about substance use
within the Social History section of the consultation note.
Drawing on social science theory and using the authors’
own experiences as generalists and addiction scholars, we
consider the possible unintended harms associated with this
approach. The inclusion of the substance use history within
the Social History reproduces the discourse of substance use
disorders as “life-style choices” rather than medical con-
ditions, and reinforces stigma among healthcare workers
through the attribution of personal responsibility for com-
plications associated with problematic substance use. The
ongoing placement of the substance use history within the
Social History may lead to a failure to diagnose and make
appropriate management plans for clients with substance
use disorders. These missed opportunities may include
inadequate withdrawal management leading to discharge
before medically advised, insufficient use of evidence-based
pharmacotherapy and psychotherapy, polypharmacy, medi-
cal complications, and repeated admissions to hospital. We
argue instead that the Substance Use History should be a
stand-alone section within the consultation note. This new
section would reduce the invisibility of substance use dis-
orders within our medical systems and model that these
chronic medical conditions are amenable to prevention,
treatment and harm reduction through the application of
evidence-based practices.
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INTRODUCTION

The importance of the Social History within the medical
consultation note has received significant attention from
medical educators over the last 15 years. Typically, physi-
cians ask about Tobacco, Ethanol and Drugs (“TED”) within
the Social History. In the following paragraphs, we criti-
cally examine the possible unintended harms associated with
this approach. To do so, we draw on social science theory,
our own experiences as generalists and addiction medicine
scholars, and the evolving science of addiction medicine.

CASE

A 30-year-old woman presented to an outpatient addiction
medicine clinic. She reported having seen over ten physi-
cians during the preceding 2 years for complications associ-
ated with intra-nasal cocaine use, including a myocardial
infarction and a nasal-septal defect. Over those 2 years, her
use of cocaine had escalated from 1 g every 3 daysto 1 g
daily. She understood that her health was deteriorating and
wanted to stop using cocaine, yet she had been unable to
do so. Consultations from other specialist physicians were
reviewed. The “Past Medical History” and “Assessment”
sections read: acute coronary syndrome, nasal-septal defect,
insomnia, anxiety. Under “Social History” or “Habits” was
listed, “cocaine use, no IVDU”. The consultation notes did
not include cocaine or stimulant use disorder under the “Past
Medical History”, or “Assessment” sections. None of the
consultants had developed a medical management plan or
referred her to specialty care for stimulant use disorder, the
medical condition underlying her repeated visits.
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“MAKING STRANGE” — THE INVISIBILITY OF
SUBSTANCE USE DISORDERS

In their article, “Looking back to move forward: Using
history, discourse and text in medical education research”,
Kuper et al. introduce discourse analysis as a tool to
question assumptions in medical education, and “make
strange”, the “things that we accept as ‘normal’ because
they are so familiar, so engrained in routine, so natural-
ized, that it becomes difficult to imagine that the world
could be organized in any other way”.! The authors argue
that problematizing dominant discourses in medicine can
help advance our field by uncovering power imbalances,
advancing change, and training physicians who provide
better care. For those of us who are clinicians, having
trained first as generalists and then in the burgeoning spe-
cialty of addiction medicine, these ideas make intuitive
sense. The discipline of addiction medicine has gained
recognition in the last decade, receiving status as a stand-
alone specialty in the USA? and similar status in Canada®
during this time. This evolution has allowed us to infor-
mally employ what French social theorist Michel Foucault
called an “archeological” approach to discourse analysis.*
That is, we have the unique perspective of experiencing
dominant discourses around substance use in medicine
from both the generalist and specialist perspectives at a
time of rapid change in our field. During our training, we
often saw individuals with medical complications of sub-
stance use disorders admitted to hospital and discharged
without receiving treatment for their underlying substance
use disorder, as in the case above. Now, as specialists and
scholars in addiction medicine, we see clearly the short-
comings of this approach and the importance of “making
strange” this practice and its associated discourses.

DISCOURSE ARCHITECTURE OF THE CONSULTATION
NOTE

Discourse architecture describes the environments or
structures that either support or constrain conversations,
discussions, and the exchange of ideas.”® In the context
of the initial consultation note, within the medical record,
architecture might be considered the broad categories that
are typically included (Reason for Referral, Chief Com-
plaint, Past Medical History, Medications etc.), the order
of these categories, and the space dedicated to each. The
architecture of the conventional consultation note is pre-
defined and constitutes a central tradition in academic
medicine.” This architecture is highly uniform and is
reproduced wherever Western medicine is taught.” Medical
students learn to investigate, conceptualize, and describe
the patient’s presenting illness through this strictly ordered
narrative.” This consultation structure is employed by

physicians for a number of reasons — to facilitate com-
munication between health professionals, to reflect the
patient-provider encounter, to outline the problems facing
the patient in a succinct way, and to let the reader under-
stand what led the clinician to make a particular diagnosis
and treatment plan.”®

SUBSTANCE USE AS SOCIAL HISTORY

The Social History forms part of the architecture within
the initial consultation note. Medical students are typically
taught to ask about substance use within the Social History
section of the consultation note, and the use of tobacco, etha-
nol and drugs is often considered a starting place in elic-
iting the Social History.”!? Over the last 15 years, as our
understanding of the importance of the social determinants
of health has increased, some physicians have called for an
increased emphasis on the Social History.”!! The Social
History has been identified as highly important for building
rapport with patients'?, in understanding the etiology of dis-
ease,”!'? and for appreciating the social and structural factors
that impact health.!! We echo the importance of a thorough
Social History and the need to understand the relationship
between social and structural forces and substance use for
each client. This information is also critical for developing a
treatment plan that addresses the social factors that perpetu-
ate substance use or trigger return to use. However, these
calls for a more inclusive Social History have not problema-
tized the collection of the substance use history within this
section of the consultation note.

Consumption of substances is a common human experi-
ence — among Americans 12 years or older, 57.8% or 161.8
million reported consuming non-caffeine psychoactive sub-
stances in the last month.' As such, it is important to under-
stand how substance use affects health for persons with and
without substance use disorders. Medical and psychiatric co-
morbidities are also common in persons with substance use
disorders'*'?, making the substance use history important
for generalist and subspecialist physicians. It is estimated,
for example, that 40-80% of individuals with a substance
use disorder have another mental health diagnosis'’'. At
present, however, the substance use history is often buried
within a complex Social History including how a person
earns a living, their relationship status, and whether they
are housed. For those who do have substance use disorders,
including the 23.6 million Americans with tobacco use disor-
der,'? the status quo disproportionately impacts their health.
Heart disease, diabetes, and depression would not be listed
under Social History, although, like substance use disorders
these are conditions that may have complex genetic, social
and structural aetiologies.”” And yet, the problematic use of
alcohol, tobacco and fentanyl — some of the leading causes
of preventable death in the USA!*?!1:?? find themselves
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neglected and excluded from medical focus. Inclusion of
the substance use history within the Social History is a
vestige of a time when we knew little about the underlying
neurobiology of addiction to psychoactive substances and a
time when we had few treatment options. The last decades
of research, however, have illuminated the pathophysiology
of substance use disorders and the neural circuitry involved
in pleasure and reward, motivation and self-control.?® This
understanding has propelled advances in the treatment of
substance use disorders. We now have effective pharmaco-
logical treatments for opioid use disorder’*?, alcohol use
disorder,?%?” tobacco use disorder?® and efficacious behav-
ioural treatments for most substance use disorders> 2, all
of which deserve increased attention. In the case presented
above for example, a referral for contingency management or
cognitive behavioural therapy for stimulant use disorder may
have prevented complications associated with stimulant use.

REPRODUCTION OF STIGMA IN HEALTHCARE

Stigma toward persons with mental illness and substance use
disorders within health professional education and health-
care settings has been described as structurally embedded,
that is, reproduced through practices and policy>>. Here,
we argue that the physical space devoted to a substance use
history within the Social History reinforces the hidden moral
curriculum or discourse in medicine which sees substance
use disorders as a “habit” or “life-style choice” rather than
a chronic medical condition. This attribution of personal
responsibility among healthcare providers leads to negative
opinions regarding persons with substance use disorders and
contributes to poorer care.>*3 Unsurprisingly, avoiding
experiences of stigma is one of the most common reasons
people with substance use disorders do not seek treatment
or do not complete treatment.**

GAPS IN CARE

It is not just that collection of information in this way is
stigmatizing; it also impacts our ability to provide appropri-
ate, person-centred, and evidence-based care. Ethnographic
research has demonstrated that it is in formulating the
abstracted representation of the patient via the consultation
note that the crystallization of a “manageable problem” takes
place.® Indeed, the inclusion of a diagnosis of substance use
disorder on the problem list can serve as a starting point for
this crystallization and provide an impetus for the provider
to include a management plan for that condition. When this
does not take place, opportunities for high-quality care may
be missed. As medical and psychiatric co-morbidities are
common in persons with substance use disorders, the reason
for presentation, as in the case presented, may not be the
substance use disorder itself. Multiple studies suggest that

among persons admitted to hospital with infectious com-
plications associated with injection drug use for example,
there are large gaps in the identification of substance use
disorders by both admitting and consulting teams, leading to
discharge summaries with no plans for pharmacotherapy or
linkage to evidence-based substance use treatment outside of
the hospital.***? This lack of a treatment plan may contribute
to the underutilization of evidence-based pharmacotherapy
and other treatments for substance use disorders. For exam-
ple, it is estimated that less than 1% of persons with alcohol
use disorder in Canada access first-line medications for the
condition****, and that fewer than 30% of patients with opi-
oid use disorder access opioid agonist therapy.*>**¢

Similarly, the failure to document substance use diagno-
ses and management plans may lead to inappropriate pre-
scribing of medication to treat associated symptoms such as
anti-psychotics for substance-induced insomnia or selective
serotonin reuptake inhibitors for substance-induced mood
or anxiety disorders. This polypharmacy is often unhelp-
ful,*”*® and has been demonstrated to worsen outcomes in
some double-blind randomized controlled trials.**>°

The absence of documentation of substance use disor-
der diagnoses in the consultation note may also lead to the
reproduction of the invisibility of substance use disorders in
hospital settings. In 2020, 11.3% of US hospital discharges
for alcohol-related admissions and 20.5% of discharges for
opioid-related admissions were designated “Against Medical
Advice”.’! These premature discharges have been associ-
ated with a failure to meet the needs of patients who use
drugs while in hospital. This includes inadequate withdrawal
management and pain control as a result of discrimination
against people who use drugs, and hospital policies that are
not harm-reduction-informed.’*>* Documentation of the
substance use history, formulation of substance use disor-
der diagnoses and the creation of appropriate management
plans could improve withdrawal management in-hospital
and reduce the incidence of discharges before medically
advised.”

In sum, the use of the Social History to document the
substance use history can lead to missed substance use
diagnoses and the absence of treatment planning, includ-
ing inadequate withdrawal management. The downstream
impacts of these failures may include insufficient use of
evidence-based pharmacotherapy and psychotherapy, poly-
pharmacy, the development of substance-related complica-
tions, discharges before medically advised,> and repeated
admissions to hospital.

MAKING SPACE FOR THE SUBSTANCE USE HISTORY

We propose instead that the Substance Use History should
occupy its own space within the consultation note. This
proposed section would include, at minimum, a history of
all non-medical psychoactive substances used, including
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amount, frequency of use, and last use. The use of substances
has impacts on a multitude of medical and psychological
presentations regardless of whether there is a substance use
disorder diagnosis, and therefore, this basic information is
appropriate for all subspecialty and generalist evaluations
because it can affect diagnosis, prognosis, and treatment
decisions. When heavy or frequent use is present, it is criti-
cal to ask about any history of substance-related withdrawal,
including complex withdrawal syndromes such as alcohol
withdrawal seizures or delirium so that appropriate with-
drawal management plans can be made. Depending on the
answer to these initial questions as well as the reason for
referral, the section might also include age of onset, evolu-
tion of use over time, the route of use (e.g. injection, oral,
inhaled), use of harm reduction measures like sterile pipes or
needles, history of high-risk use including overdose history
and history of driving under the influence of the substance,
as well as any past pharmacologic or non-pharmacologic
treatment attempts. We propose additionally that substance
use be included in the History of Presenting Illness section
when it is related to the presenting problem, and importantly,
when substance use meets criteria for a substance use dis-
order, it should be included in the Diagnosis or Assessment
section accompanied by an evidence-based treatment and
referral plan.

Providing more prominence to the Substance Use His-
tory should be accompanied by a thoughtful approach to
diagnosing individuals with substance use disorders. Clini-
cians should use established diagnostic criteria (e.g. DSM-
5), including indicating severity, and be mindful of underly-
ing criteria in the International Classification of Diseases
before using ICD-10 codes (e.g. substance “dependence”
in the ICD-10 framework is more analogous to DSM-5 sub-
stance use disorder and should not be conflated with physi-
ologic dependence). Simultaneously, social and structural
determinants of health should continue to be documented in
a rigorous way in the Social History section including but
not limited to financial status, insurance status, family and
relationships, involvement with the legal system, and hous-
ing insecurity such that structurally competent care can be
delivered.'!-%®

CONCLUSION

Critical examination of substance use as Social History
raises important questions about the possible unintended
harms associated with this approach. Ten years ago, some
of us called on our medical colleagues to “narrow the
health care quality chasm in addressing substance use dis-
orders”.%” Here, we propose a small shift on the page— a
dedicated space for documentation of the Substance Use
History — which may lead to larger shifts conceptually. In
amending the architecture of the consultation note and in

taking up this space in the medical record, we call on our
colleagues to make substance use disorders visible within
our medical systems and model that they are amenable
to prevention, treatment and harm reduction, through the
application of evidence-based practices.
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