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This curriculum development project was supported by the National
Institute on Alcohol Abuse and Alcoholism (NIAAA) and the National
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This project represents another step toward improving substance abuse

teaching. It builds upon the work begun in an earlier NIAAWNIDA project of

the Ambulatory PediatricAssociation (APA). This initial project Cite

Identification and Asswa-contarzt of Alcohol and Drug Medical Education

Products/Approaches in Pediatrics) consisted of two major components:

assp=mnPnt of substance abuse teaching in pediatric training programs in the

United States, and the development of pedi.atricspecific minimal knowledge

and skills statements for medical students, residents and practicing

physicians in pediatrics. These statements are documented in Pediatrig

Z1ininl Ehowledoe and Skills: The First Sten in Developing a CUrriciaum in

AaGazgl and Other Druos fcryediariciang.

Development ca the competency statements and assecmnont of the current

state-of-the-art of pediatric substance abuse teaching did, indeed, represent

the first step toward an effective substance abuse curriculum, in that, the

necessary gruaxi work had been laid to developacompetency based curriculum

in substance abuse. Coincident with the AaWs activities, similar projects

were being inplemented by organizations in the areas of internal medicine,

psychiatry and familyzedicine. In addition to specialty-specific minbzal

knowledge and skills statements, core groups from each organization joined in

a collaborative project to develop competency statements generic to all

medicaa students, residents, and physicians across the four discipaines.

Hence, in addition to laying the groundwork for curriculum development, these

projects helped set the right tone -- concern for and commitment to improved

substanoa abuse instruction within all four primary care specialties.



Data from the AM's assessment of substance abuse education in pediatric

training programs doounented the state-vf-the-ert of education 2in this area

and provided a rationale for addressing improvement. Wile a few training

programs adequately ied effectively addressed substance abuse issues as part

cf Pediatric education. the majority of pcograms did not. 'The majority of

residency programs surveyed offertEd neittwer requirtd (60) nor elective (64%)

instruction in substance abuse. Of programs utich offered elective

instruction, resift* participation was less than 20%. At the medical school

level, 44% of programs offered requ,ireti instruction ard only 27% offered

elective educational experiences in substance abuse. Me najor impediments

identified at all levels of training (medical student, resident, and

continuing education) were lack of curriculum tine and lack of a qualified

staff person. Aurng all respondents there was an overwhelming entorseuxint

for laproving the obvious deficiencies in substarroe abise education. 14are

succinctly, it was evident that few training progneas systematically

addressed substance abuse training.

In suarary-, the initial stops of curriculum developnent had begun. A

needs assessment for II:proving substance abuse education les amplete and the

nwjj
groundwork for curriculum goals and objectives had been developed, nanpay the

3arwledge an:1 skills competency statanents. Me stage had been set

for the next steps: the development, implementation and evaluation of a

pediatric specific substance abuse curriculum.



NCR ID USE TICS 14ANUAL

The purpose of ttlis Instructor's Manual is to assist individuals interested

in conducting nicohol and other drug teaching sessions with pediatric medical

students, residents, and/or faculty. The content of it is based on our work

with medical students, residents, and faculty within The jams Hopkins

University School of Medicine. Amore detailed description of cur work with

these specific groups is documented in rinal Report - Specialty Soecific

V .ii ni ott:. - 44MV,Villi t

Wet* !Pt ;

Faculty. Contract Ng: ul-86-00w, available from the National Clearinghouse

for Alcohol and Drug Information. The final report details information about

our curriculum development, implemerLation, and evaluation processes and

activities as they occurred at Jolns Hopkins.

Material presented in this instructor's manual is purposely broader in

scope. The manual does not prupose one best way to develop or conduct

substance abuse teaching activities. Instead, using the experience gained

from implementation and evaluation at one site, we offer suggestians for

developing and improving substance abuse teaching activities at your

institution. Therefore, material in this document is presented in sudh a way

as to be flexible enough to meet your needs. A suggested approach to using

this manual is offered below:

1. iriptrt2.21gmaing.JUNitastanst.INfflmt. Read Sectgrip I. II, III. Zvk and vl

The Instructor's Manual contains six major sections:

Introduction

Tne Johns Hopkins Pediatric Substance Abuse Curriculum

vi



Developing the Program at Your Institution

Teaching Strategies

Substance Abuse Education ModUles

Substance Abuse Educational Resources

The first section summarizes our work in developing a pediatric

substance abuse curriculum based an the minimal knowledge and skills

statements produced for NIAAA/NIDA (contract No. 281-85-0014). The second

section contains our proposed substance abuse curriculum which enccmpasses a

range of specific knowledge and skill statements. The third section, which

generally addresses issues of program and curriculum development, identifies

how the instructional program and curriculum can be adapted to your

environment and the specific needs of your learners. Included in this

section arE the issues of curriculum development, bplementaticn, and

evaluation. The fourth ccmponent identifies a number of different teaching

strategies. Nbre importantly, the strengths and weaknesses of each

methodology are highlighted. Section five ccntains specific substance abuse

education mcdtles, offering explicit examples and reccmandations for such

teactim. Each teaching session presented within was tested on various

medical audiences (medical students, residents, andfor faculty) within the

Johns Blopkins Department of Pediatrics over the course of two years. This

section is specifically targeted to thcse who will be designing or teaching

substance abuse educaticnal activities. Finally, identified in section six

are educational rescurces that provide materials or resources to assist ycu

in conducting alcchcl and other drug teaching sessions.

2 . ; ;_
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Read the ncdules in Sectinn,V. Choose one appropriate for your needs;

as you read nake notes which you think will specialize the ncdule for use in

your institution. Atter selecting your target audience, consider their

special needs.

30 2121§101g3t..kimmics3-21isialim

Determine available time slots for the session in your target group's

schedule. Arrange far the required physical space. Compile and copy the

required naterials (slide projector, handouts, evaluation form, etc).

Request or design publicity for the session. Register and confirm the

desired number of participants.

4. trepare for %he Sension

You can never spend too much time preparim yourself for a teaching

session. Review, materials identified in "Instructor's Resources" and study

the "Suggested Preparation Activities." Finally, =wider your target group

and try to anticipate had they will respond to the material you will present.

If necessary, contact a resource center (listed in section six) for more

information an a particular topic.

5. 22022=lx.Egaigs)

Follow the "Session Outline" in conducting the session.

6. rgxiaLgzur,_sbrruasfdw

Atter the session is completed, elicit feedback frail participants and/or

other facilitators. 'Mat 'Awe the high points? What could have been handled

differently? How did the audience respond to the material? Could it have



been presented in a more effective manner? Document the results of the

session as well as the notes fram debriefing.

7.

Incorporate changes indicated by your evaluation the next time you

conduct the module. If you conduct a different module, consider if any of

your suggestions are applicable to it.

8. 2Extitpr_Qmtscrcjigrariga,

Presenting the most accurate and up-to-date usterial is critical to the

success of your teaching activities. Data about alc=halism and other drug

topies are constantly emerging', changing, and expanding. To assist ycu in

the process of maintaining updated material, a number of organizations and

references are highlighted in this manual.

ix



SECTION I: INTROCUCTION

Etatemant_d_tta_Emtlmm

The use of alcohol and other drugs in American society continues to be

prevalmt in cur society. Consider the following facts:

The total costs resulting from alcohol abuse, other drug abuse, and
nemtal disorders in 1983 was $218 billion (1).

It is estimated that approximately one in every 10 adult ambulatory
patients has a substance abuse problem (2).

One in every eight children is the child of an alcoholic (3).
These children face unique prcblems which result from their
experience of growing up in an alcoholic family. COnsequences
include school problems, emotional disturbances affecting social
and family relationships, and health problems (4).

Children are also experiencing problems as a result of personal use of

drugs and alcohol. The use, misuse and atuse of substances among children

and adolescents has become increasingly common in today's society. sipce

1975, the National Institute on Drug Abuse has sponsored an annual nationwide

survey of approximately 17,000 high school seniors on the use of alcohol,

tobacco and other drugs (5). Some results of that study are below:

In 1986, 511 of seniors in this survey reported using marijuana at
same point in their lifetime, with 39% reporting some use in the
past year and 23% reporting same use in the pastmonth.

Four percent of seniors reported actively smoking narijuana on a
daily basis.

Nearly all seniors (93%) reported trying alcohol, and the great
majority (874) reported using it during the past year.

This use is not without consequences: young people aged 15-24 comprise

the only group to experience an increase in mortality rate over the past

decade, with the sharpest increase noted for 15-19 years old.

Adolescents' use of alcohol and other drilgs has changed over the years.



There exists a propensity toward earlier initiation of drug use in today's

society. The Alcobol Epidemiologic Data Systems of PIAAA reports the maw

age for initiation of alcchml or other drug use to be 14 years old. There is

also an inclination among today's youth to simultaneously use more than one

drug. Among current users in a recent statewide survey of adolescents, the

average young adolescent (8th gradea) used 3.4 drugs (7). This, too, is

disturbing since recent data suggest that high levels of poly-drug use as a

teenager are associated with, drug-related problems later in life (8).

Despite the emergence of alcohol and other drug use as a major health

problem over the past 20 years and the )Onown problems (medical and otherwise)

that stem from it, little time in medical education is spent providing

physicians with the knowledge and skills needed to effectively a&_;ress this

pmrblem (9). Given their involvement with parents and children,

pediatricians have a distinct opportunitl to establish a primary role in

prevention, intervention and treatment ct substance abuse (10-12). however,

ic is only through familiarity with this disorder, just as with other chr=ic

disease rrocesses, that primary care physicians will be able to adopt a more

prominent role in this area.

Historically, the teaching of alcohol and othitar drug abuse in medical

schools has been neglected. Although several surveys of medical school

curricula have indicated an improvement in addressing this area over the last

decade, a large number cf schools still teach very little about this subject

(13). In addition, while alcohol and other drug abuse education has been

inadequate overall, existing data show that there has been very little, if

any, pediatric teaching time devoted to this critical area (14), despite its

major impact on children and youth (15,16).

pole of tbe PediatriciaD



Several individuals and ccomitteo" have attempted to delineate the role

of the pediatrician vis A vis alcohol and other drug use (17-20) . Most agree

an appropriate role far pediatricians should include substance abuse

screening, interviewing, and treatment, as well as, sibstance abuse education

and prevention with both patients and parents. Unfortunately, few, if any,

address the very real questions of how to get pediatricians to accept their

role and hat/ to equip them to fulfill it.

HtpefUlly our experiences with this issue have lead to some insight

that we will share with you in this manual. Mast importantly, we believe for

we to truly embrace and implement a role, it must be cne that is adopted as

a result of participating in planned learning activities and examining

personal attitudes -- not because the role was mandated for him/ber. This

does nat mean that educators are powerless; quite the contrary. Through the

carefUl design and implementation of approprlate instructional/learning
activities, educators can help individuals adopt a mare pradnent role for

themselves and embrace a broader role for pediatricians In general.

rilagfgalY--C2"12-galiCaM
The PsAc curricaam is designed to address substance abuse education at

the luidergraduate, graduate, and faculty levels within a department of

pediatrics. It is cur assumption that individuals bring w ith then a specific

set of knowledge, attitudes and practice behaviors which have been shaped by

their past experiences. We also believe, based on data tram our assessment

of pediatric substance abuse teaching, that, regardless of the level of

training, most pediatricians suf fer from the same relative paucity of

specif ic knowledge and skills related to substance abuse and share the same

need for a basic understanding of the manner and extent to whiCh sUbstance

abuse related issues intim:tam with a pediatric population. Therefore, our

I - 3



abuse related issues interface with a pediatric population. Therefore, our

educational program includes individuals at all levels of training in order

to have the desired reinforcing and sustaining effect. The effect and impact

of positive role models is an importantoomponent of the educational program.

REFERENCES

1. Xamerow DB, Pincus HA, MacDonald UT. Alcohol abuse, other drug
abuse and mental discmders in medical practice; prevalence, costs,
recognition and treatment. JAMA 1986; 255 (15) :2054-2057.

2. Whitfield C14 DmvisJE, Barker RI.. AlcOholism (Chapter 21) in
Principles of ambulatory medicine. Barker, Burton, Zieve (ed).
Williams and Wilkens (2nd ed, 1986)

3. MacDonald DI. Patterns of alcohol and drug use among adolescents.
Ped Clinics of N America 1987; 34(2): 275-288.

4. US Department of Health and HUman Services. A growing concern: how
to provide services to children tram alcmotkolic families. Public
Health Service. Alcohol, Drug Abuse and NWntal Health
Administration. DHHS PUbl. No. (AXPO 85-1257, 1985.

5. Johnston LD, O'Malley PM, Bachman JG. National trends in drug use
and related factors among americen high sdhool students and young
adults, 1975-1986. National Institute an Drug Abuse. EHHS Publ. No.
(AM) 87-1535, 1987.

6. US Department of Health and HUman Services. Sixth special report to
the US congress on alcohol and health. Alcohol, Drug Abuse and
Mental Health Administration, NIAAA. DHHS Publ. No. (AE)I) 87-1519,
1987.

7. Maryland Department of Health and Mental Hygiene-Drug Abuse
Administration. 1984 survey of drug abuse am:mg Maryland
adolescents - geneml report. MEHMH 1985.

8. Newcomb VD. Stabilization of drug use patterns from adolescence to
young adulthood. Paper presented at the American Pdblic: Health
Asscciation Annual Meeting, Boston, November 1988.

9. Kinney II, Price TRP, Bergen B.T. impediments to alcohol education. J of
Studies on Alcohol. 1984; 45(5):453-459.

10. DuPont PL. Prevention of adolescent chemical dependency. Fed
Clinics cd N America 1987; 34(2):495-505.

11. AAP Committee on Adolescence. The role of the pediatrician in
substance abuse counseling. Pediatrics 1983; 72:251.

1-4



12. Schwartz RH, COhen PR, Bair G. Identifying and coping with a drug-using
adolescent: Some guidelines for pediatricians and parents. Pediatrics in
Review 1985; 7:133-139.

13. Lewis DC, Niven RG, CZechowicz D, Trumble JG. A review of medical
education in alcohol and other drug abuse. JAMA 1987; 257:2945-
2948.

14. Adger H, McDonald EM, DeAngelis C. The identification and assessment of
alcohol and drug medical education products/approaches in pediatrics,
final report. National Institute an Alcohol Abuse and Alcoholism and
National Institute on Drug Abuse (A120) COntract No. 281-85-00141 1986.

15. McDonald DT, Blume SB. Children of alcoholics. ATM 1986; 140:750-
754.

16. Sixth Annual Report to the U.S. Congress on Alcohol and Health.
U.S. Department of Pealth and Human Services Publication No. (AZP)
87-1519, 1987.

17. Parcel GS. The pediatrician's role in drug education. Ped in Review
1983; 4 (5): 144-149.

18. COmmittee on Adolescence. The role of the pediatrician in substance
abude counseling. Pediatrics 1983; 72(2): 251-252.

19. DuPont M. Teenage drug use: opportunities lor the pediatrician. J
of Pediatrics 1983; 102(6): 1003-1007.

20. American Academy of Pediatrics Committee on Adolescence. Alcohol
use and abuse a pediatric concern. Pediatrics 1987; 79(3): 450-
452.



SECTION II: THE JOINS HOPKINS PEDIATRIC SUBSTANCE ABUSE =ICU=

CLNUIDUJII14 GOAL 1: MMUS ANAMESS OF GDUDERAL cramaers C4F SUMANCE
AIME

KNOW= OBJE=VM MN= AMAS

THE MARKER WIIL BE ABLE ID:

1) Define cammonly Wei terms

2) Define the GSM III-R diagnostic
criteria for substance abuse and
dependence and understand their
applicability to children an3 ycuth

3) Describe the epidemiology of
sUbstance abuse

4) thrt the praiispcsing risk
factors fkxr substance abuse

Everimentation

Abuse

Dependence

Withdrawal

Co-decerrience

ESM III-R

General population

Infants, Children
ard Adolescents

Familial/peer group
associations

Children of alcoholics

Environmental influences

Dysfunctional families

Genetic influences



=maxim GOAL 1 (ccilt)

KNC:WIZInE OBJECTIVES coNTENr AREAS

THE LEARNER WILL BE ABIE 119:

5) Describe the relationship between
substance abuse and specific
sequelae as they relate to
children and youth

6) Describe the progressive stages
of substance &use

7) Be familiar with individual
characteristics and family dynamics
related to substance abuse

Injuries, suicide, homicide

Physical/sexual abuse

Necmatal sUbstance abuse
related problems

Experimentation

Misuse

&use

Dependerxm

Individual Roles
-enabler
-scapegoat
-her0
-mascot

Family Behavior/Dynamics

ATITIUDINAL OBJECTIVES

'fa ZIMMER WELL BE ABLE TO:

1) Challenge personal beliefs and
prejudices related to substance abuse
including stereotypes, universality of
the problem, etiology and progression

2) Recxxplize substance abuse as a disoase

3) Recognize substance abuse as an
important health problem in children,
adolescents and adults

II - 2



CVRRICULUM GOAL 2: PROMDTE micumum WITH COMMON DRUGS OF ABUSE

KNCWIZZGE OBJECTIVES CONTENT AREAS

THE LEATHER WILL BE ABLE TIO:

1) Identify cannon drugs of abuse

2) For each of the classes of commonly
abused drugs outline:

a) rhe basic phartoacology

f4 patterns of use

c) acute and chronic effects

d) withirawal characteristics

II-3

Alcohol

Stimulants

Cannabinoids

Depressants

Inhalants

Hallucinogens

Nicotine

Cocaine

Cpioids

Cam= behavioral and
physiolcgical effects and
side effects

Clinical presentation of
acute intoxication and its
adverse reactions

Management plan for acute
and chronic adverse
reactions

Basic Characteristics of
dependence, addiction and
withdrawal



curatiannm GOAL 3: INCREASE RECOGNITION AND DIAGNOSIS OF SUBSTANCE
ABUSE AND ris RELATED SDZ3EIAE

BNCWIZZGE OBJECTIVES CONTENT AREAS

TNE LEARNER WILL, BE ABLE TO:

1) List several currently
available screening instruments
and describe their potential
applicatim in a pediatric setting

2) Identify common signs or symptcms
suggestive of substance abuse

3) Identify patient and physician
factors which interfere with
sUbstance abuse recognition

C.A.G.E.

M.A.S.T. plus adders:turn

A.A.1.S.

Use/Concern

Perceived Benefits of
Drinking Scale

Behavioral change

School performance and
attendance

Delinwent behavior

Familial discord

Social and peer group
interaction

Physical signs

Characteristics of
substance abuse/dependence

Denial by patient,
physician, family

Inappropriate inquiry
or history taking



CURRICULUM GOAL 3: (oontinued)

120071=GE OBJEC=IVES CONTENT AREAS

'1 HE UM= WILL BE ABLE TO:

4) List several aids to assist in the

organization and inquiry of
pertinent information

5) Identify specific signs and symptoms

of newborns related to maternal
substance abuse

P.A.C.E.S. (peers, alcohol,
cigarettes, education, sex)

(home, education,
activities, drugs, sex)

Four F's (friends, future,
fertility and family)

Fetal Alcohol Syndrome

Neonatal Drug Withdrawal

Acquired HIV Infection

Si= OBJECTIWS CONITNT AREAS

THE LEARNZR WILL BE AKE 70:

1) elicit substance use/abuse information

from a patient or family

2) demonstrate interview techniques which
enhanm recognition of substance abuse

3) make use of data gathered from
patient/familyhisitory and physical
exmm to establish a diagnosis or
determine the nead for further
assessmerit

4) identify and make use of consultation
where necessary to establish a diagnosis

II-5

Skills Checklist for
Substance Abuse
Interview

Skills Checklist for
Substance Abuse
Interview

Substance Abuse Diagnosis

Substance Abuse Diagnosis



CURRIC=4 GOAL 3: (continued)

ATTIIIMINAL OBJECTIVES

THE LEAINER WILL BE ABLE TO:

1) value the inportance of skills necessary
to effectively screen for and recognize
substance abuse



CURRICULUM GOAL 4: PROVIDE BASIC SKILLS TO EFFECTIVELY INTERVENE AND
ENGAGE THE PATEMIT AND FAMILY wro TREATMENT

=KEDGE OBJECTIVES =TM AREAS

TEiE LEAMER WIIL BE ABU TO:

1) discuss the role of the pediatrician Diagnosis

Treatment

Prevention

2) discuss individual roles and family Individual Roles
dynamics as related to chemical dependency -hero
nechanisms in the resistance to treatment -enabler

-scapegoat
-fflescot

Family System/Dynamics

3) discuss the impact of defense mechanisms Defense Mechanisms
(of patient, family, =physician) in -denial
the resistance to treatment -avoidance

-minimizing

4) identify treatment cptions appropriate
for the varicus stages of substance abuse

Treatment approaches

Treatment matching

Basic philosophy of
treatment approach

5) identify specific resources within Treatment Prcgrams
the ccurunity

Rescurce Catalcg



CURRICULUM GOAL 4: (continued)

SKILL 0113ECTIVES CONTENT ARMS

THE LEARNER WILL BE ABU 'ID:

1) develop communication skills that
foster open discussion of alcohol
and other drug use

2) develop intervention skills that
obviate resistant strategies
of the patient and family (ie,
caring, empathy)

Primary Prevention

Anticipatory Guidance

Interview Skills

Intervention Process

3) make use of community resources Rescurce compendium
to effect patient treatment

ATTTIUDINAL CMITECrIVES

THE MINER WIIL BE ABU TO:

1) recmpize the imartance and benefit
of treatment

2) recognize the importance of the role
of the pediatrician in diagnosis and
treatment

3) recognize the importance of providing
on-going support ani medical follow-up
to a patient and family in treatment



CURRICULUM GOAL 5: PROMOTE AWARENESS OF THE PEDIATRICIAN'S ROLE IN
PREVENTION

=WIZ= OSTECTIVIM CafriENT AREAS

THE LEAN= WILL BE ABLE TO:

1) discusc the irportance of
primary prevention

2) identify appropriate
opportunities to discuss
substance use with patients
and family

3) utilize knowledge of age
appropriate behavior to identify
early warning signs of substance
use/misuse

411.1=1111=111MIM=01
SKIIL OBJECI'IVES

Prevention strategies
for youth

Anticipatory guidance

Progressive stages of use

Eevelopmental/behavioral
progression of adolescence

Earlywarning signs

COMMIT ,ARMS

THE LEARNER WIIL BE ABLE 'ID:

1) educate the patient and family
about substance use

2) incorporate discussion of substance
abuse issues into anticipatory
guidance



aTrrxraNAL, ainterivEs

THE IZARNER WEIL BE ABU TO:

1) value the role of the pediatrician
in substance abuse prevention

2) recognize the importance of gemeral
health promotion regarding substance
abuse



sEcrioN DEVELOPM THE PRXRAM AT MUR INSITIVTION

A. Program and Curriculum Development

Creating any educational program is a complex activity. This activity

can be more manageable if you adopt/create a conceptual model which can serve

several functions. Initially, choosing or developing a model forces you to

think about arid begin to plan your program. Secondly, the model allows fcr

division of a complex task into smaller component parts. Finally, the model

can be used as a "roadmap", providing both guidance and direction for moving

forward as well as chronicling the previous steps. There is no one best

model for curriciUmmokrvelopment; the choice of the model should be based on

your needs. Included in Appendix A is an example of a generic curriculum

developmentmodel comprised of six discrete steps: assessment of needs,

clarification of goals, development of the curriculum, devising an

instructional plan, asseqsmont of outcomes, and evaluation. Regardless of

your desire to implement an entire program or a one-time teaching session,

each of these zt2ps should be considered. Each component of the program

development process is addressed below.

1. Needs Assessment

Whether developing a new unit of in-bcruction, revising a currently

existing program or creatiL, a new curriculum, you should become familiar

with your environment. Simply put, environment includes any entity that

night impact upon your work. Factors that may ze part of an assessment

include:

lamelmagnsmszimmal=km_1251EDem: to identify current levels of
knowledge, attitudes and behaviors; to determine previous types of
training received; to identify special areas of interest among group(s)

Time: to determine the amount of time available for planning,
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implementing, evaluating the activity; to determine the most effective
time period for instruction (eg. 1 hocw vs. 4 hour sessions)

Eggiamm: to identify materials to aid in the planning, implementing
and evaluating of teaching activities; to identify financial resources
designated for substance abuse teaching; to identify individuals who can
facilitate planning, i1ntiz, and evaluation teaching activities

Epagnatintaalagdala: to identify the state-of-the-act in
substance abuse teaching; to identify controversies in the field
that may impede curriculum development or acceptance; to identify
relevant data and nateri"als

YWilities: to identify treatment :acilities in the area that may
be used as learning experienoes - target audiences; to identify
resource organizations for subst,....,oe abuse information

Itjamsizsjsmanizatign: to identify the congruence or
divergence of organizational goals versus the proposed goals of the
curriculum

21antwojilitgag_gatigntg: to identify the prevalence of a1c4ho1ism
oad other drug abuse amoAg patientEgfamilies that interact with
your Imirget group(s)

CUrrent curriqulmm: to identify in the current curriculum areas where
substance abuse education should, could, or does occur; to identify gaps
or overlaps in substance abuse content currently in the carriculum; to
identity typical teaching methodologies used at eadh level of physician
trag

Dtr ing assessment of your environment, it is important to remember not

to examine only those factors/resources that might be of benefit to you.

Equally important is the assessment of potential barriers. By assessing

these factors during the planning and development stage, a strategy of

program implementation can be developed ccgnizant of these obstacles. Often,

by bringing potential opponents into a program or activity during its

planning stages, problems can be identified and resolved.

Because needs assessment serves as the foundation of progran

development, you should be tamiliar with and confident about the methods used

to collect data. This does not necessarily mean that you are limited to the

more traditional assessment procedures (eg., interviews, surveys, record



reviews); but, it does forworn you to be pmpared to defend the

appropriateness and validity of your assessment approach.

2. Goals

Goals provide a rationale for selection of objectives and content.

Identification of the major goals of the curriculum or teaching activity can

be done simply by asking yourself what do you want your participants to be

able to do. As such they determine the scope and define the boundaries of

your activity or curriculum. FUrthermore, specific content is elucidated and

organized around the goals of the activity. Finally, curriculum goals have a

role in the evaluation of the program They begin to guide the development

of the evaluation plan since, upon their delineation, the desired outcomes

have been identifiea

3. Curriculum

Once preliminary assessment data are collected and goals are formulated,

the next step is to focus on the development of the actual c:urriculum.

CUrriculum development, the selection and organization of gat is to be

taught, is directly controlled by the specific learner objectives. These

learner objectives, which stem from the curriculum goals, identify

specifically the knowledge, skills and attitudes to be achieved by the

learner. The most effective objectives are written in measurable terms and

identify the degree to which the taSk rilust be mastered by the learner in

order to indicate success.

Once learner objectives are written, the specific content can be

delineated. Content is defined as that knowledge-based, skill-related, or

attitudinal-oriented information that is pmesented to the learner in order to

meet a specific objective. The selection of content is important to a

curriculum's success. Criteria for content selection include its



significance, validity, utility, effectiveness, feasibility and

appropriateness.

4. Instructional Plan

The instructional plan differs from the curriculum in that the plan

"opemtionalizes" the curriculum. Instructional planning is an iterative

process; a decision about one component affects the others. Four components

comprise an instructional plan. Although these coeponents are addressed

simultanecusly during instrucLional planning, here each component is

addressed separately for the purpose of clarity.

a. Choosing teadlingmethcds

Choosing the most appropriate teaching strategy is a critical component

of a teaching activity's success. The importance of matching teaching

methodologies with intended learning outcomes cannot be overstated. Even the

most organized curriculum can break down if methods of instruction are

inappropriate or inconsistent with the intended learning outcomes. A

curriculum addresses a number of different kinds of learning, for example,

knowledge attainment, skill attainment and attitudinal issues. These

distinct types of learning require different teadlimmethodologies. For

these reasons, it is important for instructors to have a strangworking

knowledge of the different types of teaching methodologies, and to understand

which teaching methods are better suited to each type of learning. For a

review of several teaching strategies and their relative strengths and

weaknesses see Section IV.

b. Identifying target audiences (adapting to audience needs)

Groups, just as individuals, have different needs. No learning

experience is going to fulfill all the needs of all its participants. The

best we can do, as program planners, is learn to assess a group's needs and



revise the curricultnn and learning activity accordingly. For example, a

substance abuse training session with second year medical students is

different than that with faculty. Moreover, a session with clinically active

faculty is going to vary from that for faculty who conduct only research.

What is it about these groups that makes them different? Listed below are a

few factors that make them different.

. clinical experience

age

attitudes and values

nctivation for learning

current fund of knowledge

The more familiar you are with the group participating in the training, the

more you can tailor the sessions and curriculum to meet their needs.

c. Identifying location and time

Sometimes, these factors are already determined for you. However, when

you are open to make this decision, consider it careltilly. There'is no one

location that is the best for all situations; instead, it is a matter of

appropriately meeting the needs of the group. Identifying a location for a

session includes a variety of decisions. Questions that will help guide your

thinking are listed below:

Where in the overall curriculum is your substance abuse

curriculum? Are the goals of your curriculum congruent

with the overall curriculue

How do your teaching activities relate to previous or

concurrent teaching sessions by others? Will they

complement other teaching activities? Will this affect

the content's acceptance by learners or by other



instructors?

lick; much time is needed to conduct your sessions? Is this an

optimal amount of time to affect the needed change?

Where in the course of the day do your teaching sessions

occur? Is this considered an acceptable time by

potential participants?

Given your location(s) and time(s), are your teaching

sessions available to potential participants?

d. Determining evaluation methods/procedures

EValuation methods should be dictatedby, among other things, the type

of competency to be attained. Certain evaluation methods, such as practice

pattern reviews and direct observation, are best suited to skill-oriented

competencies while others (written or verbal tests) are the preferred method

far cognitive competencies.

5. Learning outcomes

Intended learning outcomes represent the desired effect of the

curriculum an its participants. Assessment of reaching these outcomes is

addressed more completely in the next section. It is important to remember

that teaching activities or a training program can also have unintended

effects an its participants and its environments. Ihese unplanned outcomes

can be either positive or negative in nature; this too is addressed more

specifically in the next section. What is important to remember about

learning outcomes, regardless of status, is to document all changes that

occur during your training program. This documentation will allow you to

examine the situation more closely and came to conclusions an why the

unintended outcomes occurred.

6. EValuation
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Evaluation should be viewed as an integral part of program development

and implementation. Moreover, there should be an interdependence between

curriculum and evaluation methods. That is, currimlumalaracteristics will

dictate the preferred method of evaluation (e.g., )onowledge measured by

questionnaire, practice measured by observation), and evaluation findings

will influence subsequent curriculum design.

EValuation is defined as the systematic data collection for decision

making. The collection of data can be used as a means of determining the

success of the learning experiences by measuring the degree of congruence or

disparity of the desired outcome with the actual outcome of the program and

its educational activities. In a substance abuse educational program, there

can be many questions and decisions for which systematic data collection is

required. For example:

Had umll are students accomplishing the course

objectives?

How effective are the teaching strategies?

How effective are the instructors?

. Axe students participating in the sessions?

The first step in developing an evaluation system is to decide which of

these or other questions are so important or have so little available

information that a data collection (evaluaticr) system is required. The

second step is to identify who will use the information and in what form they

want it. Usually, steps one and two occur concurrently. If the evaluation

is to really be used, it is very important to have actual people (not

nebulous committees or funding agencies) with identified questions committed

to using the evaluation data.

Thirdly, the data are collected. TWo major types of evaluation are of



import for program development: process evaluation and outcome evaluation.

Process evaluation involves assessing all key factors as a program unfolds.

These key factors might include: people, such as staff, patients, program

participants and opponents; events, such as the number of teaching sessions

implemented; and pxiblems, such as inaccessibility to a target group and lack

of participation in training sessions.

Process evaluation should occur as unobtrusively as possible and does

not necessarily require a great deal of resources. Nehods of process

evaluation include dire7t observation, utilization reports, and discussions

with staff ard program patticipants. The method is not the most important

aspect of process evaluation. Instead, it is more important to collect

information that will provide you insight into the accessibility and

availability of your program to its intended audience, as well as the need

for modification. A curriculum could incorporate effective educational

components and be a failure because the sessions are inaccessible to the

participants. This type of process information will aid you in the decision

to revise your current efforts.

Outcome evaluation is designed to document the changes in participants,

policies, environments, etc., as a result of program implementation.

Certainly, reduced mortality and morbidity due to alcoholism and other drug

abuse are the ultimate goals of any substance abuse effort; however, such

outcomes are rarely evident within the time frame of a project. Therefore,

more immediate goals, such as the curriculum goals, should be used to

organize your evaluation efforts. Evaluation methods should be dictated by,

among other things the type of competency to be attained. Certain evaluation

methods, sudh as practice pattern reviews and direct observation, axe best

suited to skill-oriented competencies while others (written or verbal tests)



are the preferred method for cognitive competencies. Numerous data

collection strategies exjst: survey, observation, chart audit, and knowledge

exam, among others.

Finally, it is important to summarize and present the data in a format

which wdll be most usefUl to the decision maker(s), e.g., formal quantitative

reports, verbal reports, summary of findings only.

B. Recommendations

1. Programmatic Recommendations

a. Need for Thstitutional/Departmental Support

Institutional and departmental support are critical to the successful

integration of a substance abuse curriculum into a pre-eNisting curriculum.

Support from department leaders can do a great deal in facilitating the

implementation of teaching events, and, if necessary, requiring participation

in teaching events from department members. Also departmental support is

critical for gaining aciess to the resources (money, time, people, materials)

required to =Idiot teaching efforts.

b. Need to Initiate Research (be research oriented)

Programs in substance abuse should be research oriented for a number of

reasons. The field of alcoholism and other drug abuse are fertile ground for

research. Many questions about these areas remain unanswered. In addition,

projects that initiate research ideas and proposals are often encouraged by

departments because they represent a potential source of income for an

institution. One way to ensure the existence of a project is to make it

self-sufficient; if no money is required from the department, it will be

looked upon more favorably. A strong research orientation by a project is

recommended because it attracts junior faculty who see this as an opportunity



to develop professionally in one area that has many unanswered questions.

Finally, research is suggested because it provides an objective measure of

the ccntributicms that result from a pmoject.

2. Recommendations for Curriculum Levelopmentiimplementation/Evaluation

a. Need competency-based approadh

The importance of a competency-based approadh can not be over-

estimated. As was noted throughout this document, competencies are integral

in planning and development (since they provide direction and purpose to

these activities), implementation (since they provide a focus to the teaching

activity), and evaluation (since they serve as the measure by which you can

evaluate someone or scmething).

b. Need learner-centered curriculum

A curriculum that is learneroentered is focused on the needs of its

proposed target group. For this reason, it is more likely to be viewed by

its participants as a positive experience and as an activity that will be

able to provide them with *portant and effective skills.

c. EMphasize experiential temohingmeithods

Medical education in general has been slow to inoorporate the use of

experiential teaching methods into its curriculum, relying for the most part

on lectures and reading. However, substance abuse education that uses

experiential teachingmethcds can serve as a model for effectively using such

techniques. While a number of different experiential teaching toLothods exist,

all share one similarity--an active learner.

d. Focus on skill development

=wall( seems to indicate that a teaching activity that provides its

participants with gogle knowledge and skills is more likely to be perceived

as effective by its participants. Skill development should be emphasized in

14
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a curriculum; but remember, without the necessary knowledge base, skills

alone can provide only limited help.

e. Effective use of evaluation

Althaagh evaluation is a critical omponent to the successful

development and implementation of a cummiculum, one should use it

efficiently. That is, even though evaluation data are important, there may

be instances when it is not feasible to collect data. The need for

evaluation data should be weighed against the possibility of "turning-off"

participants who might feel "over-evaluated".



=TIM IV: TEACHING MUD=

A. Teaching Methodologies

The number of teaching formats or methods that exist is limited only to

an immtructor's immgination. Same of the more traditional forms of teaching

(lecture, remaing) represent those that are better suited for lowlevel

cognitive objectives, such as learning factual information. Higher level

cognitive abilities (synthesis, amalysis, juigmaent) and affective abilities

are best learned via interactive strategies. Whatever format is used,

students should be provided frequent feedback and practice opportunities.

Most importantly, formats should be selecteduMich fit well within the

overall curriculum considering such actor:: as available time, rescuroes, and

student characteristics. In addition, medical educators and curriculum

developers must recognize the strengths and weaknesses associated with each

teadhing methodology as well as the requirement of each learning situation.

1. Lecture

The lecture format has several strong points. Lecturing reqpires

minimal preparation of materials, is not affected by the number of students

in a rlanc, and makes economical use of class space. Moreover, the rate at

which information is comunicated is dictated by the irstructor. But,

inherent in this teaching strategy may be serious weaknesses as well. A

foremost problem with lecturing is that the activity is teaohtmr-centkred

rather than learnor-centAred. That is, the instructcrdces most of the

talking while student involvement is virtually non-existent. Student

involvement in a lecture can be enhanced through the use of direct and

indirect questioning, as well as, the use of visual aids such as a

chalkboard, flipchart, or overhead projector.



2. Audio-visual materials

The use of audiovisual aids such as films and videotapes represents

another often used teaching format. While nany quality films and videos are

available, it is important to avoid the temptation to substitute the

instrtx7txm with a film. Used as a supplement to the teacher, however,

audiovisual materials can nuke the learning experiences nore interesting and

relevant to the learner. Apotemtial weakness associated with the use of

audiovisuals is that the selection of appropriate and effective material may

be time consuming and costly.

3. Role play

Rtleplaying, the process of simulating events, situations or encounters,

is an effective methodDlogy with many advantages. During role playing, the

learner is active; the experience is student-centered. The student is given

the opportunity to experience a situation in a "safen setting, exploring the

problems ihherent in assimilating information and reaching appropriate

conclusions. Moreover, role playing allows the students.to Identify and

explore their feelings and attitudes and determine how these affect their

behavior. However, for role playing to be an effective learning experience,

carefUl planning is necessary. For example, there may be instances when the

role play situation requires only two participants out of a class of 10. The

instnx=ormust decide if 4 additional diads should be set up to allow

everyone to participate, or if the remaining 8 people could be used to

critique the role paay. If the later example is chosen, learning for the

"criticsn is facilitated if an observation guideline or checklist is

developed and reviewed with the group.

4. Computer assisted instruction

COmputer assisted instruction is another teaching methodology with both
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advantages and ddsadantages. Although the programs and equipment can be

very expensive at the onset, when used far large groups this modality may

prove very cost effective. Computerized self-instruction allows the learner

to move at his own pace. In addition, the student is immediately evaluated

by the computer at each step in the learning process.

5. Clinical teaching

Teaching strategies used within clinical settings differ from those

utilized in didactic settings. In the clinical setting, case studies no

longer come from textbooks. Instead, patients are the resource of

information and learning is achieved through dealing directly or indirectly

with the patient. Although a student is only indirectly involved with the

patient, the nuances and intricacies of the skill are clearly demonstrated.

Similarly, by participating in a clinical course rotation, the student, under

supervision, will be responsible for providing care to the patient. In this

situation, the student will learn in a setting that most resembles the real

work world.

6. Self-help group exposure

A number of different activities are evolving and becoming recognized as

important and effective substance abuse teadhimmettmdclogies. One such

activity is the use of self-help groups. Student participation in self-help

groups, such as Alcoholics Anonymous, are particularly effective in

addressing attituddnal issues. we have found that debriefing with students

after such activities facilitates learning.



SECTION V: SUBSTANCE ABUSE EMICATICZT MIMES

A. Haw The Modules are Organizad

Each MODULE is divided into 10 different sections:

TITLE FORMAT(S)

SESSION GUIDELINES OBJECTIVES

RELATED CURRICUILIMMIL(S) SYNOPSIS

INSTRUCTOR'S RESOURCES SESSION JUTUNE

INSTRUCTOR'S MATERIALS MASTERS OF LEARNER'S HANDOUTS

SUGGESTED PREPARATION ACTIVITIESEQuimENT user

A description of each section's purpose and contents is below.

Trriz

This is the suggested title of the teaching activity.

=====

FORMAT (S )

Farmat(s) idantifies the suggested teaching method(s) to be used to

implement the session. For some teaching activities only one format is

identified; far others, several are noted. The documented format(s)

represent those teaching methodologies that were used during the

implementation of the session at johns Hopkins Hospital. If resources and

time are available to use experiential teaching methodologies, do so.
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siessIal anamaziEs

Identified in this section are recommended guidelines concerring the

time, pmexmquisites, space, and number of participants for each teaching

session. Time identifies the minimal amount of time required to complete the

teaching session. If more time is available, strategize on ways of using it

effectively in the teaching. Prereqpisdtemircrtes those sessions that should

be implemented prior to the activity an which you are -wwrking. Space

recommendations may include subtopics such as size of the room and seating

arrangements for maximum learning. The optimal range of participant:, is also

identified in this section. All of these recommendations are based on work

with specific audiences and may be applicable to other groups. However,

remember to consider any unique features of your setting cc participants

while you are planning the session.

OIDECTIVES

This section identifies the specific knowledge, attitude or behavior to

be acquired by the learner as a result of the session. If these objectives

do not meet the needs of the learner, revise the objectives and the session.

MATED CURRICULUM GOAL(S)

Learner objectives are derived fram curriculum goals. Curriculum goals

broadly state the intentions of a curriculum. Curriculum goals related to

the specific teaching activity in question are identified in this section.

As with the objectives, if the goals are not appropriate, revise them to meet

the needs of your participants.
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SYNOPSIS

A brief description of the teaching session is contained in this

section. Included in the description of each session is the rationale or

justification for the activity. Highlighted for the instructor is the

importance the session, providing criteria for inclusion into the curriculum.

INSTRUCIOR'S RESOURCES

In order to facilitate the instructor's preparationprior to the

session, suggested reading materials are identified in this section.

swam ay=

The proposed org,enLization of data and concepts to be presented is

contained in the Instructor's Outline. In addition, specific recommendaticns

are also noted for the instructor's information. Finally, the handout(s)

corresponding to the material being covered are also identified in the

Instructor's Outline.

.1111MIMilIMEN

Dor 1:yam's MCERIAIS

Specific material to be used by the instructor during the session is

listed here. Familiarity with these materials is crucial to the success of

the teaching activity.



MASTERS OF LEARNER'S HANECCTS

All materials to be used by participants during the course of the

activity are included in this section. The materials are camera ready. Also

included are materials that may or may not be referred to specifically during

the teaching session; but, they are applicable to the content of the session.

These serve as additional resources for the participants. It is often

helpfUl to make copies prior to the session and arrange them in folders for

the participants' use during the session.

EQUIPMENT UST

Equipment and uat.erials needed for each session are listed here. Same

sessions require no specific pieces of equipment. Cthers nay suggest the use

of certain items. Again, this list is not all-inclusive. It should, be used

by the instructor as a starting point for documenting and organizing

equipnent needs.

SUGGESTED PREPARATION ACTIVTITES

A list of pruposed preparation activities is included in this section.

Many of the same activities are listed for all the mcdules; hcwever,

activities unique to an individual mcdUle are also docunented. This list is

in no way complete and is really to serve as a reminder to the instructor.

The list should be adapted to suit particular needs of a session.
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SECTICN VI: SUBSTANCE ABUSE RESOURCES

A. Alcohol and Other Drug Resource Organizations

Addiction REmearch Foundation
Marketing Services
33 Rmaseal Street
Tbronto, Ontario, Canada M5S 2S1

(807) 5S5-6000

Materials Available: Pamphlets, booklets, posters, A/Vs, curricula,
bibliographies

Al-Anon Family Group Headquarters, Inc.
Madison Square Station
Box 182
New York, NY 10159-0182

Materials Available: Pamphlets, books, newsletters, posters

(212) 683-1771

American Academy of Pediatrics
141 Northwest Point Road
Elkgrove, n.. 60007

Materials Available: Pamphlets, reprints, posters

(312) 228-5005

American College Health Msociation
15879 Crabbs Brarch Way
Rockville, MD 20855

Materials Available: Pamphlets

(301) 963-110

American Council for Drug Education
6193 Executive Boulevard
Rockville, MD 20852

(301) 984-5700

Materials Available: Catalog, pamphlets, monographs, A/Vs, speakers kit
on marijuana

American Council on Alcohol Problems
2908 Patricia Drive
Des Moines, IO 50322

Materials Available: Pamphlets, newsletter

(515) 276-7752



American Educational Materials, Inc.
P.O. Box 2613
Anaheim, CA 92804

24ateria1s Available: Cartoon booklets, A/Vs

(714) 761-8661

American Medical Association
Department of Health Education
535 North Dearborn Street
Chicago, IL 60610

Materials Available: Pamphlets, professional reports

(312) 645-5000

Audiovisual Library Service
University of Minnesota
3300 University Avenue, S.E.
Minneapolis, MN 55414

Materia/s Available: Audiovisual materials

Center for Science in the Public Interest
1501 Sixteenth Street, N.W.
Washington, DC 20036

Materials Available: Books, posters

(612) 373-3810

(202) 332-9110

Center of Alcohol Studies
Rutgers University
P.O. Box 969
Piscataway, NJ 08854

Materials Available: Clearinghouse for alcohol information

(201) 932-3510

Do It Now Publications
P.O. Box 5115
Phoenix, AZ 85010

Materials Available: Pamphlets, booklets, posters, reprints

Food and Drug Administration
Office of Consumer Affairs
5600 Fishers Lane
Rockville, MD 20857

Materials Available: Pamphlets, reprints, A/Vs

(602) 257-0797

(301) 443-6500



Hazelden Educational Services
Box 176
Pleasant Valley Road
Center City, MN 55012-0176

Materia/s Available: Pairphlets, bcoklets, books, VVs

(800) 328-9000

Insurance Information Institute
110 William Street
Ned York, NY 10038

Materials Available: Pamphlets, books, A/Vs

(212) 669-9200

Insurance Institute for Highway Safety
Suite 300
Watergate 600
Washington, DC 20037

Mataria ls Available: Reports, reprints for professionals

(202) 333-0770

Johnson Institute
10070 Olson Memorial Highway
Minneapolis, MN 55441

Materials Avidlable: Pamphlets, booklets, reports

(612) 544-4165

March of Ednes Birth Defects Foundation
1275 MammammxIcAmenue
White Plains, NY 10605

Materials Available: Pamphlets, fact sheets, reprints, A/Vs

National Cancer Institute
Cancer Information Clearimhouse
7910 Utodhcnt Avenue, Suite 1320
Bethesda, 20014

(301) 496-4000

Materials Availaile: Information on tobacco products and smoking

National Clearinghouse for Alcx:hol
and Drug Information
Departnent PP - P.O. Box 2345
Rockville, MD 20852

Materials Available:

(301) 468-2600

Pamphlets, hocks, posters, mcmographs, conference
proceedings, reference material, audiovisuals, fact
sheets, resource and curriculum guides, newsletters
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National Council on Alcoholism (212) 986-4433
733 Third Avenue
New York, NY 10017

Materials Available: Pamphlets, fact sheets, A/Vs

National Federation of Parents for 1 (800) 544-KIDS
Drug-Free Youth
Suite 16
1820 Franwall Avenue
Silver Spring, DID 20902

Materials Available: Manuals, kits and brochures

National Higtrmwtiraffic Safety Administration (301) 962-3877
793 Elkridge Landing Road
Linthicum, DID 21090

MatemialsAmailablea Booklets, reports

National Library of Medicine (301) 496-4244
Reference Services Division
Videocassette Loan Ftogram
8600 Rockville Pike
Bethesda, MD 20209

Materials Available: Video cassettes

Parents' Resource Institute for Drug Education (404) 658-2548
Volunteer Service Center, Suite 1216
100 Edgewood Avenue
Atlanta, GA 30303

Materials Available: Books, reprints, A/Vs

Society for Teachers of Family Medicine
c/o American Academy of Family Physicians

(800) 821-2512

1740 W. 92nd Street
Kansas City, MO 64114

Materials Available: Curriculum guides, reports, literature reviews

Wisconsin Clearinghouse
1954 East Washington Avenue
Madison, WI 53704-5291

(608) 263-2797

Materials Available: Pamphlets, booklets, posters, A/Vs, curricula,
resource reviews

VI - 4
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B. Alcohol and Other Drug Audio-Visual Materials

Alcoholics Arznymous: An Inside View, 1979
28 minutes

Availability:

Description:

Use:

Alcoholics Anonymous
&ax 459
Grand Central Station
New York, NY 10163

This video cassette takes the viewer inside AA meetings, from
the smallest closed meetings to the large open ones.

An excellent introduction to Alcoholics Anonymous; especially
helpful for medical students prior to their visiting any AA
meeting.

The Enablers, 1978
23minutes

Availability:

Description:

Use:

The Johnson Institute
10700 Olson Memorial Highway
Minneapolis, MN 55441

The film examines the behavior of family and friends of an
alooholic waren and how it contributes to the continuation of
her drinking. The film is the first of a too-part series with

Ibs_Intarmatign.

Good for demonstrating the dynamics of a chanically dependent
family, a self-defeating pattern of interactions.

The Intervention, 1978
28 minutes

Availability:

rescription:

Use:

The Johnson Institute
10700 Olson Memorial Highway
Minneapolis, MN 55441

Second in a series with The Enablczs, family and friends work
together for coercive, constructive confrontation of an
alcoholic wren. The process of setting up suCh a
confrontation is demonstrated, including the pitfalls to
successful preparation.

EXcellent for supplementing =_Erphimg, for demonstrating
enabling family dynamics, intervention, and teamwork. Also
good for demonstrating how one can help a troubled family
motivate a chemically dependent person to seek treatmenL.



The Neonatal Abstinence Syndrome: Diagnosis
10 minutes

Availability: Baylor College of Medicine
Career Teacher Center
1200 Mcursund Avenue
Houston, TX 77030

DescriptUru An excellent teaching film that presents a clinical
demonstration of the signs and symptoms of neonatal abstinence
syndrome.

Reading, itritirq, and Reefer
52 minutes

Availability: Films Incorporated
733 Green Bay Road
Wilmette, IL 60091

DemmrigLicra This video cassette examines the dramatic increase in the use
of marijuana by children and the consewences to their
physical and psychological healthi and well-being.

The Secret love of Sandra Blain, 1976
27 minutes

Availability: Ho llywocd Enterprises
6060 &met Blvd.
Hollywood, CA 900213

Description: This film examines the story of a middleclass housewife whose
drinking becomes obvious to her fanily and friends.
Eventually the drinking problem becomes so severe that the
uaran can no longer deceive herself or those around her.

An eacellent intnIduction to alcoholism and the middleclass
housewife. The film elucidates denial as one of the key
factors in alcoholism.

Soft is the Heart of a ci1d, 1978
20 minutes

Availability:

Description:

Operation Cork
P.O. Box 9550
San Diego, CA

The film illustrates such themes as the family consequences of
drinking, community paralysis, women as battered spouses and
drinkers, children as victims, and the role of the school.

VI - 6
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Use: Demonstrates the effects of alcoholism of the family, such
as family violence, child abuse, and neglect. Highly
reoommended for medical students.

A Slight Drinking Prcblem, 1977
25 minutes

Availability: Norm Southerly Productions
1709 East 28th Street
Long Beach, CA 90806

Description: The troubles that befall an alcoholic are exacerbated by his
wife's reactions and attempts to deal with him. With the help
of Al-Anon, she begins to cope with her own life.

Use: EXcellent for demonstrating the value of self-help groups such
as Al-Anon.



MODULE I: SUBSTANCE ABUSE OVERVIEW

SUBSTANCE ABUSE OVERVIEW represents the basic introductory material that
should be implemented first, prior to the other modules. In addition to
introductory substance abuse content, this module serves as an example of how
one can use specific learning activities to gain group endorsement around
certain issues, set the stage for future teaching, plan future sessions using
group input, and involve a group in a process of learning and consensus
building.

In order to provide same choice of teaching to best match the needs of the
audience, the resources of time, space, and people available, and the skill
or comfort level of the presenter, two different teaching activities related
to this "module" are contained within. After reviewing both, the most
appropriate activity can be chosen for a particular group.

This modUle consists of two teaching activities through which students can
fulfill specific objectives. Teaching Activity 1 allows the participant to
take an active role in the learning process and Is, therefore, the
reccemandedpethod through which information about substance abuse overview
should be implemented. Bamever, if you do not have the time, students,
teachers, space or other resources that are required to implement activity 1,
another teaching activity is described herein. Both sessicns are described
generally below. For more detailed descriptions, see each teaching activity.

Teaching Activity 1: Chemical Dependence: Individual and Family
Characteristics - A Case Approach provides and effective and
efficient mechanism through which important core information can be
transmitted to students. Using a patient case, students examine
personal attitudes, discuss basic concepts of substance abuse, and
explore the role of the pediatrician.

Teaching Activity 2: Chemical Dependence: Individual and Family
Characteristics is a lecture that provides the same above contpnt
information but in the lecture format. This learning opportunity,
although less effective for addressing attitudinal issues, is more
appropriate when your target audience is more than 20 people.



TEAC-M Z AcrIvrri i
i

v
1 - 2



TT=

CHEMICAL DEPENDENCE: INDIVIDUAL AND FAMILY CMACIERISTICS
- A CASE APPROACH

====z========,
FORMAT ( )

Case Discussion

SESSION GUIDELZIES

Time:

Prerequisites:

Space Recommendations:

Suggested Nunber
of Participants:

1.5-2 hours

none

arrangingparticipants in a
circle to facilitate discussion

10 - 15 is optimal number for
small gmaup discussions

-Atter participating in this seSsion, participants will be able to:

discuss the role of the pediatrician in the context of
working with a substance using family

identify requisite knowledge, attitudes and skills that
would allow the pediatrician to fulfill hip/her role

expaain the progression of substance abuse and the
characteristics and family dynamics related to each of
the four stages of use

challenge his/how persorea beliefs and pmejudices related
to substance abuse, including
progression of

stereotypes, etiology and
the disease

identify available resources in the treatment of a
chemically dependent patient and/or family

1 - 3



RIZAMED CIIRRICITI124 WING(S)

I. 1, increase awareness of general concepts of substance
abuse.

III. Tb provide the basic skills to effectively intervene and
engage the patient and family into treatment.

V. To promote awareness of the pediatrician's role in
prevention.

SYNDPSIS

The purpose of this session is to engage participants in an
active discourse of the general concepts of chemical dependency,
and through such discussion, to establish by group consensus the
pediatrician's role in working with patients andfor families
harmfMlly involved with substances, and the concomitant fund of
knowledge needed to function in that capacity. Specific content is
also included within the case discussion that allows participants
to identify and discuss personal beliefs and attitudes they night
have around drug and alcohol issues. In total, participants Should
come to 3ccept a conceptual frmmework in which to consider chemical
dependency issues.

The success of the learning experience far the participants
hinges an thefr willinIgness to actively participate in the
discussion. TO facilitate this process, the case is built around
several teaching or focus points. Probe questions are provided so
that the instructor may elicit information from the learners.
Effective facilitation of this session depends on the instructor's
knowledge of the participants mcmeso than the underlying details of
the case. Priar to the session, the instructor should anticipate
participant reactions, questions and comments about the case and
the material and formulate positive and direct responses which will
stimulate group discussion.

1 - 4



LNSMUCTOR'S RESCURCES

Gabel LL and Mbnk JS. Faculty Guide. In Gabel LL (ed): Adolescent
alccholism: Reccgnizing, intervening, and treating. U.S. Eept. of Health
and HUman Services, Contract Number: 240-83-0094.

Hcstetler J. Adolescents and substance abuse: An overview. In Gabel
LL (ed): Adolescent alcoholism: Reccgnizing, intervening, and
treating. U.S. Dept. of Health and HUman Services, Contract Number:
240-83-0094.

LeFagar J. The double dilemma of chemically dependent parents and
substance abusing adolescents. Focus on Family 1984; Nov/Dec:33-
35.

MacDonald, DI: Drugs, drinking and adolescence. Amer J of Diseases of
Children 1984; 138: 117-125.

MacDonald DI, Blume SB. Children of alcoholics. Amer J of Diseases
of Children 1986; 140:750-754.



SESSION OUTIZNE

Introduction TT: 10 MIN. RT: 10 MIN.

Introduction of Presenter(s) and
Participants

Review Purpose and Objectives of Session

Establish Ground Rules for Session

Review Materials

Case Review

[Banda& 1]

TT: 55 MIN. RT: 65 MIN.

A. Review Key Questions [Handout 2]

(Ask group to think about
these questions as you
proceed thrtugh case)

B. Begin Patient Case using 1M [Handout 3]

1. Present case up to "STOP"

2. Ask Probe Questions from
IM 1

3. Summarizeparticipants opinions about
confrontation using "Summary Statements"
of IM 1

C. Resume Patient Case completing all of
section 2

D. Using IM 2, focus discussion on role of [Bamdout 6]
pediatrician

1. Ask Probe Questions from
1M 2

2. Summarize participants opinions about
pediatrician's role using "Summary
Statements"



E. Using MK 3, focus discussion on piandout 4,5,7]
progression of chemical dependency

1. Review Handout 4,5,7

2. Review data about the father from
IM - Patient Case Addendum

F. Using 1K 4, focus discussion an
need for awareness of treatment resources [Handout 10]

Evaluation (optional) TT: 5 MIN. RT: 70 MIN.

Hand out evaluations and ask participants [Handout 14]
to complete

Sunanary and Closure TT: 5 MIN. RT: 75 MIN.

Refer back to obtectives to determine if
they were successfulW completed. Summarize
session.

[Banda& 1]



DLSTRUCTOR S MTERIALS

Instructor's Patient Case

IM 1 Teaching Point 1

IM 2 Teaching Point 2

3 Teaching Point 3

IM 4 Patient Case Addendum - Data on the Father

MM 5 Teaching Point 4

All Learner's Materials are also Instructor's Materials:

Handout 1-Session Objectives

Handout 2-Key Questions

Handout 3-Patient Case

Handout 4-System Dynamics of the Alcoholic Family

Handout 5-Survival Roles

Handout 6-Know1edge and Skills Statements

Handout 7-Natural History of Alcoholism

Handout 8-Disease Nbdel of Addiction

Handout 9-Adolescent Substance Abuse Progression

Handout 10-Dcample: Treatment Resource List

Handout 11-DS4-III R Criteria: abuse, dependence

Handout 12-C.A.S.T (Children of Alcoholics Screening Test)

Handout 13-Are Drugs a Problems for You?

Handout 14-Session EValuation Form



INSIMUCICR'S MATERIAL 1
TENCEING ponc # 1

PURPOSE: TO facilitate the case and group discussion, several key
teaching points have been identified. These teaching points, in keeping
with the session objectives, will help you focus the discussion and help
the group reach a concensus on many different points. For each teaching
point probe questions to stimulate discussion, and content to facilitate
learning, have been identified. Prior to the discussion, you should
become familiar with the content in order to integrate it into the
discussion.
DIRECTIONS: Atter reviewing case, ask PROBE gismos. Allow time for
discussion, keeping participants focused by asking questions and directing
conversation. Use summary points to reiteratxt what was discussed.

TEACKENG POINT 1: CONFRONTATICN IS UNCCEMSTIABLE

PROBE QUESTIONS:

What do you think of this situation? Is this normal behavior on the
part of the Dad?

Should the fact that the Dad smells of alcohol in the middle of the
day be questioned?

Would anyone feel comfortable addressing his/her observation with
the Dad? If not, why? Any alternative(s) available?

Do we need more information? How do we get this information?

If this were a repeated episodewalld it be appropriate to address
the problem?

Why is it so difficult to intervene in these situations?

Is it appropriate to question Dad, Mother or siblings about the use
of alcohol?

SMEARY POINTS:

A. Confrontation is usually accompanied by a reaction

B. Confrontation usually enhances patient-physician relationship when
done effectively

C. Confrontation and intervention become more comfortable, easier, and
more effective as we become more familiar the disease process

Return to Patient Case - Section 2

I 9



TEAG9ING POINT #2

TFAMD9G POINT: PEDIATR.TrIAN HAS A ROLE

PROBE COESITCN:

Where in the case would it be appropriate
role?

Do you think the case would differ if:
(a) the father wore a business suit?
(b) the baby was healthy?

CCNTENT:

In order to work with the family it's
helpful to have in mind a conceptual
framework of family systems

NeiNi minimal knowledge and skills
dWpandWatt WW1 the nibs

Possible change in practice behavior
- routine inquiry of parental

alcchol/drug use
- use of CAGE

aiildren BMW be asked tow they fail
akxmrt adults darinkd'alg

SUMMARY POINTS

for the pediatrician to establish a

[Handout 4,5]

(flardcut6)

FAMILY ROLS5

Hero
Scapegoat
Enabler
Iost Child
Ilascot

ICNCVMEME AND SKILLS

Biochemistry and
Pharmacology
Etiology
Epidemiology
Natural History
Diagnosis
Treatment
Prevention
Legal/Ethical Issues

C = cut down
A = annoyed
G guilty
E = eye opener

PACES/HEADS
Use/Concern

A. Pediatricians are often only health care contact for family
(as was the situation in this case)

B. Any role the pediatrician adopts requires certain knowledge and
skills

C. Understanding of chenical dependence as a family disease is
necessary before individuals can appreciate the importance of
pediatricians working in this area

- 10
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MATERIAL 3
TEACHING POINT #3

TEACHING POINT: PROGRESSION IS PREDICTABLE

PROBE CUESTICNS:

1. Could this outcome have been predicted? Why?

2. Would knowing more about the disease process facilitate your
handling of the case?

CONTENT: [review Handouts 6/718 with participants]

Read "Patient Case Addendum - Instructor's Material 4" to participants

SUMMARY POINTS:
A. Chronic disease nature of the problem

B. Alcohol and other drug abuse is treatable

C. Substance abusa has a predictable course:
-natural history
-family roles

D. Early intervention rakes a difference



INSIMUCItR,S MATERIAL 4
TEACHING PO= #4

TEACHING POINT: THERE ARE RESCURCES AWMABLE FCR KELP

CENTINT: [review Handout 10 with particirr.nts]

YCILT 1,1AY ALSO ialIT 'ID CREATE A IMNDXI' THAT LISIS MAILABLE TREATMENT
RESCURCES fl YCUR AREA.

SONAR/ P3INnS:

A. Ilcw to help

B. St= is cut there?

C. Mat kinds of programs and resources are available?

D. Haw are these program/resources accessed?

E. Creating a crisis

F. Approach



INSDRUCIDR'S MATERIAL 5
PATIENT CASE AccENEm

JOINS HOPKINS HOSPITAL CCMPREHIEITSIVE ALCOHOLISM PRXRAM
SUBSTANCE ABUSE EVALIATION

Patient's Name: Tather

Clinical Condition at Presentation: Sober, complains of nervousness,
gastrointestinal upset, probably initial withdrawal secondary to decreased
=cunt.

Nature of Request: Patient requests "detox"; drinking cut of control;
negative past medical problems; positive pest his-tory "spitting up blood."

Current Melds Prescribed/Taken: none

History of Drug Use: none

Evidence of =Tait Alcohol Additiom Increased tolerance; increased amount;
morning use with symptomatic relief; chronic daily heavy use; positive
craving, loss of control, mild withdrawal symptoms an stopping alcohol:
tremor, nausea, vomiting, sweats, anoxeria, insomnia, diarrhea/cramps.

Widen= of Other Addicticos: nom

Irevious Iteatmont: name

Isigal Status/Trial Dates: mile

Current Witivation: EXcell nt Family/Job dysfUnction, 1 child
gravely/chronically ill; patient has 2:21,1 insight!

Progress Note: 31 year old with strong past history of addictive disorder;
last alcohrl use 2 hrs. ago, 3 fifths of wine today; negative psychiatric
history; usual use up to 8 fifths (with others) per day x 3 1/2 years with
only 1 or 2 months of sobriety since then. First use at age 13; regular use
at 17 years; problematic at 28 years; positive history of blackouts, negative
delirium tremors, seizures.

Diagnostic impression: 303.9 Alcohol Dependence/Gamma

Disposition, Reason for Referral: Hospitalization for medically supervised
detoxification followed by outpatient counseling on long term basis.
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Handout 1

SESSION OBJECTIVES

After participating in this session, participants will be able to:

1. discuss the role of the pediatrician in the context of
working with a substance using family

2. identify requisite knowledge, attitudes and skills that
would allow the pediatrician to fulfill his/her role

3. explain the progression of substance abuse and the
dhanwimristics and family dynamics related to each of
the stages of use

4. challenge his/her personal beliefs and prejudices related
to substance abuse, including stereotypes, etiology and
progression of the disease

5. identify and lomk together with available resources in
the treatment of a chemically dependent patient andior
family



Handout 2

ICY QUESTICNS

1. Do I fully comprehend the magnitL:de of the problem of
alcoholism and drug abuse?

2. Do I possess the skills and knowledge necessary to help
address this problem?

3. Do I want to develop such skills and attain such
knowledge?

4. Do I recognize my strengths and limitations as related to
deal.ing with alcoholism and drug abuse problems?

5. Do I knw hcw to capitalize on my strengths and overcome
my limitations as I address the problem of alcoholism and
drug abuse?

[From Gabel LL, Monk JS. Faculty Guide in Adolescent Alcoholism: Recognizing,
Intervening, and Tteating. Gabel LL (ed). Department of FamPi'YWdicine, The
Ohio State thliversity, Columbus, Ohio 43210]



PAT= CASE

Patient Prigile

Handout 3

Index patient is now a 10 month old female born with severe birth
asphyxia resulting in multiple problems including hydroce;halus and
severely compromised neurologic status, developmental, motor and
rental retardation. Despite the problems of the immediate newborn
course, the infant is at present stable and at home under the care
of both. parents.

Fami Ix Prof ile

Mother: 31 year old female reported to have medical problems as a
child necessitating cardiac surgery; currently in good
health

Father: 31 year old male reportedly in good health

Siblings:

1) 10 year old male - hyperactive
2) 8 year old male - doing well
3) 22 month old female - good health, questionabli somewhat

withdrawn

argiaLllistoa
Intact family, parents married for 11 years

Mther dropped out of high school in 10th grade due to medical
problems; plans to obtain high school diploma

Father completed high school, is a veteran, and currently works as
a counselor with delinquent boys

On first encamterwith the fathimcdning the day when the child is
admitted to the NICU he is noted to be well dressed, polite and
amropriately concerned. The father had been in attendance at the
outside hospital when the infant was born by emergency Cesarean
section and he escorted the infant to the hospital. He had the
distinct smell of alcohol on his breath which was noticed by
several members of the health care team.



Handout 3
Page 2

PA=ENT CASE

IEIONAMLE2112Vt2P

The infamt had a hospital course which concluded after 1 1/2
months. Curing the family discussion sessions and discharge
planning, it was very difficult to contact the father although tae
mother was available at all sessions and related that all at home
was well. MUltiple attempts to get the father involved have
failed. Finally, G. cab was sent to his home in order to bring him
in for a discharge planning session.

On discharge frm the hospital there were frequent follow-up visits
during which the patient was accompanied by the mother only.

At 3 months of age the patient was again admitted to the hospital
for various medical complications and neurosurgical interventions
including placement of a VP shunt. This prolonged stay encompassed
two months duringwhichtime the tmnilyhami active support from
variaas staff and frequent support meetings wIth socialixxrk.
Curing this time there was raised some suspicion about the father's
use of alcohol amongst staff limbers, but this was not acted upon.

In the interim the father boom* unemployed and increasing4
unavailable. There was evidence of increasing family stress.
Follo4ing the second hospital discharge, the mother again was noted
to lbevery diligent about follow-up and appeared to be =ping very
wen despite adverse situations.

On a routine call from the pediatrician to the mother, she related
that she was very concerned about the health of her husbarid. The
mother acknowledged that he had had a slight drinking problem long
ago and was once again drinking. The father was noted to be
experiencing bad dreams, occasional emesis of blood, pacing when at
home and was also out a lot of the time.

Utxmn hearing this tIme pediatrician acklowledged Nmaling sccmswhat
truss:rated and guilty and pondered aver how to pursue this ratter.



Handout 3
Page 3

PATIENT CASE

Several weeks later the mother called the pediatrician in
desperation and asked for help. Several crisis events have
occurred:
-the father had spent the mcney from the infant's disability check;
-there had been increased tension between the parents; and
-the yuunger daughter stumbled upon same drug paraphernalia which
was left in the house by friends of the father.

-
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Handout 4

SYSTEM DYNAMICS OF THE ALCOHOLIC FAMILY

ROLF
MOTIVATING
FEELING

IDENTIFYING
SYMPTOMS

PAYOFF POSSIBLE
PRICEFOR INDIVIDUAL FOR FAMILY

DEPENDENT Shame Chemical Use Relief of pain None Addiction

ENABLER Anger Powerlessness Importaace;
self-righteousness

Responsibility Illness;
"Martyrdom"

HERO Inadequacy;
guilt

Overachievement Attention
(positive)

Self-worth Compulsive
drive

SCAPEGOAT
destrucLion;

Hurt Delinquency Attention

(negative)

Focus away

from Alcoholic

Self-

addiction *iv

LOST CMILD Loneliness Solitariness;
shyness

Escape Relief Social
isolation

MASCOT Fear Clowning;
hyperactivity

Attentiou
(amused)

Fun Immaturity;
emotional illness

[From Another Chance; Hope and Health for Alcoholic Families by Sharon Wegscheider]
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Handout 5

SURVIVAL ROLES

In the alcoholic family, all members of the family are affected by the
growing inability of the alcoholic to function. Family members learn tct cope

with the growing instability in the family by adopting roles. These roles
are attempts to lessen the personal stress -- to protect oneself from being

hurt. By adopting these roles, family members increasingly hide their
feelings becoming less aware of what their feelings really are.

THE HERO:
The hero is ctten the oldest child, knows what is really going on in the

family and tries bard to Improve the situation. The hero begins to feel
responsible for the family pain but continually is frustrated in efforts to
better things. This family member is hard driven and outwardly successful.
The hero feels inadequate inside.

THE SCAPEGOAT:
The scapegoat is usually a younger child, who pulls away from the family

and develops a stromgpeer group attachment to acquire a feeling of
belonging. By acting in destructive Iaws, this family amber is often blamed
for the family chaos, providing a diversion from the real problem --
alcoholism. 'The scapegoat feels hurt inside.

THE LOST CHILD:
The lost child is also, most often, a younger or youngest child. The

lost child adopts a "safe" role -- to be as little trouble and avoid as much
notice as possible. The lost child is overlooked, being quietly busy --
apenling Touch time by themselves often fantasizing or day dreaming. The lost
child feels lonely inside.

THE MASCOT:
The mascot may be any family member. The mascot deals with the tension

in the family by being charming and humorous. The mascot feels fear inside.

THE ENABLER:
The enabler is usually the spouse or r. parent, the person closest to and

most depended on by the alcoholic. But anyone in the alcoholic's world may
be an enabler. The enabler is someone who, without knowing it, helps the
drinker to continue drinking. The enabler has understandable and sometimes
"good" reasons for being an enabler: to try to "cure" the drinker -- to keep
the family together -- to solve problems. This survival role helps the
enabler to cope and to continue to function. The enabler feels resentful inside.



CORE MINIMAL KNICWIEDGE AND SKILLS
IN SUBSTANCE ABUSE

Int=cduction

Handout 6

The purpose of this document is to broadly describe the minimum
knowledge and skills in alcohol and other drug abuse for practicing
physicians including general internists, psychiatrists, family physicians,
and peddatricians. This body of knowledge is being presented because the
practicing physician is at the forefront of prevention and management of this
important problem.

The physician should accept alcoholism and other drug abuse as medical.
disorders. He or she should be informed about substance abuse disorders;
recognize the effect on the patient, the family, and the community; and
should be able to diagnose and treat these disorders. The physician should
recognize his or her own personal strengths and limitations in managing
patients with substance abuse.

Medical students should be aware of the prevalence of patients with
substance abuse in all medical settings. Students should have the same fund
of knowledge in this area, as practicingphysicians. Students should also be
capable of screening for substance abuse in the course of *forming a
history and physical examination and should be able to take a detailed
alcohol or drug use history when appropriate. Stnelnts should be aware of
different trearbnentnodalities and their expected outcomes, but are not
expected to have the skills necessary to treat patients for their primary
problem.

A. General Cbncepts

The practicing physician should understand the following general
concepts related to alcohol and other drug abuse:

1. COmmon definitions
2. Diagnostic criteria
3. Epidemiology and natural history
4. Risk factors including familial and social cultural factors, as

well as current genetic and biologic theories.
5. The relationship of this group of disorders to the functioning of

the family.

B Prevention

The practicing physician should understand his or her role in prevention
of alcohol and other drug abuse problems through patient education, risk
identification and prescribing practices.

C. Pharmacology and Pathophysiology

The practicing physician should understand:

1. The pharmacology and behavioral effects of commonly abused
substances.

v
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2. The physiology of intoxication, dependence, tolerance, and
withdrawal.

3. Pathological effects of acute and chronic drug and alcohol abuse on
organ systems.

D. Evaluation of the Patient

The practicing physician should be aware of specific presemting
complaints suggestive of substance abuse. In addition, physicians should be
able to screen effectively for the early and late manifestations of substance
abuse incliaiingbehaNioral nanifestations. Once substance abuse is suspected
in an individual patient, physicians should be able to confirm the diagnosis
by obtaining a detailed alcohol and drug use history, identifying physical
findings suggestive of substance abuse, and interprcting the results of
selected laboratory tests.

The practicing physician should be aware that substance abuse discrders
nay present as other medical or psychiatric disorders or may be complicated
by the presence of psychiatric or medical comorbidity.

The practicing physician should be aware that denial in the patient,
family, and physician delay recognition and treatwent.

E. PatioltMnagmuent

The practicing physician should be able to directly manage or refer
patients for treatment of acute intoxication, overdose, and withdrawal. He
or she should be able to motivate the patient for further treatment ar...1
select an awropriate management plan frcm available treatment options,
bearing in mind the patient needs and comnankyrescurces. He or she should
be knowledgeable of the various treatment alternatives and the expected
outcomes of treatment.

The physician should recognize his crkmar responsibility in the
long-tennnanagement and follow-up of patients with substance abuse.

The practicing physician should be familiar with the philosophy and
availability of self help groups for the patient and family, such as AA and
Al-Anon.

F. Legal and Ethical Aspects

The practicing pbysician should know the legal aspects of informed
consent, release of information, and of obtaining blood, urine, and breath
tests in screening for alcohol and other drug use.

The physician should be knowledgeable of the laws and regulations
governing the use of controlled substances.

G. Health Professional Impairment

The practicingperlician should be aware of health professionals as a
group at risk for alcohol and drug problems and be aware of the resources
available for impaired colleagues.

1-23
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Handout 7

THE NATURAL HISTORY OF ALCCHOLISH

Stage 1. Ndrmal Drinking

The individual drinks alcoholic beverages without negative physical
or emotional ccrsegpances. There is no preoccupation with
drinking, and there are no efforts to control alcohol intake.

Stage 2. Preoccupaticn with Drinking

The person is pleased with his drinking behavior and believes that
alcohol makes life better. He often thinks about drinking (what,
where, when, etc.).

Stage 3. Preoccupatiai with COntrolling Drinking

The drinker is trying to return to Stage 1. His attempts to cut
down or to stop drinking usually result in repeatr4 failures.

Stage 4. Premoupationwith Stopping Drinking

This stage is characterized by alternating periods of drinking
alcohol and periods of total abstinence. Men the alcoholic is in
treatment and beginning the process of recovery, these occasional
short relapses can be expected for up to five years.

St'ige 5. 'Ibtal Abstinence and Inproyed Coping With the Stresses of Everyday
Life

Mbst alccholics move into this final stage only after 'participating
in same form of treatment. The individual is now enjoying a more
smookutivel satisfying life with improved emotional and physical
health.

[adapted from C. Whitfield]



Handout 8

11 _121earMaMELLOLALgQ=253

About 90 percent of alcoholics seem to have problems which are a result
of active drinking. Other Plcoholics may have a dua' diagnosis (e.g.,
alcoholism plus a psychiatric disorder). Primary alcoholism occurs when no
pre-existing psychcpathology has been Observed; secondary alcoholism is seen
when a person with a major psychiatric disorder develops the symptoms of
alcoholism.

Alsatzgamies_a_Mmairr_Iguaage

Those who have the disease are moved into a state of recovery through
treatment, but they are never "cured" any more than an adult-onset diabetic
is cured. The goal of treatment and aftercare is to promote longer and
longer periods of sobriety. Returning to moderate or "controlled" drinking
has not proven to be a viable option for primary alcoholics. The chronic
nature of the afflicticrimandates care= followup when working with
alcoholic patients and their families. Relapse is common.

A1smbatisiLiEJLEnximaim_111agna

As long as the alcoholic caltinues to drink, the symptoms of the disease
and the physical, social, and peyobologiml problems of the indivichol will
beams more severe.

Alcoholism is an Addlgtive Illness

The addictive nature of the disease, including the involvement of
individuals other than the patient, is easily recognized when the physician
observes that, in spite of all the negative consequences whiCh result from
alcohol intake, the alcoholic continues to drink.

blgighigljsm is a fatal Disease

Treated, alcoholism can be controlled, and patients recover; left
untreated, alcoholism has a very high mortality rate and is associated with a
long list of complications.

1 - 25 78
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LEVYING THE PrOQ SWING

Infrequent use
Aloohol/pot/inhalants
No consequences
Some fear of use
Low tolerance

511WWEIELKIIIE
11MILeLEM

Increasing frequency
Use of various drugs
Minimal defensiveness
Tolerance

STAGE PRECCCUPATION

1111U_THEJ122LIMEM

Change in peer group
Activities revolve
around use
Steady supply
Possible dealing
Few/no straight friends
consequences ocx:ur more
frequently

STAGE 4 : USING WI FM,

MAL
Continued use despite
adverse outcomes
Loss of control
Inability to stop
Compulsion

ACCIEKSYL=12117LAIEE IQ

PEDISPOSITION BEITAVVR

Curiosity
Peer pressure
Attempt to assume
adult role

Impress others
Social function
Pride in amount
consumed

Using to get
loaded-not just
high

Use to feel
normal

Learning the mood
Feels good
Positive reinforcement
Can return to normal

Using to get high
Use other than
weekend
Use to relieve
feelings
Denial of problem

Begins to violate
values and rules
Use before and during
school
Use despite consequence
Solitary use
Trouble with school
Overdoses, "bad trips",
blackouts
Promises to cut down
or attempts to quit
Protection of supply,
hides use from peers
Deterioration in
physical condition

Daily uie
Failure to meet
expectations
Loss of control
Paranoia
Suicide gestures, self-
hate
Physical deterioration
(poor eating and sleep
habits)

V

I - 26 79

Handout 9

ratueL2gagaz

Often unaware
Denial

Attempts at
elimination
Blaming others

Conspiracy of
silence
Confrontation
Reorganization
with or without
affected
individual

Frustration
Anger
May give up



Handout 10

EEXVIPLE OF A] TREATMENT RESCURa LIST

A. Loaal Phone Book

B. Local Health Department

C. State Alcohol and Drug Abuse Administration

D. Specific Organizations

1. Narcotics Anonymous (NA)
2. Alcoholics Anonymous (AA)
3. Al-Anon
4. Al-Atema
5. National Council on Alcoholism
6. National Institute on Alcoholism and Alcohol Abuse
7. National Institute on Drug Abuse



Handout 11

DSM-III R CRITERIA
FOR SUBSTANCE ABUSE AND DEPENDENCE

DIAGNOSTIC CRITERIA FOR PSYCHOACTIVE SUBSTANCE ABUSE
/w/mmmoNaNamMNNmIr

A. A maladaptive pattern of psychoactive substance use indicated by at
least one of the following:

(1) continued use despite knowledge of having a persistent of recurrent
social, occupational, psychological, or physical problem that is
caused or exacerbated by use of the psychoactive substance

(2) recurrent use in situations in which use is physically hazardous
(e.g.,d driving while intoxicated)

B. Some symptoms of the disturbance have persisted for at least one month,
or have occurred repeatedly over a longer period of time.

C. Never met the criteria for Psychoactive Substance Dependence for this
substance.

DIAGNOSTIC CRITERIA FOR PSYCIIOACTIVE SUBSTANCE DEPENDENCE

A. At least three of the following:

(1) substance often taken in large amounts or over a longer period than
the person intended

(2) persistent desire or one or more unsuccessful efforts to cut down
or control substance use

(3) a great dear of time spent in activities necessary to get the
substance (e.g., theft), taking the substance (e.g., chain
smoking), or recovering from its effects

(4) frequent intoxication or withdrawal symptoms when expected to
fulfill major role obligations at work, school, or home (e.g., does
not go to work because hung over, goes to school or work "high,"
intoxicated while taking care of his or her children), or when
substance use is physically hazardous (e.g., drives when
intoxicated)

(5) important social, occupational, or recreational activities given up
or reduced because of substance use



Handout 11
(continued)

(6) continued substance use despite knowledge of having a persistent or
recurrent social, psychological, or physical problem that is caused
or exacerbated by the use of the substance (e.g., keeps using
heroin despite family arguments about it, cocaine-induced
depression, or having an ulcer made worse by drinking)

(7) marked tolerance: need for markedly increased amounts of the
substance (i.e., at least 50% increase) in order to achieve
intoxication or desired effect, or markedly diminished effect with
continued use of the same amount

NOTE: The following items may not apply to cannabis, hallucinogens, or
phencyclidine (PCP):

(8) characteristic withdrawal symptoms (see specific withdrawal
syndromes under Psychoactive Substance-induced Organic Mental
Disorders)

(9) substance often taken to relieve or avoid withdrawal symptoms

B. Some symptoms of the disturbance have persisted for at least one month,
or have occurred repeatedly over a longer period of time.



Handout 12
cHI=EN OF ALCCHOLZCS SCREENING TEM'

Please check the answer below that best describes your feelings, behavior,
and experiences related to a parent's alcohol use. Take your time and be as
accurate as possible. Answer all 30 questions by checking either "yes" or

Sex: Male

.011111111

1111wommimmo.

01111111.11

=111.11.

Female Age

1. Have you ever thought 'chat one of your parents had a drinking
problem?

2. Have you ever lost sleep because of a parent's drinking?

3. Did you ever encourage one of your parents to quit drinking?

4. Did yru ever feel alone, scared, nervous, angry, or frustrated
because a parent was not able to stop drinking?

5. Did you ever argue or fight with a parent when he or she was
drinking?

6. dA you ever threaten to run away from home because of a
parent's drinking?

7. Has a parent ever yelled at or hit you or other family members
when drinking?

8. Have you ever heard your parents fight when one of them was
drunk?

9. Did wu ever feel like hiding or emptying a paxent's bottle of
liquor?

10. Did you ever protect another family member from a parent who
was dzinking?

11. Do many of your thoughts revolve around a problem drinking
parent or difficulties that arise because of his or her
drinking?

12. Did yal wer wish that a parent would stop drinking?

13. Did you ever feel responsible for and guilty about a parent's
drinking?

14. Did you ever Zear that your parents would get divorced due to
alcaohol misuse?
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Handout 12
Page 2

15. Have you ever withdrawn from and avoided outside activities
and friends because of embarrassment and shame over a parent's
drinking problem?

16. Eid you ever feel caught in the middle of an argument or fight
between a problem drinking parent and your other parent?

17. Did you ever feel that you made a parent drink alcchcl?

18. Have you ever felt that a problem drinking parent did not
really love you?

19. Did you ever resent a parent ' s drinking?

20. Have you ever worried about a parent's health because of his
or her alcohol use?

21. Have you ever been blamed for a parent's drinking?

22. Did you ever think your father was an alcoholic?

23. Did you ever wish your home could be more like the homes of
your friends who did not have a patent with a drinking
problem?

24. Did a parent ever make promises to you that he or she did not
keep because of drinking?

25. Did you ever think your rather was an alcoholic?

26. Did you ever wish that you could talk to someone who could
understand and help the alcohol-related problems in your
family?

27. Did you ever fi4ttiwith, your brothers and sisters about a
parent's drinking?

28. Did you ever stay away from hame to :mid the drinking parent
or yow other parent's reaction to the drinking?

29. Have you ever felt sick, cried, or had a "knot" in your
stomadh after worrying dbout a parent's drinking?

30. Did you ever take over any chores and duties at home that were
usually done by a parent before he or she developed a drinking
problem?

'WM NUMBER OF "YES" ANSWERS

Score of 6 or more neans that more than likely this child is a child of an
alcoholic parent.

54



ARE MUGS A PROBLEM FOR VW?

The following checklists are far from complete. Each drug has its own special
signs. You can probably devise more appropriate questions of your own. But,
these should give you a clue to what you ought to be asking yourself about
your drug use and its impact on the rest of your life.

DELEIREE-21=Zga
1. Do you use drugs when you are alone?

2. Can you turn down a joint or a line of coke if it is offered?

3. Do you get high before seeing non-using friends?

4. Do you need something (a joint, a tranquilizer or something stronger)
before going to sleep?

5. Do you ever take something (a drink, a joint, a stimulant) first thing
in the morning?

6. Do you feel nervous, flat and dull whe-i you are not using?

7. How large L supply-do you keep, and how conoernadido you become when you
start to run out?

8. Can you get through a fUll day without drugs and feel no distress?

9. Is it /-acoming difficult to pay for all the drugs you want?

228QLCUEMLIgT1
1. Do you have many non-using friends?

2. How many of your drug tuddies would you want as friends if you stopped
using?

3. Is there more friction in your dealings with friends and co-workers than
before you used drugs?

4. Is your boss (teacher) less interested in your work?

5. Are your grades falling?

6. Did you get the last raise you thought you deserved?

7. Do you have less patience for detail and find it harder to master new
material?

8 Do you often find yourself re-reading the same page?

9. Are there many times when you lose track of conversations?

10. Are you sexually aroused less frequently?

Handout 13

I-32
85



Handout 13
Page 2

ARE DRUGS A PROBLEM FOR YOU?
(continued)

11. Do you believe sex is better when you, are high?

12. Are you interested in sustaining a relationship?

13. Do you feel you give as much as your partner to your marriage or your
relationship?

14. How does he or she feel about your drug use and your relationship?

The wrong answers are obvious. Any wrong answer should cause you to question
hem much control you are exercising over drug use and hew other parts of your
life are being affected. Same answers nay indicate other problems. Clearly,
if you spendagood part of your time high= often become intoxicated, ndss
work or school, or go off on binges, no checklist is needed.

pctracted from "How to Get Off Drugs" by Ira Mothner and Alan Weitz, 1984)
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Handout 14
Page 2

S. What issues were covered in more detail (or at greater length) than
you felt necessary?

9. Wtuld ycu be interested in attending additional sessions an other
aspects of substance use and abuse?

2 = ?IS

10. Of the following times for future sessions, please indicate which
one(s) you mad attend.

NO YES

a. a 5:00pm session 1 2

b. a miming session 1 2

c. a noon time session 1 2

d. a itTeekend session 1 2

el. other 3. 2

10. Please circle the letter (a-e) of the time you most prefer.

U. Would you be williag to critically evaluate this session with
pToject staff 4-.13 a later date.

1 ma NO 2 = YES

12. COMME21S:
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SUGGESTED PREPARATION ACTIVITIES

Assign required readings

Advertise session if it is not required

Famdliarize self with all handouts, especially Handout 1,
4 and 8)

Review articles on conducting case discussions (Gabel
reference)

Develop student packets (=tains all handouts, including
objectives, recommended reading lists, and evaluation)

Assess the needs, knowledge level, perceptions and
related practice behaviors of the audience

Develop list of treatment resources available within the
institution or community (refer to handout 5 as a
proposed outline for such a list)

Determine need far audiowisual equipment

Make copies of session evaluation
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CHEMICAL DEFENDLNCE: INDIVIDUAL AND FAMILY cmipicrmusiacs

PORT,MT(S)

Lecture

SESSION GUIDELINES

Tire:

Prerequisites: none

Space Recommendations: none

20 and above

1 hour

Suggested Ntotwr
of Participants:

After participating in this session, participants will be able to:

better understand the magnibade of alcohol and other drug
problems within the pediatric population and recogniL't
then as important health problems in children,
adolescents and adults

explain the natmral history of substance abuse and the
characteristia; and family dynamics related to each of
the four stages of use

recognize substance abuse as a progressive illness



MATED cumuctum GOAL(S)

I. TO increase awareness of general concepts of substance
abuse.

III. TO provide the basic skills to effectively intervene and
engage the patient and family into treatment.

V. TO promote awareness of the pediatrician's role in
prevention.

SYNOPSIS

The purpose of disseminate basic introducbory content about
alcohol and drug issues. General concepts of chemical dependency
including epidemiology, natural history, and progression of
substance abuse is reviewed.

134ST1tk`MIV S RESCURCES

Gabel IL and /Wok JS. Faculty Guide. In Gabel IL (e3) : ;.dole.scent
alcoholism: Recognizing, intervening, arrl trwtting. U.S. Dept. ot Heal4h
and Snarl Services, Contract Number: 240-834../94.

Hostetler J. Adolescents and substance abuse: An overview. In Gabel
IL (ed): Adolescent alcoholism: Recognizing, intervening, and
treating. U.S. Dept. of Health and HUman Services, Contract NUmber:
240-83-0094.

LeFager.I. The double dilemma of chemically dependent parents and
substance abusing adolescents. Ftocus on Family 1984; Noy/Dec:33-
35.

MacDonald DI: Drugs, drihking and adolescence. Amer J of Diseases of
Children 1984; 138: 117-125.

MacDonald DI, Blume SB. Children of alcoholics. Amer J of Diseases
of Children 1986; 140:750-754.



INSTRIXICR'S CUTLINE

Introduction TT: 5 MIN. RT: 5 MIN.

Introduction of Presenter(s) and
Participants

Review Purpose and Objectives of Session

Establish Ground Rules for Session

Review Materials

[Handout 1)

Slide Presentation TT: 35 M. RT: 40 MIN.

A. EnretrczeGy

1. Slide 1 - HigH school drug survey
2. Slide 2 - Prevalence and recency of use
3. Slide 3 - Thirtrday prevalence of daily use
4. Slide 4 - Nonccritinuatim Rates...
5. Slide 5 - Trends in two-week prevalerce of heavy drinking by sex
6. Slide 6 - Figure C...
7. Slide 7 - Proportion ct friends using each drug...
8. Slide 8 - Trends in perceived availability of drugs
9. Slide 9 - Drinking patterns of high school seniors

10. Slide 10 - Mere teenagers drihk
11. Slide 11 - Percent of Maryland adolescents using substances...
12. Slide 12 - Percent of...reporting current use...by grade last year
13. Slide 13 - Percent of...reporting current use...by race/ethnicity
14. Slide 14 - Percent of...reporting current use of substances
15. Slide 15 - Substance abuse prevaleme summary

B. mauRnHISIMIlt

1. Slide 16 - Spectrum
2. Slide 17 - Stage 1:
3. Slide 18 - Stage 2:
4. Slide 19 - Stage 3:
5. Slide 20 - Stage 3:
6. Slide 21 - Stage 4:

C. RISK FACTORS

of adolescent drug abuse
EXperimentation...
Seeking the mccd swing
Preoccupation...Characteristics
Precccupation...Behavior
Using to feel normal

1. Slide 22 - Risk factors for drug abuse
2. Slide 23 - Drug abuse warning signs
3. Slide 24 - Substance abuse screening

V

I- 41
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[Hanicut 7]



4. Slide 25 - Taking a drug history from teenagers
5. Slide 25 - C.A.G.E questions

Discussion TT: 10 MIN. PT: 50 MIN.

D. TnEAMIMENT AND INTERVENTICN
1. Slide 27 - Intervention strategies
2. Tteatment resources piarecut 103

Evaluation (optional) TT: 5 MIN. RT: 56 MIN.

Hand out evaluations and ask participants
to complete

Sumary are Closure TT: 5 MIN. PT: 75 M1N.

Peter tack to objectives to determine if
they were suopmsfullyccapleted. Summarize
session.

[Hardout 1]



INSTROCICR'S !IATERIALS

Slide 1 - High school drug survey
Slide 2 - Prevalence and recency of use
Slide - Thirty-day prevalence of daily use
Slide 4 - Noncontinuation Rates...
Slide 5 - Trends in two-week prevalence of heavy drinking by sex
Slide 6 - Figure C...
Slide 7 - Proportion of friends using each drug...
Slide 8 - Trends in perceived availability of drugs
Slide 9 - Drinking patterns of high school seniors
Slide 10 - Where teenagers drink
Slide 11 - Percent of Maryland adolescents using substances...
Slide 12 - Percent of...veporting current use...by grade last yeax
Slide 13 - Percent of...reporting current use..Joy race/ethnicity
Slide 14 - Percent of...reporting current use of substances
Slide 15 - Substance abuse prevalence summary
Slide 16 - Spectrum of adolescent drug abuse
Slide 17 - Stage 1: Diperinentation...
Slide 18 - Stage 2: Seeking the aced swing
Slide 19 - Stage 3: Preoccupation...Characteristics
Slide 20 - Stage 3: Preoccupation...Behavior
Slide 21 - Stage 4: Ming to feel normal
Slide 22 - Ridk factors for drtxj abuse
Slide 23 - Drug abuse warning signs
Slide 24 - Substance abuse screening
Slide 25 - Takingadrug history frtml teenagers
Slide 26 - questions

The following' Learner's Materials are also to be used by the instructor
(copies of these are included in Teaching Activity 1 of Module 1):

Handout 1 - Session Objectives

Handout 7 - Natural History of Alcoholism

Handout 9 - Adolescent Substarce Abuse Development CUrve

Handout 10 - Example: Treatment Resource List

Handout 11 - DSM-III R Criteria: abuse, dependence

Handout 12 - C.A.S.T. (Children of Alcoholics Screening Test)

Handout 13 - Are Drugs a Problem for You?



Slide 1

Slide 2

High school
drug use survey
Pment who have used the Crug
al least once in fast 12 months:

60%
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Prevalence and Recency of Use
Eleven Types of Drugs, Class of 1988
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SEDATIVES
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INHALANTS
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ALCOHOL
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year
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V
I - 44

100

MB Use In past year
not In past month

ME:f3 Lifetime Prevalence

9 7

120



Slide 4

Slide 3

Thirty-Day Prevalence of Daily Use
Eleven Types of Drugs, Class of 1988
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Trends in Two-Week Prevalence of Heavy Drinking
by Sex
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75 76 '77 '78 '79 '80 '81 '82 83 '84 '85 '86
FIVE OR MORE DRINKS IN A ROW IN

LAST TWO WEEKS

Figure C Fourth Through Sixth Graders' Beliefs
About Alcohol and Wine Coolers, United States, 1987
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Slide 7

Slide 8
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DRINKING PATTERNS OF
111611 SCHOOL SENIORS

nrunn To
(.11 u1GO

tiSVALLV USUALLY GET
Gt T mots MODERATUT

OR
WIRT MGR

PMLIS 19TRALL11

STAT MOH POR
mum OR RORt

HOURS

50

4

20

10

WHERE TEENAGERS DRINK

At 11011t AT mutts ON CARS

If 2



51.1de 11

Percent Of Maryland Adolescents Who Currently Use Drugs Or
AlcoholStatewide Estimates-1986-87 Survey

Current Ur of

Grade 10th Grade 12th Gragie.ath

Any Drug 13.0 18.5 22.3
Qurent Use of
Any Substance** 7.2 47.7 58.4
Current Use of
Alcohol 23.6 45.2 56.0
Current Use of
Alcohol and any
Drug 9.4 15.8 19.8
Mean Number
of Drugs 2.3 2.4 22

Excludes Alcohol. apcuses and Smokeless Tobacco
" &dada Owen= and Smokalea Tobacco
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Percent of Maryland Adolescents Reporting Current Use
of Any Drug by Grade Last Y ear 1986-87 Survey

Sth Grade
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Slide 14

Percent of 12th grader's Nationwidel And In Maryland
Reporting Current Use` of Substances in 1982-83, 198445, and 1986 -87

/Nationwide Ma74and

Subsance 1982-83 1084-85 Bact_al 1 ° 8 2 8 3 1934-85 1986-87

Marijuana

Tranquilizers

Amphetamines

Cigarettes

Heroin

Cocaine

Hallucinogens

Barbiturates

PCP

1 Institute for Socadlioreeeb. University of Michipn. News Mew, February 23. 1987.
2 Cenent use in die national study is defined as used at lean once in the 30 days prior so the survey.

28.5 25.2 23.4 33.9 30.0 17.1

2.4 2.1 2.1 8.7 6.4 1.8

1.0.7 8.3 5.5 13.7 9.8 5.4

30.0 29.3 29.6 31.7 29.2 23.6

0.2 0.3 0.2 3.2 3.2 0.9

5.0 5.8 6.2 10.3 10.7 5.0

3.4 2.6 2.5 7.7 5.7 3.0

2.0 1.7 1.8 7.4 5.4 1.2

1.0 1.6 1.3 4.7 5.7 3.0

Slide 15

SUBSTANCE ABUSE PREVALENCE
SUMMARY

OF TWENTY-THREE MILLION TEENAGERS
12-17 YEARS OLD:

6.2 Million Currently Use Alcohol

3.5 Million Smoke Cigarettes

2.8 Million Currently Smoke Marijuiana
V
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Slide 16

Most prevalent,
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Slide 17

Slide 18
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Least prevalent

NarcoticsDyer-the-
*c*ter drygs

11.01Pg
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Inhalants Phencyclidine Sedatives
and minor
Vanquilizers

Stimulants
tie, ampneta-
mines and
docarne

STAGE 1: EXPERIMENTATION/LEARNING THE MOOD SWING

Characteristics

°Infrequent Use

°Alcohol/Pot

°No Consequences

°Low Tolerance

°Fear of Use

Behavior

°Learning the Mood

°Feels Good

°Reinforcement

°Return to Normal

STAGE 2: SETKING THE MOOD SWING

Characteristics Behavior

°Increasing Frequency °Use to Get High

°Use of Various Drugs °Use on Weekdays

°Minimal Defensiveness °Use to Relieve Feelings

°Tolarance °Denial of Problem
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STAGE 3: PREOCCUPATION WITH THE MOOD SWING

Characteristics

Cnange in Peer Grou

o Few Straight Friends

Activities Tied to Use

o Steady SuipPlY

°Consequences Frequent

STAGE 3: PREOCCUPATION WITH THE MOOD SWING

Behavior

°Begins to Violate Values and Rules

°Use Before and During School

°Use Despite Consequences

°Solitary Use

°Trouble with School

°Overdoses, "Bad Trips", Blackouts

°Promises to Cut Down/Attempts to Quit

°Protection of SuipPlY

°Hiding Use from Peers

°Deterioration in Physical Condition

STAGE 4: USING TO FEEL NORMAL

Characteriztic 5ehavior

o Continued Use Despite °Daily Use
Adverse Outcome

°Failure to Meet
°Loss of Control Expectations

Inability to Stn °Loss of Control

o Compulsion °Paranoia

°Suicide Gestures
v 107

T - °Physical Deterioration



RISK FACTORS FOR DRUG ABUSE

Family History of Alcoholism
Family Tolerance for Deviance
Depression
Loss of Loved One
Low Self-Esteem
Poor Social Skirls
School Problems
Low Expectations for School
Peer Tolerance for Deviance

ins



DRUG ABUSE WARNING SIGNS

BEHAVIORAL CHANGES
Lying, Stealing
Loss of Interest in Hobbies

SCHOOL CHANGES
Fall Off in School Performance
Conflicts at School
School Truancy

Misses 1st Period Class
Class After Lunch
Last Class

EMOTIONAL CHANGE
Depression
Loss of Loved One

DEVIANCY
Driving While Intoxicated
Vandalism, B & E, Shoplifting

V

I - 55
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SUBSTANCE ABUSE SCREENING

Predisposing Risk Factors

Problems in Major Life Areas

Peer Use Characteristics

Personal Use Characteristics

Slide 25

TAKING A DRUG HISTORY
FROM TEENAGERS

What kinds of drugs are at your school?
What kinds of drugs have friends tried?
What drugs have you tried?
Extent and regularity of use?
Where are drugs used?
Degree of use?
Degree of intoxication and risks
associated with use?



MS= OF HANDMTTS

[Except for Handout 11 use materials from Teaching Activity 1]



Handout 1

SESSION OBJECTIVES

After participating in this session, participants will be able to:

better understand the malnitude of alcohol and other drug
problems within the pediatric population and recognize
then as important health problems in children,
adolescents and adults

explain the natural history of substance abuse and the
characteristics and family dynamics related to each of
the four stages of use

recognize substance abuse as a progressive illness



MUIR= AND MAMMALS

111.1.11. Slide projector

Screen

Microphone (optional)

Podium (optional)

Slides

Student Handouts



SUGGIMMD Pf2EPARA.TION ACTIVITIES

Assign required readings

Advertise session if it is not required

Make slides for presentation

Familiarize self with all slides and handouts

Review articles on conducting lectures and group
discussions (Gabel reference)

Develop student packets (contains all handouts, including
objectives, recommended reading lists, and evaluation)

Develop evaluation form

Assess the needs, knowledge level, perceptions and
related practice behaviors of the audience

Develop list of treatment resources available within the
institution or community (refer to handout 5 as a
prcpcsed outline for such a list)

Determine need for audio-visual equipment



MMULE =DM DRUCZ OF ABUSE



CURRENT DRUCZ OF ABUSE

FORMAT (S)

Lecture
Small Group Discussion

SESSICH G=INES

11:=MINIM.

Time:

Prerequisites: None

Space
Recommendations: None

1-2 hours

Suggested Number
of Participants: 15-40

OBTECTIVES

After pe-ticipating in this session, participants will be able to:

identify common drugs of abuse

outline common behavioral and physiological effects and side
effects for each common drug of abuse

describe the basic characteristics of abuse, dependence and
withdrawal

outline the clinical presentation of acute intoxication arA its
adverse reactions for ccomon drug of abuse

RELATED CURRICUILN GOAL(S)

II. TO promote familiarity with common drugs of abuse.



SYNOPSIS

The intent of this session is to familiarize the learners with the
common drugs of abuse. In concert with this and with the role of the primary
care pediatrician, the session is not intended to be an in-depth study of the
pharmacology of varllus drugs. Mbreover, it is not intended to instruct
participants in the management of acute medical emergencies. Instead, it is
primarily to provide for participants a framework that will allow them to
compare and contrast common drugs of abuse. Therefore, the focus of this
session is to identify commonalities and differences among several drugs of
abuse.

DismucIcRis mamas

Jaffe JH: Drug addiction and drug abuse In Gilman AG and Goodman LS (eds):
The pharmacologic basis of therapeutics, 7th edition. MatMillam, New York,
1985; 532-581.

Giannini AJ, Price Mk et al: Content:crazy cbmgs of abuse.
American Family Physician 1986; 33(3): 207-216.

Editorial: Diagnosis aryl management of acute drug abuse reactions.
The Medical Letter 1983; 25(644): 85-88.

Milberg A: Substance abuse: Clinical identification and management.
Ped C of N Amer 1986; 33(2): 325-361.

Clcuet EH (ed): Phencyclidine: An update. U.S. Goverment Printing Office
CMS publication no. (A31)86-1443, Mshington, D.C., 1986.

Schwartz PH: Marijuana: An overview. Pled C of N Amer 1987; 34:305.



SESSICN =LINE

Introduction TT: 5 MIN IZT: 5 MON

Introduction of Presenter(s) and
Participants

Review Purpose and Goals of Session

Fatabaish Ground Rule for Session

Review Materials

Elianiout 3.1

Lecture and Discussion TT: 90 RT: 95
[approximately 10 min for each drug)

A. Common Drugs of Abuse

1. Alcohol [Instructor's Material 1)

2. Marijuana [Instructor 's Material 2)
3. Amphetamines/CM Stimulants [Instructor 's Material 3]
4. Cocaine (Instructor' s Material 4)

5. CNS Depressants/Sedative Hypnotics (Instructor' s Material 5)

6. Hallucinogens [Instructor' s Material 6)

7. Phencyclidine (PCP) [Instructor' s Material 7]

8. VOlatile Inhalants [Instructor' s Material 8]
9. Heroin/Cpiates [Instructor's Material 93

B. Content Areas (for each drug)

1. Generic & Trade Names
2. Street Names
3. General Information
4. Methods of Use
5. Formulation/ParaOhernalia
6. Clinical Manifestations
7. Treatment of Acute Intoxication



Evaluation (Cptional) TT: 5 MMIN RT:100 MIEN

Distribute evaluation and ask
participants to complete

Suam limy and Closure TT: 5 MIN RT:105 maN

Refer back to objectives to determine
if they were successfUlly completed.
Summarize with group.

(1iandcut 1)



DJCIOR S MATERIALS

IM 1 - Alcohol

IM 2 - Marijuana

IM 3 - Arphetamines/CNS Stimulants

IM 4 - Cocaine

IM 5 - CNS Depressants/Sedative Hypnotics

IM 6 - Hallucinogens

IM 7 - Phencyclidine (PCP)

IM 8 - Volatile Inhalants

IM 9 - Heroin/Cpiates

The following Learnar's Materials are also to be used by the instructor:

Handout 1 - Session Objectives



INSTRIXICIR'S MAZERIAL 1

Alcohol

Generic & Ttade Names: Ethyl Alcohol

Street Names: Booze, brew, juice, beer, grog, coolers

General: Alcohol is the most common drug of abuse. Over 90% of high school
seniors report having used alcohol at some point in their lives. 85% report
use in the past year and 65% report use in the past most. Almost one half of
males and one third of female seniors report episodes of binge drinking
within the past two weeks defined by five or more drinks in a row.

Bow It's Used: Ingested orally

Clinical Manifestations

nental status: aggressive; belligerent behavior; impaireduentation;
sleepiness; slurred speech

physical evmmination: ataxia, constricted pupils, hypertension,
hypothermia; respiratory depression; arrhythmias; (look for signs of
associatedtrauma, aspiration)

withdrawal synirane: armdety; insomnia; irritability. Severe withdrawal
(convulsions, delirium, hallucinations) is rarely seen in adolescents.

Treat:Ent of Acute Intcodcaticn: supportive care and correction of metabolic
abnormalities (hypoglycemia, acidosis)



INSIN=CIR'S MATIMAL 2

Marijuana

Generic fi Trade Names: Marijuana derivatives, Hashish or "Hash", THC

Street Harm: Acapulco Gold, Cannabis, Ganja, Gtass, Herb, Hemp,
J. Joint, Mary Jane, Pot, Reefer, Roach, Sativa,
Sinsemilla, Smoke, Thai Sticks, Weed

General: Marijuana produces a dreamy state in which ideas seem to flow freely
and perceptions appear to be deeper, clearer and more intense. The marijuana
smoker seeks a feeling of inner peace, joy and well-being, known as a high.
of high school seniors in 1986, over half have tried it, almost one-fourth
use the drug at least once a month and 4% smoke it every day.

Haw lt's tfeed: Generally, the dried marijuana leaves and buds are rolled in
cigarette papers trs form joints that are then smoked. Depending on the
strength of the pot, one joint or less is what's needed to get "high."
Pipes, usually with small bowls, can also be used. In either case, the smoke
is inhaled and held in the lungs Touch longer than regular cigarette smokr.

User Chmracteristics: Regular pot smokers often look and function normally.
However, the inexperienced or infrequent user will seem relaxed and happy,
and talk: more slowly than usual. Thought patterns may seem slightly
disjointed. Behavior may seem less inhibited.

Itnisliatian/ParaPhernalia: Marijuana is often kept in plastic bags. It has a
striking resemblance to the herb oregano, although stems and seeds are
frequently present. Rollin; papers or pipes are frequently used for smoking
marijuana. Snell matchboxes and other small containers (such as 35mm film
canisters) may be used for joints, roaches (the remains of smoked joints) or
loose marijuana.

Clinical Manifestations

mental status: anxiety, anorexia, increased appetite, confusion,
depersonalization, dream-like fantasy state, eqphoria, excitement,
hallucination, panic reactions, time-space distortions

physical examination: ataxia I dry hacking cough, injected conjunctiva,
postural hypotension, tachycardia

withdrawal syndrome: anorexia, anxiety, depression, insomnia,
irritability, nausea, restlessness. Acute withdrawal reactions are
rare.

Treatment of Acute Intoxication: no specific treatment is indicatia;
Diazepam may be used for severe anxiety or panic reactions.



INSTRUCItit'S MATMIAL 3

Amphetamines/CNS Stimulants

Generic & Trade Names: Metha-maphemmjnes, dextro-amphetamines and
similarprodacts such as Preludin

Street Names: Bennies, Black Beauties, Coast to Coasts, Copilots, Crystal
Meth, Dexies, Lid POppers, Meth, Pep Pills, Roses, Speed, Thrusters,
Truck Demers, Uppers, Wake Ups, %bites

General: Amphetamines are drugs that affect the cenmral nervous system. They
increase alertness, relieve fatigue, delay the need for sleep and suppress
appetite (hence their use far weight control). They are commonly taken for
the euphoric feelings they produce and the sense of enhanmad physical and
mental capacities. 13% of high school setAiors report using these drugs once
a month.

Eicsrit'sUsect Amphetamines can be taken orally, snorted or injected.

User Characteristics: Depending an the dose, the amphetamine user may appear
nervous, very active and very taakative. Loss of appetite, long periods of
sleeplessness (frequently follormad by long periods of sleep) and heavy
sweating are also common. The user's eyes will seem bright and shiny, and
the pupils will be dilated. Weight loss and chain-smoking are common among
chronic abusers.

ItamlatioVPararhamalia: Amphetamine users will have pills and capsules of
various shapes, sizes and colors. Heavy speed users may eventually inject
the chemicals.

Clinical 14anifestatiorwa

mental status: agitation; anxiety; decreased appetite; decreased
sleep; delirium; hallucinations; hyperactivity; hyperacute or coinfUsed
sensorium; impulsivity; paranoid ideation; restlessness

physical examination arrhythmia; blurn vision; coma; convulsions;
dilated pupils; dry mouth; hyperretlexia; hyphArtension; hypexthermia;
bypemvertilation; stroke; sweating; tachycardia; tremors

withdrawal syndrome: anxiety; chills; depression; exhaustion; muscular
aches; sleep disturbances: depression; tremors; voracious appetite

Treatment of Acute intaxicatimn: supportive rare, "talk patient down";
haloperidol for aggressiveness, agitation and hallucinations; diazepam for
control of agitation and seizures; forced diuresis and acidification of
urine. Atter patient has "crashed: a mild antidepressant (i.e.
nortriptyline) can be given.

V

II - 9



INS1ROCICR'S MATERIAL 4

Cocaine

Street Names: Blow, The Big C, Coke, Flake, Girl, Heaven Dust, Lady,
Nose Candy, Paradise, Rock, Snow, Snuff, Ttot, White

General: Cocaine, a white, crystalline powder, produces a rapid, but short-
lived high. It increases energy, causes rapid heartbeat and heightens
perceptions. Cocaine has the reputation of being a socially-prestigious
drug. While it was once the drug of the wealthy, cocaine now pervades all
strata of society. Increased avr."ability and affordability, a false
perception ot safety with mita-sic use, the association with persons in
glamourous occupations, the reputation of being a sexually enhancing drug and
peer pressure all contribute to its increased use. 17% of high school
seniors in 1986 reported using it at least once.

Hbwr It's Used: Cocaine is generally snorted. It can also be injected or
smoked as a free base.

User Characteristics: Occasional small volume cocaine use, especially by the
intranasal route, may be difficult to detect. The patient with occasional
use may have a history of prior tthacoo and marijuana use. The family may
have noted short-lived mood swlngs and personality changes. Regular
intermittent use ray be associatetwith loss of interest in usual activities,
new friends, and chronic listofrxreyor evidence of stealing. Urper
respiratory symptoms, nasal congestion or persistent rhinorrhea (often
attributsd to a "cold" or allergic rhinorrhea) may be present. Chronic long
te= use any be associatad with anxiety, depression, paranoia, and withdrawal
from family and friends. Frequently, narijuana, sedatives or alcohol are
useu to counteract the effects of the cocaine. Physical symptoms pay be
exacerbated. Severe paranoia and depression can lead to harm' to self or
others.

PbruiLation/Paraphernalia: With razor blades on pieces of mirror or glass,
cocaine users "cut", cm- portiun out, the drug. They also use small spoons,
straws andfor rolled dollar bills to hold thaldlite crystalline powder as
they snort it. Heavy users nay inject =mine, so needles may be a sign of
use. Crack cocaine is often bought as chips or flakes and kept in small
vials or othar containers.

cliiical Mmifestaticris

lental status: agitation; hallucinations; panic; paranoia; psyohosis;
mood elevatioon; increased concentration

physical examination: euphoria; arrhythmia; coma; convulsions; dilated
pupils; hyperpnea; hyperreflexia; hypertension; hyperthermia; myocardial
infarction; respiratory failure; sweating; stroke; tachycardia; nose
bleeds.

withdrawal syndrome: depression; irritability

124



INSITEXICR'S MATERIAL 4
(=TIMED)

Treatment Of Acute Intoxication: Support of ventilation; IM haloperidol, 5 mg
g4h until improved for psychotic behavior; diazepam for seizures; cooling
blanket for hyperthermia. Hypertension is beat treated with a vasodilator
such as nifedipine. Propranolol, purported to be an antidote for cocaine
intoxication, is best reserved for tachycardia only. Use of beta-blocking
agents in the face of elevated levels of ncrepinephrine may result in
unopposed alpha-receptor stimulation; this can paradoxically worsen
hypertension.



INSMarICR'S 14ATERIAL 5

CNS Depressants/Sedative Hypnctics

Generic & Trade Names: Benzodiazepines, Amytal, seconal, Tuinal, and
Methaqualones (Quaaludes)

Street Names: Barbs, Blue Devils, Double Trouble, Downers, Gocf Balls,
Nebbies, Fhennies, Pink Ladies, Rainbows, Reds, Red Devils, Sleeping Pills,
Solid Booze, Stumblers, Yellcni Jackets, Yellows, Ludes, Quads, Sopers, 714's.

General: Barbiturates are methaqualones, also known as depressants, are
generally prescribed for their calming and sleep-inducing effects. They
affect the central nervous systan by slowing down breathing, the heart rate
and thinking. Users claim feelings of elation, tranquility and well-teing
when taking these drugs. 2 % of high school seniors report using these drugs
at least once in the past month. Some people take Quaaludes because they
think it's an aphrodisiac.

How It's Used: DeprImmults are usually taken orally, but they can be injected

User Characteristics: Depressants have a calming effect, causing an
intoxication S4Ynnar ta0 that of alcohol. Speech may be slurred, j'..gment
impaired and the user may exhibdt ataxia. Heavy users feel extranely tired
and ray fall asleep at inappropriate times. They exhibit confusion and
incrammed sweating. As doses increase, shallow respiration and a weak bit
rapid pulse ensue. Overdoses may lead to convulsions and death.

Ftninlation/Paraphernalia: Depressants are almost always found in pill or
capsule form. The shape, size and color nay vary. Heavy users may
eventually inject the drug.

Clinimatilanifesiatiom
mental status: coma, confusion, delirium, disorientation, drowsiness,
slurred speech

physical examinaticru ataxia, convulsions (methaqualone), hyperreflexia,
hypotension, hypothermia, hypotonia, nystmgmus, pulmonary edema,

resPiratorYdePression

withdrawal syndrare: agitation, anxiety, arrhythmias, seizures,
delirium, disorientation, fever, kollucinations, hyperreflexia,
hypertension, insannia, irritability, sweating, tremors, weakness,
cardiovascu3.arcollaw

Treatment of Acute Intoxication: supportive care, naintain airway and
ventilation,stwort BP, forced diuresis, ahlinization of urine,
hem:dialysis maybe indicated with high blood levels of long-acting agents.
Acute withdrawal can be life-threatening. the dosage nay need to be tapered,
or phenobarbital or pentobarbital substituted and the dosage gradually
decreased.



INSTRUCIM'S MATERIAL 6

Hallucinogens

Generic & Trade Names: (LSD) Lysergic Acid Diethylamide,
Glory Seeds, Nutmeg, Psilocybin

Street Mum: LSD "acid, blotters, cubes, lucy in the sky
microdots, sugar, windowpane"; Mescaline "button, moon";
"heavenly gates, flying saucers, licorice drops"; Nutmeg
Psilocybin "shrooms".

Mescaline, Morning

with diamonds,
Morning glory seeds
Ihrown slime;

General: Hallucinogens are drugs that not only affect the central nervous
system, but distort objective reality. LSD and ottwrhall=inogens confuse
the user's sense of direction, alter perceptions of time and distance, and
impair judgment. Sounds can reportedly be "seen" and sights "heard." 10% of
high school seniors have tried hallucinogens.

The "desired" effects of hallucinogens are generally described as
"dreamlike trips", but the drug can also lead to dangerous behavior.

How It's Used: LSD and most othmrhallucimogens (like PCP, DMT Mescaline, STP
and Psilocybin) are usually taken by mouth. Sugar cubes or blotter papers
containing LSD can be licked or sucked.

User Characteristics: LSD and othmrhathxdregems are mood-altering drugs
that can result in dramatic changes of behavior. Look for a dazed appearance
and rambling speech.. There will be significant distortions of space, time
and judgment. During a "trip" which can last lup to 8 hours, users sometimes
seem panicky or extremely anxious. F011owing the 4trip", the users are most
likely th get drowsy and sleep.

lionallation/Parapbernada: LSD can be found in many forms. Powders, liquids
and capsules are common. It is also soaked onto sugar cubes, postage stamps
and small pieces of paper.

Minima Manifestations

mental status: anxiety, confusion, seizures, depersonalization,
hallucinations, illusions inappropriate affect, panic, paranoia,
synesthesia, time and visual distortions.

physical examination: dilated pupils, hyperreflexia, hypertension,
hyperthermia, tachycardia, tremors,

withireagal syndrome: none

Treathent of Acute Intoxication: (supportive care, psychologic support
("talking down" in a quiet room), II4 haloperidol for severe agitation, TV
diazepam for sedation, cooling blanket for hypothermia. Avoid antipsychotic
drugs.



INSMICICE'S MATERIAL 7

Phencyclidine (PCP)

Generic & Ttade Names: Phencyclidine

Street Names: Angel Dust, Crystal, Hog, Horse Tranquilizer,
Killer Weed, SUpergrass TM Tic Tac

General: PCP, an anesthetic used by veterinarians, is a hallucinogenic drug.
It not only affects the central nervous system, but cause perceptual
distortions as well. PCP can alter moods, contuse the user's sense of
direction and cause the imagination to roam. EXperiences while taking PCP
can be dreamlike or nightmarish. 5% of high school seniors have reported
trying PCP.

Flow It's Used: PCP can be swallowed or inhaled, but is usually sprinkled over
parsley flakes or marijuana and smoked.

User Characteristics: PCP causes dramatic changes in behavior, disoriented
appearance, rambling speedh, anxiety and panic. PCP is apt to lebve the user
laugtiing and more confUsed than LSD or other psychedelics. PCP has
reportedly led to violent and aggressive behavior. After a *trip", the user
will most likely get drowsy and sleep.

sormillaticm/Pararbernaila: PCP can be found in many forms, powder, liquid or
capsule, but is often sprinkled on parsley flakes or marijuana.

Clinical manifestatias

natal statusg amnesia; anxiety; coma; convulsions; excitement;
hallucinations; hyperactivity; impulsive, self-destructive or violent
behavior; mutism; stupor; psychosis

physical pleamination: ataxia; drooling; dysrhythmia; flushing;
hypertension; hyperthermia; hypexreflexia; mynclonus; nystagmus,
particularlyvemtical; open-eyed coma; tachycardia

withdrawal sym&mmea none

Treatment of Aimitz Intoxication: psychological support; observation in a
quiet area (dD not attempt to "talk:down"); IV diazepam for sedation and
convulsions; haloperidol, 5 mg IM every 20 minutes until improved, for severe
agitation; forced diuresis and acidification of urine; protect from harm;
prcpranolol for dysrhythmia.

V
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DISTRUCICR'S MATERIAL

Volatile Inhalants

Generic & Trade Names: Aliphatic and aromatic hydrocarbons (gasoline,

toluene, benzene, xylene), halogenated hydrocarbons (freons, halothane,

trichlorethylene), aliphatic nitrites (amyl, mrioutyl and isobutyl nitrate),

nitrous oxide

Street Names: Glue, correction fluid, gas, paint thinner and removers,

aerosol propellants, Rush, Bolt, laughing gas, locker roam

General: Inhalants are frequently the first mood altering substance used by

children. They are popular because of their rapid onset of action, quality

and pattern of the "high", low cost, easy availability, convenient packaging
ard the fact that possession is not illegal in most states. Most of these

substances are readily available an the open market. Six percent cl high
school seniors in 1986 reported use of one of these substances in the past

year and 16% at some point in their lives.

Had It's Used : Inhalation of these various liquids and aerosol sprays

Clinical Symptoms

mental status: confusion, convulsions, disorientation, dizziness,
euphoria, hallwinatixml, headache, impulsive behavior, psychosis,
somnolence, stupor

physical eamaination: arrhythmias, ataxia, coughing, drooling,
hypemreflexial hypotension, peripheral neuropathy, sneezing,
tachycardia, nausea, flushing

Withdrawal Syndrome: none

Treatment of Acute Intoxication: supportive, maintenance of adequate
ventilation



INBTRUCItR'S M=RIAL 9

Heroin/Opiates

Street:mem: Big HI Brown Sugar, crap, H, Horse, Junk, Scag, Smack, Stuff

General: Heroin, an opiate narcotic, produces a euphoric high, while
eliminating bodily aches and pains. When first injected, heroin cause a warm
sensation of the skin and a feeling likened to sexual orgasm. This
sensation, called a rush, is fatigued by a dreamy WO. As the user's body
becomes accustomed to the drug, it takes more and more of the drug to produce
the same high. Heroin is rarely used by high school seniors. Only 0.5% of
seniors in 1986 reported any use in their lifetime. However, 5.2% of seniors
reported use of other opiates.

How It's Used: Heamin is generally injected into a vein in the ann. It is
camsionally snorted, ca: injected under the skin (called "skin pulping").

Wer Characteristica: Chranic heroin users May have scars, klown as "tracks",
an their bodies, especially ttmer arms. Wile under the influeme ttmy will
somatdh themselves frequently and alternately uxue and amaken. 71mBy seenlethargic aaxi their pupils are constricted. Wens new appear anxious, have
pcxxr cocolinatlen and slurred spebech. 71wir may also appear perfectly ncommil.

kbraulatice/Paraphernalia: 221e "wets" required for heroin injection include:
syringes, metal bottle caps, bent Sp00313, DattleS, medicine drawers, atourniquet (such as string, rope, a belt), =Man and glamine bags. nma
bottle caps and spans will often have burn maeks.

Clinical Manifestations

Rental status: euphoria; stupor

rhysdcal ccma; ccnstricted pupils; cenvulsions;
hypemreflexia; hypotension; hypothermia, hyperventilation; pulmonary
edema

withdrawal syncIrtme: nyalgias; anxiety; diarrhea; dilated
pupils; gooseflesh; lacrimation; muscle jerks; tachycardia;
tremulousness; vcmiting; yawning

Treatment of Acute Intoxication: IV or 1M naloxone, 0.4-2 mg initially
followed by continuous IV infusion of 2/3 of total initial dose Q 1H;
positive end-expiratomypmsaure for pulmcnary edema. Withdrawal can be
treated in a number of different ways. Withdrawal is generally not life
threatening. The withdrawal syndrome can be blunted by the use of oral
cicnidine, but it can cause hypetension.



Handcut r
EVALUATION FCFM

1. Hcw wculd you describe yL
knowledge of substance abuse
treatment modalities:

a. prior to the session?

b. after the session?

less than more than
adequate adequate adequate

1

1

2 3

2 3

2. Hai helpful. was the case study not very verY
in eadh of the ftdlowing: helpful helpful helpful

a. illustrating the progressive
nature of addiction? 1 2 3

b. providing discussion points
aromd the role of the 3. 2 3

physician?

3. Hai likely is it that you would verY
refer a patient to treatment in unlikely
the following circumstances:

a. if a parent requested such
for his/her adolescent who yclu 1

tklought was chemically depemdent?

f4 for a chemically dependent
adolescent whose parent(s) are 1

ambivalent or even unaware of
a problem?

C. for a patient's parent uto
you knew had a chemical
dependency?

1

likely
verY
likely

2

MilM1.10gMb

3

2 3

2 3

4. %tat was nost helpful to you in today's presentation?

5. What was least helpful or what changes would you recommend?

MANX YCU



Handout 1

SESSION OBJECTIVES

Alter participating in this session, participants will be able to:

identify common drugs of abuse

outline common behavioral and physiological effects and side
effects for each common drug of abuse

describe the basic characteristics of abuse, dependence and
withdrawal

outline the clinical presentation of acute intoxication and its
adverse reactions for common drug of abuse



Slide projector (optional)

Slides (optional)



SUGGESTED PREPARATICN ACTIVITIIS

Assign required readings

Review all instructor and learner material

Develop student packets

Consider whether to use slides or other audio-visual aids as part
of the lecture

Develop and make copies of an evaluation form if needed

Assess needs, knowledge level, perceptions and related practice
behaviors of participants

Familiarize self with the prevalence of specific drugs in your area



KTULE III: SLIESIANCE MUSE INTERVIEWING
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SUBSTANCE ABUSE INMVINING

FIDRMAT(S)

Lecture
Video Presentation
Role Playing
Group Discussion

SESSION GUIEELINM

Time:

Prerequisites:

Space
Peccamendations:

Suggested NUmber
of Participants:

2 Hours

None (altboucfti Module 1 is suggested)

Need enough roam to divide participants
into diads or triads to do role plays

15

Atter participating in this session, participants will be able to:

review the four phases of the substance abuse interview:
transitim, scrmnim, data famMuick, anl closure

state the questions to be asked to elicit substance use information

utilize screening questions, such as the CMS, and other mnemonic
devices, such as PACES and HEADS, to aid in the organization of
data collection and assessment

review and practice interviewing skills that improve the
acquisition of relevant information

take the first steps in developing the skills necessary for
effective substance use interviewing

1 C



RELATED CURRICULUM WAL(S)

I. To increase awareness of general concepts of substance abuse

IV. To provide basic skills to effectively intervene and engage the
patient and family into treatment

GiNOPSIS

This session uses a number of instructional formats to teach
participants effective interviewing skills. The majority of the session is
devote:1 to role plays in which all participants should take part. The
premise of this session is that physician; will be more inalined to ask
difficult substance use related questions if they first had the opportunity
to practice these questions in a safe, 4on-judgmenta1 setting.

misTRucitals RESCURCES

Anglin TM. Interviewing guidelines for clinical evaluation of adolescent
substance abuse. BgISILABgr 34(2):381, 1987.

Block MR, Coulehan XL. Teaching the difficult interview in a required course
on medical interviewing. a Med Educ 62(1):35-40. 1987 Jan (87086703)

Blum R. Physicirns' assessment of deficiencies and desire for trainina in
adolescent care. ajled E4.14 62(5):401, 1987.

Cavanaugh RM jr. Obtaining a personal and confidential history fr
adolescents. An opportunity for prevention. J do1 Health Care 7(2):118-22
1986 Mar (86167704)

Felice N, Friedman M. Behavioral Considerations in the Health Care ct
Adolescents. ked_c_Eamsr 29:399, 1962.

Gallagher JR. Interviewing Adolescents and Tneir Parents. j_gurmt_Adol
Iga 1:15, 1979.

Kastner LS, Marcuse EK, McGuire TL, Rothenberg MB. A method for the teaching
of interviewing skills. Amer .7 Dilp Child 139(9):899-902. 1985 Sep
(85304092)

Korsoch BM, Gozzi EK, Francis V. Gaps in Doctor Patient Ctumunication.
Pediatrics 42:855, 1968.

Lipkin M, Quill TE, Napodano R. The Medical Interview: A core curriculum for
residencies in Internal Medicine. AmilksfIntijg1 100:277, 1984.
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Menahem S. Interviewing and examination skills in paediatric medicine:
videotape analysis of student and consultant performance. J Soc Med
80(3):138-42 1987 Mar (87198555)
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Medical Students' Interviewing Skills. ILli&g_Didgg 59:133, 1984.
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Slap GB. Adolescent medicine: attitudes and sklils of pediatric and medical
residents. adigtodo 74(2):191-7. 1984 Aug (84272056)

Stillman PL, Burpeace-DiGregorio MY, Nicholson GI, Sabers
Six Years of EXperience Using Patient Instructors to Teach Interviewing.
=jam 58:941, 1983.
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Pediatric Clerkship Programs in American Medical Schools. Am J Dip ChiZd
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WermirA, Schneilimral. Waching Medical Students Interactional Skills: A
research based course in the doctor-patient relationship. MN 290:1232,
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SESSION OUTLINE

Introduction TT: 5 MIN RT : 5 KIN

Introduction of Presenter(s) and
Participants

Rev: -; Purpose and Goals of Session

Establish Ground Rules for Session

Review Materials

.11M111=.

[Handout 1]

Lecture TT: 15 MIN RT: 20 MIN

Eby Concepts of Substance Abuse Interviewing

A. Four Phases of an Interview Maniout 2]

B. Principles of Substance Abuse Interviewing [Handout 3]

C. Guidelines for Substance Abuse Interviewing [Handout 4]

Videotape Presentation TT: 15 MlN RT: 35 MIN

Present videotape to group

Discuss the videotaped interview

Discuss the CAGE questions [Handout 5]

Role Plays TT: 60 MIN RT: 95 MIN

COnduct a simulated interview to
role play for the participants

Review Observation Checklist with [imliout 7]
Participants

3 :)



Arrange groups into groups of three
or four (depending on size) with one
person playing patient, one physician,
and one observer.

Conduct Interview Scenario 1
Instruct participants to switch roles
so everyone has a chance to ask
questions.

Discuss role play 1

Continue the process for each scenario
making sure to discuss each one

(Handout 6]

(Kay consider having one or two
groups present a role play in
front of the group)

EValuation (Optional) TT: 5 1.1111 re:100 MIN

Distribute evaluations and ask Oimniout S]
participants to complete

Summary and Closure TI': 10 MIN le:110 MIN

Refer :back to objectives to determine if
they were successfully completed. SUmmarize
session with group.

pianiazt 1]



ZISLRUCIIM'S 1.=ALS

The Medical Interview Video (only the portion that is specific to the CAGE
questions)

The following learner's materials are also to be used by the instructor:

Handout 1 - Session Objectives

Handout 2 - Four Phases of the Substance Abuse Interview

Handout 3 - Principles of Substance Abuse Interviewing

Handout 4 - Guidelines for Substance Abuse Interviewing

Handout 5 - The C.A.G.E. and Ftillow-Up Questions

Handout 6 - Interview Scenarios

Handout 7 - Observation Checklist

Handout 8 - Session Evaluation

Handout 9 - References



MASTERS OF LEARNER'S MATERIALS

V

III - 8
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Handout 1

SESSICN oamcrivrs

After participating in this session, participants will be able to:

review the four phases of the substance abuse interview:
transition, screening, data feedback, and closure

state the questions to be asked to elicit substance use information

utilize screening questions, such as the CAGE, and other mnemonic
devices, such as RACES and IMES, to aid in the organization of
data collection and assessment

review ani practice interviewing skills that improve the
acquisition of relevant information

take the first steps in develqping the skills necessary for
effective substance use interviewing

143
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Hanticut 3

PRINCIPLES OF SUBSTANCE ASJSE INTERVIEWING

Remember there is no mg correct way to interview patients, except
for that which feels comfortable to you.

Interview both the adolescent and the parent(s) in private, and
also together.

Be, firm, direct, non-judgnertal and non-defensive.

Use language familiar to the patient and avoid jargon.

Maintain focus an one topic at a time.

Ask open-ended questions to engage the individual.

Ask progressively focused questions.

Avoid asking leading questions.

Elicit information about the person's concern of their own or
someone else's substance use.

Be prepared to share information and a rationale for needing
certain pieces of information.

Make rules of the interaction explicit, use and explain the concept
of contracting as a way to prepare the patient for more difficult
questions.

Remember to pace the interview to allad exploration of relevant
pieces of information.

Invite and answer westions.

Summarize for the patient when necessary.

If defense nechanisms arise in spite of skillful interviewing
precautions, recognize these as protective strategies of the
patient, acknowledge their evistence, and proceed.



Handout 4
GUIrEIZNES FOR SUBSTANCE ABUSE INTERVIEWING

aggEggN

Begin with discussion of
more general life-style
questions including the
following topic areas:
(1) home and family relationships
(2) functioning at school
(3) peer relationships
(4) leisure activities and employment
(5) self-perception

Ask about dietary pattsxns

Proceed to questions about
prescribed medications

Ask about over-the-counter-
medications

Inquire about cigarette and
smaaeless tab:up= thee

Learning about the use of alcohol
is next in the interview

Question the adolescent about use
of narijuana

Finally the interviewer should ask
about the use of any illicit drugs

Allows time to develop or renew
patient/physician relationship
Provides basis (through general
psychosocial intonation) to
determine patient's risk for
harnfUl involvement

Start with least threatening
questions

Move to increasingly sensitive
substances

Use of products to relieve symptoms
ct upper respiratory infections and
and allergic rhinitis, inligestion
remedies, analgesics, drugs to
promotevmDmiftilnessv hypnotics, and
topical eye drops are ocmonly used
by substance abusing adolescents

This order of questimingprovides
a natural order of progression,
moving frau the accepted...

to the socially tolerated...

to the socially disapproved...

to the overtly illegal.

f



Handout 5

THE CAGE AND FOLICW-UP WESTICNS

1. Have you ever been about your own or someone
else's drinking?

OR
Have you r felt the need to gaatsun on drinking?

laaggt: What was it like? Were you successfUl? why
did ycu decide to cut dawn?

2. REMe F31 ever felt wawa kn( criticism of yDur drinking?

113220: Mutt caused the worry cur concern? Do you ever
get irritated ky their worry? MOAB you emnar
limited what you drink in order tx, please
=mom?

3. Have y01 eNrer fellt Skatle &oat ycxxr drinking?
CRI

Have you ewer felt guilty about something roil said cnr did
while you were drinking?

Ba Have you ever keen totluaned kn( anything you
have done or said while you've kemaft driricing?
Halm you ennar regretted anything that hits
hmipened to you iddle you were drinking?

4. Have you ever taken a morning syLsarzer?

Have you ever felt shaky or tremulous after a
night of heavy drinking? Seat did ycu do to
relieve the shakiness? Have you ever had
trcuble getting back to sleep early in the
morning after a night of heavy drinking?



Handout 6
INI'MVLEW S=MRIOS

SCENARIO 1
Physician

You are the physician seeing Jchn, a 15 year old boy brought in by his
parents. They are concerned because he seems to be sleeping more than usual,
looks tired all the time, and has done less well in his school work. You

have completed your initial history. You have concerns and are about to take
a drug history.

SCENARIO 1

ati2Ut
You are a 15 year old boy in the 10th grade. Your parents Ilave brought

you to see the doctor. They are concerned because you have been sleeping
more than usual and you are less interested in your usual hobbies. Your
school grades have dropped slightly. You have acquired many new friends in
high school. Your parents don't know that you are smoking marijuana 4-5 days
a week. You also drink alcohol 2-3 times per weedc. You broke your wrist
after falling from your bicycle this summer; you were high at the time. Your
parents can't stand your attitude anymore. You keep a "stash" under your
mattress in yctir bedroom All your friends also get high regularly.

You are willing to be honest about your alcohol use but not your drug
use.

ScENARIO 2
Wvsiciai

You are seeing a 12 year old female for evaluation of headaches and
abdominal pain. You have been unable to establish a cause for her symptoms.
You decide to review areas of the history to see if there are any other clues
to the etiology. (The possibility of sexual abuse has been ruled out.)

SCENARIO 2

=cut
You are a 12 year old female, the youngest in the family of four

children. You have been seeing your doctor for evaluation of headaches and
abdominal pain.

The following are things you have not yet shared with your doctor:
-your father is a heavy drinker
-over the past year his drinking behavior has become more
embarrassing
-you are reluctant to have friends over
-you fear for your mother's safety because your father tends to
become violent when intoxicated.
You are willing to be honest about your situation when asked



Handout 6
Page 2

SCENARIO 3
Phvsician

You are the pediatrician seeing Mrs. Smith and her 12 month old daughter
for a routine weal care visit. An interval history and assessment by the
nurse indicates normal progress The child is beginning to walk and has a
bruise on the lett thigh from a fall.

SCENARIO 3atitent22A=Fix
You are the mother of a 12 month old child visiting the pediatrician for

a scheduled weal child care visit. You are upset with your spouse. He has
started drinking heavily again and recently received a DWI citation. Several
days ago he fell with the baby while intoxicated. The baby has a bruise on
her thigh fraz the incident.

SCENARIO 4
Thvsician

You are seeing Mts. smith and her one month old ..Aby. She is
breastfeeding and reports that things are a little rocky over this first
month. On her screening history questionnaire, she has checked "yes" for
cigarettes and alcohol.

SCENARIO 4atientlat Alb=
You are a 23 year old female visiting yotzr pediatrician for the first

time with ycur =nth old infant. You qtesitqp in a household with a
father and mother wtx) were alcoholics. You have been feeling somewbat
depressed recently and have found that alcohol helps take the "edge" off.

You are willing to be honest about your situation.



oRsERTATIal asc=

N not done/not done campletely, P partially ccmpleted, C completed

Transition

a. Establishes role and prepares/
orients patient

b. Attends to privacy/confidentiality
c. Addresses patient apprvpriately

DAtASIgtharkg

a. Open-ended questicns
b. Assesses PACES/HEADS and CAGE

or Use-Ccncern
c. Pursues Appropriate clues
d. Probes
e. Uses cvntracting when necessary

Affective Skills

Non-verbal Skills
a. eye =tact
I. posture
c. =fort level

Interyigkaw2.31==

a. empathetic
b. non-judgmental
c. supportive
d. nonmIdefensive

granintism
a. maintains focus on one topic
b. progressively focused questions
c. smooth transition
d. summarizes when necessary

Effective Closure
a. Feedback of relevant data
b. Expresses concern
C. Educate about natural ccurse

of alcohol and drug problems
in ycuth and/or adults

SCENAR101 SCINARIO2 SCENARIO3
, npc npc npc
npc npc npenpc npc npc

npc npc npcnpc npc npc
npc npc npcnpc npc npcnpc npc npc

npe npc npcnpc npc npcnpc npc npc

ripe npc npcnpc npc npcnpc npc npcnpe npc npc

npc npc npcnpc npc npcngc npc npenpc npc npe

npc npc npcnpc npc npcnpc npc npc



Handout 8
EVALUATION FORM

nor each question please circle the most appropriate answer.

1. Prior to the session, I would have described my level of comfort in
interviewing patients about their alcohol and drug use as:

1 = Very Uncomfortable 3 = Comfortable
2 = Uncomfortable 4 = Very Comfortable

2. How effective were each of the following formats in affecting your
learning about substance abuse interviewing:

a). demonstration
and videotape

b). "round robin"
practice session not effective very effective

I. 2 3 4 5 6 7 8 9 10
4 p.

not effective very effective

1 2 3 4 5 6 7 8 9 10

c). role playing
triads

1 2 3 4 5 6 7 8 9 10

4

not effective very effective

3. As a result of this presentation, I feel better able to interview
patients and/or their parents about alcohol or drug use.

1 = Strongly Disagree 3 =Agree
2 = Disagree 4 = Strongly Agree

4. The demonstration and videotape were helpful in illustrating the
phases of a substance abuse int-eyries,' and effective interviewing
skills.

1 = Strongly Disagree 3 = Agree
2 = Disagree 4 = Strongly Agree

5. The role playing exercises were helpfUl in determining how to
approach substance abuse interviewim with patients and/or their
parents, and in developing the questions to ask.

1 = Strongly Disagree 3 = Agree
2 = Disagree 4 = Strongly Agree



Handout 9
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Handout 9
Page 2
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BZW:EMENT

Videotape mrhe Medical Interview" from The Task Force on The Medical
Interview and Related Skills of the Society for Research and Education in
Primary care Internal Medicine c/o Michael P. Simon, Ed.D., Primary Care
Center, ACC 3S-14, Boston City Hospital, 818 Harrison Avenue, Boston, MA.
02118 (617) 424-5976.

Video Cassette Player

Monitor



ST:G=511= PREPARATICN

=11

Get video "The Medical Interview"

Arrange for audiovisual equipment

Assign required readings

Familiarize self with all materials, especially the interview
scenarios

Review articles on conducting and facilitating role plays

Assess current interviewing skills of participants



MOEULE IV: ASSESSMENT AND VALUATION OF ADOLESCENT SUB9rANCE ABUSE



ASSESSMERT AND EVALUATION OF ADDLESCENT SUBSTANCE ABUSE

FaRKAT(S)

Lecture
Case Discussion

SESSION GUIEETINES

Time: 2 hours

Prerequisites: Sessions I (recommended), Sessions II and III
(suggested)

Space
Recommendations: None

SuggmtedNUmber
of Participants: 10-30

OBJECTIVES

After participating in this session, participants will be able to:

identify several currently available screening approaches
and describe thedrpctertial application in a pediatric
setting

identify patient, family and physician factors whidh aid
or interfme with substance abuse recognition

ilentify common signs and symptoms suggestive of
sabstance abuse

describe behavior patterns which would likely be
exhibited by an adolescent harmfully involved with
alcohol or other drugs

utilize one's knowledge of age appropriate behavior and
development to identify early warning signs of substance
use/misuse



RMXTED =max= GOAL(S)

I. To increase awareness of general concepts of substance abuse.

III. TO increase recognition and diagnosis of substance abuse and its
related sequelae.

IV. lb provide the basic skills to effectively intervene and engage the
patient and family into treatment.

V. TO promote awareness of the pediatrician's role in prevention.

SITIOPSIS

This session uses a case to open discussion around the issues of
assessment and evaluAMtion. After the case discussion, a presentation of data
is provided which curtains information necessary for undmstanling the basic
knowledge and skills around assessment and evaluation.

INSIZICWR'S IMCURCES

Anglin TM. Interviewing guidelines for the clinical evaluation of
adolescent substance abuse. Ped Clinics of N Auer 1987; 34:381-398.

Blum PSC Adolescent substance abuse: Diagnostic and treatment
issues. Ped Clinics of N Auer 1987; 34:523-538.

Farrawjk Deisher RA. Practical guide to the office assessment of
adolescent substance abuse. PedialtricAnnals 1986, 15:675.

Niven RG. Adolescent drug abuse. Hospital and Community Psychiatry
1986; 37:596.

Semlitz 14 Gold MS. Adolescent drug abuse: Diagnosis, treatment,
and prevention. Psych Clinics of N Amer 1986; 9:455

Silber TU. Adolescent marijuana use: The role of the physician.
Adolescence 1987; 22:363.

Singer MI, Petchers MK, Anglin TM. Detection of adolescent
substance abuse in a pediatric outpatient department: A double
blind study. J of Pediatrics 1987; 111:938.

Verebey 144 Martin DM, Gold MS. Interpretation of drug abuse
testing: Strengths and limitations of current methodology. Psych
Med 1987; 3:287.
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SESSICN CI7I'LINE

Introd=tion TT: 5 MN Frf : 5 MIN

Introduction of Presenter(s) and
Participants

Revied Purpose and Goals of Session

Establish Grcund Rules for Session

Review Materials

[Harsicut 1]

Mse Presentation TT: 10 MIN PrT: 15 MIN

Read case aloud with
participants

Focus on key teaching points
using 124 1

[Banda& 7]

Lecture and raloup Discussion Tr: 35 MIN ET: 50 MIN

A. Definitions

1. Use

2. Misuse

3. Abuse

4. Dependence

B. Progressive Stages of
Substance Use/Dependence

1. Developmental issues/delayed development

2. Identificatian of signs and symptoms

3. Use of AAIS as conceptual framework

V

IV -4

1 5 9

Diamiout 4]

03mmdout 5]



C. Dealing with Denial: Hcw it Colors [Valec= 6]

Information given by Patient/Family

Evaluation (Cptional) TT: 5 MlN RT: 55 MIN

Distribute evaluations and [Handout 8]

ask participants to ccmpaete

sumnary and Closure TT: 5 MlN RT: 60 MIN

Refer back to objectives to determine if
they were successfully completed. Summarize
session with group.

Iv - 5

Elialxkut I]



INSTRUCIOR' S MERIALS

Instructor's Material 1 - Case Illustration

Instructor's Material 2 - Focus Points for Case Discussion

All Learner MateriAlc also serve as Instructor's Materials:

Handout 1-Session Objectives

Handout 2-Session Outline

Handout 3-Emmmp1eofieb1escent Drug Use Statistics (Prevalence
and Recency of Use)

Handout 4-Adolscent Substance Abuse Progression

Handout 5-Ado1escent Alcohol Involvement Scale

Handout 6-Definitions of Denial

Handout 7-Case Illustration

Handout S-SessionEValuation

Handout 9-Reference List

Handout 10-Angan134. IntervicmiJUIgguddelines for the clinical
evaluation f adolescent substance abuse. Ped Clinics
of N Amer 1987; 34:381-398.

Handout 11-Hofenmal9G, Harrison PA. Many facets of treating
chemically dependent adolescents. Professional Counselor
1988; Jan:59-60.

Handout 12-Sem1itz 14 Gold MS. Adolescent drug abuse: Diagnosis,
treatment, and prevention. Psych Clinics of N Amer 1986;
9(3) :455-473.



INSTRUCTOR ' MAZERIAL 1

PURPOSE: This case is to be used as the starting point for this session.

DIRECTIONS: Present the case to the group and then focus discussion around
the several points noted in Instructor's Material 2.

CASE SUMMATION

Greg is a 14 year old male who has been your patient for several years

and comes today with his mother fora physical prior to basketball season.

He has lost weight and complains of fatigue and discomfort from a recent

shoulder injury. He says that the shoulder injury occurred durina a conflict

with his mother's boyfriend. Greg's nedical history has been unrenarkable

and his emotional development seemingly advanced--as he has helped his mother

take care of his younger siblings since the death of his father 5 years ago

outside a neighbadhoodbar. Greg began drinking at age 13.

Me physical examination shows him to be a well developed, well

nourished male of normal height and weight and with no abnormal findings. As

you begin to inquire abouthis fatigue and eating habits, Greg is interrupted

by his mother who answers questions directed to him. She states, "He is just

so careless and irresponsiMefighting with Jim (mother's boyfriend),

staying up in his roam all the time and he's been suspended twice from school

for leaving during the day. He sure wasn't raised that way: It's all his

new friends who he thinks are so wonderfUl...:" With this Greg jumps up and

leaves your ctfice and does not respond to his mother calling atterhim. His

mother tolls you this happens almost daily and that she thinks he's been

using drugs with his friends. She insists that you test his urine.



INSIROCDOR'S MATERIAL 2

Focus POLNTS FOR CASE DISaISSION

215,112N MEMO

1. What do you think of this situation? TO begin discussion
among participants

2. What could be gained by testing Greg's urine?

3. What about confidentiality?

4. Do plc have enough data to make a
diagnosis of substama abuse for Greg?

5. What would you need to rake a diagnosis?

'lb elicit benefits of
urine screening
(i.e., providing
concrete data)

TO focus discussion
on legal and ethical
issues

lb focus discussion
on bow to make a
diagnosis

To move discussion
beginning of content
outline (differences
between use, abuse,
and dependence)
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Handout 1

ASSESSMENT AND EVALUATION
OF ADOLESCENT SUBSTANCE ABUSE

SESSION OBJECTIVES

As a result of this presentation, participants will be able to:

identify several currently available screening approaches
and describe their potential application in a pediatric
setting

identify patient, family and physician factors which aid
or interfere with substance abuse recognition

i5antify common signs and symptoms suggestive of substance
abuse

describe behavior patterns sdlich would likely be exhibited by
an adolescent harmfully involved with alcchol or other drugs

utilize one's knowledge of age apprwriate behavior and
development to identify earWiearning signs of substance
uselmisuse



Ass-asmarr AND EVALUATION OF Accusawr SUBSTANCE ABUSE

SESSION CUILDIE

A. Case Discussion

B. Definitions

1. Use

2. Misuse

3. Abuse

4. Dependence

C. Progressive Stages of
Substance Use/Dependence

1. Developental issues/delayed development

2. Identification of signs and symptoms

3. Use of MIS as comeptual framework

D. Dealing with Denial: How it Colors
Information given by Patient/Family
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Prevalence and Recency of Use
Eleven Types of Drugs, Class of 1988

HEROIN
OTHER OPIATES

SEDATIVES
TRANQUILIZERS

HALLUCINOGENS
COCAINE

CRACK
INHALANTS

STIMULANTS
MARIJUANA

CIGARETTES
ALCOHOL

1.1

ILU 5.8

7.8

IED 9.4

la] 8.8
12.1

13] 4.8

17.5

18.8

11.11=1::=1 47.2

0 20 40 60 80 100
Percentages Reporting Use

On Use In past month

E:::1 Use, but not In past
year

n---A Annual Prevalence

M Use In past year
not In past month

11111=1 Lifetime Prevalence

120
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ADOLESCENT SUBSTANCE ABUSE PROGRESSION

$TACE 1: EXPERIMENTATION
LEARNING THE MOOD SWING PREDISPOSITION

REACTION

:nfrequent use
klcohol/pot/inhalants
qo consequences
Some fear of use
Low tolerance

STAGE 2: SEEKING THE
MOOD SWING

rncreasing frequency
Use of various drugs
Minimal defensiveness
Tolerance

TAGE 3: PREOCCUPATION
ITH THE MOOD SWING

hangs in peer group
ctivities revolve
round use
teady supply
ossible dealing
ew/no straight friends
nsequences occur more

frequently

STAGE 4: USING TO FEEL
RORMAL

Continued use despite
adverse outcomes
Loss of control
Inability to stop
COmpulsion

Curiosity
Peer pressure
Attempt to assume
adult role

Impress others
Social function
Pride in amount
consumed

Using to get
loaded-not just
high

Use to feel
normal

BEHAVIOR

Learning the mood
Feels good
Positive reinforcement
Can return to normal

Using to get high
Use other than
weekend
Use to relieve
feelings
Denial of problem

Begins to violate
values and rules
Use before and during
school
Use despite consequence
Solitary use
Trouble with school
Overdoses, "bad trips",
blackouts
Promises to cut down
or attempts to quit
Protection of supply,
hides use from peers
Deterioration in
physical condition

Daily use
Failure to meet
expectations
Loss of control
Paranoia
Suicide gestures, self-
hate
Physical deterioration
(poor eating and sleep
habits)

V
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Handout 4

FAMILY

Often unaware
Denial

Attempts at
elimination
Blaming others

Conspiracy of
silence
Confrontation
Reorganization
with or without
affected
individual

Frustration
Anger
May give up
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11. What is the greatest effect you
have had tram alcohol?

(1) a.

(2) b.

(3) C.

(4) d.
(5) e.

(6) f.

loose easy feeling
moderate °high"
drunk
became ill
passed out
was drinking heavily and the
next day didn't remember
what happened

12. What is the greatest effect
drinking has had an your life?

(0) a.
(2) b.

(3) C.

(4) d.

(5) e.

(6) f.

(7) g.

(8) h.

none-no effect
has interfered with talking
to =means

has prevented me from having
a good time

has interfexedwith my school
work

have lost frierdstecause of
drinking

has gotten me into trouble'at
home

was in a fight =destroyed
property

has resulted in an accident,
an injury, arrest, or being
punished at school for
drinking

13. How do ycu feel about your
drinking?

(0) a.

(2) b.

(3) C.

(4) d.

(5) e.

(6) f.

no problem at all
I can control it and set
limits on myself

I can control myself, but my
friends easily influence me

I often feel bad about my
drinking
I need help to control myself
I have had professional help
ta control my-drinking

14. How do others see you?

(4) d.

(5) e.

can't say or normal drinker
for my age

when I drink I tend to
neglect my family or friends

my family or friends advise
me to control or cut down my
drinking

my family or friends tell me
to get help for- my drinking

my family or friends have
already gone for help far

Mr drinking

SODIUM

Scoring can range from 0 - 79:

0-19 = very little use

20-41 ma use no problem

42-57 = alcohol misuser

> 58 = adolescent alcoholic

Mayer, JE and Filstead, WIIT. The

AdolesdentAlochol Involvement Scale:
An instrument for measuring
adolescents' use and misuse of
alcohol. J Stud Alcchol 40: 291-300,
1977.
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Uniqpeness - to find ways to believe that your case is different - an
exception to rules

Making Enemies - to make "It:Aft:mug" out of those who confront or try to help

Glcbalizing - to claim thatmat=2fty drinks, uses drugs, smokes, as you do



Han:lcut 7

CASE ILLI=ATICN

Greg is a 14 year old nal, who has been your patient for several years and

comes today with his mothe: for a physical prior to basketball season. He

has lost weight and complains of fatigue and discomfort from a recent

shoulder injury. He says thLt the shoulder injury oc, awed during a conflict

with his mother's boyfriend. Greg's medical history has been unremarkable

and his emotional development seemingly advanced--as be has helped his mother

take care of his younger siblings since the death of his father 5 years ago

outside a neighborhood bar. Greg began drinking at age 13.

The physical examination chows him to be a weal developed, well nourished

male of normal height and weight and with no abnormal findings. As ycu begin

to inquire about the fatigue and Greg's eating habits, he is interrupted by

his mother who answers questions directed toward him. She states, "He is

just so careless and irresponsible--fighting with Jim (nnther's boyfriend),

staying up in his room all the time and he's been suspended twice frau school-

far leaving during the day. He sure was:Ot raised that way! It's all his

new friends he thinks are so wonderfUl...!" With this Greg jumps up and

leaves your office and does not respond to his mother calling after him. His

mother tel ycu this happens almost daily and that she thinks he's been

using drugs with his friends. She insists that you test his urine.



Handout 8
ASSESSMENT AND EVALUATICN OF ADOLESCENT SUBSTANCE ABUSE

EVALUATTCN

1. Prior to the session, how would you have described your working
krcwledge of assessment and evaluation of a substance abuse problem?

1 2 3

Less Man riore Than

Adequate Adequate Adevate

2. As a result of the presentation, has your knowledge of assessment
and evaluation improved?

1 No 2 Yes

3. Was the case stuty helpful in prcrviding you with a conceptual framework
nnr evaluating substance abuse problems?

1 2 3

Not Moderately Very
Helpful Helpful Helpful

4. What was lacking from the presentation that would have helped clarify
your thinking on this issue?

01111111111111.

5. What about this presentation was most helpful to you in improving your
knowledge of alcohol and drug assessment and evaluation?

6. What changes mould you recommend for this presentation?

MANX ?CU

V
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Handout 9
ASSESSMENr AND EVALUATION OF ACOLESCENT SUBsTANCE ABUSE

REFEREICE LIST

Anglin TM. Interviewing guidelines for the clinical evaluation of
adolescent substance abuse. Ped Clinics of N Amer 1987; 34:381-398.

Blum RW. Adolescent substance abuse: Diagnostic and treatment
issues. Ped Clinics of N Amer 1987; 34:523-538.

FarrowjA, Deisher RA. Practical guide to the office assessment of
adolescent substance abuse.

Niven R. Adolescent drug abue. Hospital and Community Psychiatry
1986; 37:596.

Semlitz L4 Gold MS. Adolescent drug abuse: Diagnosis, treatment,
and prevention. Psych Clinics of N Amer 1986; 9:455

Silber TU. Adolescent marijuana use: The role of the physician.
Adolescence 1987; 22:363.

Singer 2e, Fetchers ME4 Anglin 7M. Cetection of adolescent
substance nbuse in a pediatric outpatient dqpartment: A double
blind study. 7 of Pediatrics 1987; 111: 938-...

Verebey E4 Martin Dm, Gold MS. Interpretation of drug abuse
testing: Strengths and limitations of current methodology. Psych
Med 1987; 3:287.

1 7' C
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SUGGESTED PREPARATICH Acrrazam

gmll
1=1.1INIPPITI.M.

MAIMM.P1M110.11

Assign required readings

Advertise session if not a required class/ccurse

Familiarize self with all materials and resources

Review articles on facilitating case discussion

Develop student packets

Assess needs, knowledge level, perceptions and related practice
behaviors of participants



M:XXTLE V: MOLE:SCENT SUBSTANCE ABUSE MEgaTMENT





d

MAT= CURRICULUM MAWS)

I. TO increase awareness of general concepts of substance abuse

IV. TO provide basic skills to effectively intervene and engage the
patient and family into treatment

SYNOPSIS

The purpose of this session is to provide participants with a
familiarity of available treatment programs and resources. Cften
physicians are ambivalent about the effectiveness of treatment for
substance abuse patients. A familiarity with treatment programs,
personnel, and strategies may affect this.

INST.RUCIDR'S RI:SC*2=S

Bltmt Rh Adolescent substance abuse: diagnostic and treatment issues. Ped
Clinics of N Au 1987; 34: 523-537.

Bright GM, Hawley EL, Siegel PP: Ambulatory management of adolescent alcohol
and drug abuse. Seminars in Adol Med 1985; 1: 279-292.

Cultrt FM: Teenage drug use: opportunities for the pediatrician. 47 of
Pediatrics 1983; 102: 1003-1007.

Friedman AS, Blickman NW: Program characteristics for successful treatment of
adolescent drug abuse. .7 of Nervous and Mental Disease 1986; 174: 669-679.

MacDonald DI: Prevention of adolescent smoking and drug use. Pod Clinics of N
Am 1986; 33: 995-1005.

MacKenzie RG, therg M7 Haftel Aj: The clinical utility and evaluation of drug
screening techniques. Ped Clinics of N Am 1987; 34: 423-436.

Niven RG: Adolescent drug abuse. Hospital and Community Psychiatry 1986; 37:
599-607.

Obermeier GI Henry P: Inpatient treatment of adolescent alcohol and polydrug
abusers. Seminars in Adol Med 1985; 1: 293-301.

Schwartz R, COhen PR, Bair GO: Identifying and coping with a drug-using
adolescent: some guidelines for pediatricians and parents. Ped in Review
1985; 7: 133-139.

Semlitz LI Gold MS: Adolescent drug abuse: diagnosis, tieatment, and
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prevention. Psych Clinics of N Am 1986; 9: 455-73.

Wells Lh: Chemical dependence among adolescents. Mayo Clinic Proceedings

1985; 60: 557-561.

Whitfield CL: Healing the child within. Health Ccmmunications, Deerfield
Beach, FL, 1987.

Whitfield CL: A Gift to Myself (workbook to accompany Healing the Child
Within) Healtn Communications, Deerfield Beach, FL, 1989.

Wheeler 144 Malmquist J: Treatment approaches in adolescent chemical

dependency. Ped Clinics of N Am 1987; 34: 437-447.



SESSICN =LINE

Introckiction 'IT: 5 MDT RI' : 5 KCI

Introduction of Presenter(s) and
Participants

Review Rirpose and Goals of Session

Establish Grcunci Rules for Session

Review Materials

m11111=11=

Lecture

['Handout ]

Tr: 15 MIN RI: 20 MIN

A. Dealing with Denial in Presenting the Diagnosis [Iiandcut 3]

B. Range of Ilescurces Available Marx:lot& 4]

1. Evaluaticn
2. Merapy/Ccunseling
3. alucatial
4. Medical
5. Urinalysis
6. Intertlisciplinary 'Team Approach

C. Range of 'Treatment Settings

1. Self-Help Groups
2. Outpatient Intervention
3. Inpatient
4. Therapeutic caravnity

[Hancicut 5]

Case Presentation and Discussion

Read case aloud with
participants

Discuss case

'IT: 30 MIN IC: 50 MIN

:.iandazt 6]



Evaluation (Optional) TT: 5 MEN Fa': 55 MIN

Distribute evaluations and ask
participants to ociviete

Skmmery and Closure TT: 5 MIN FCC: 60 KEN

Refer back to objectives to determine if
they vie= successfUlly canpleted. Su=arize
session with gralp.

[Handout ]



LWERUCrCR'S MATERLUS

The Instructor's Materials are the sane as the Learner's Materials:

Handout 1-Session Objectives

Handout 2-Session Outline

Handout 3-Definitions of Denial

Handout 4-(Example of Available Rescurces]

Handout 5-Range of Treatment Settings

Handout 6-Patient Case

Handout 7-Session Evaluation

Handcut 8-References

V
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MASTERS OF LEARNER ' S HANDZUTS



Handout 1

SESSICN OBJECTIVES

Atter participating in this session, participants will be able to:

discuss the pediatrician's role in treatment

identify family dynamics, individual roles and the impact of
defensive resistance to treatment

identify several treatment options and describe the basic
PhiloscPhY

identify the pediatrician's role in the development of a
treatment plan for a patient



SESSION OUTIINE

A. Dealing with Denial in Presenting the Diagnosis

B. Range of Resources Available

1. Evaluation
2. Thexapy/Ctunseling
3. Education
4. Medical
5. Urinalysis
6. Interdisciplinary Team Approach

C. Range of Treatment Settings

1. Self-Help Groups
2. Outpatient Intervention
3. Inpatient
4. Therapeutic Community

D. Case Presentation and Discussion



Handout 3
DEFINITIOM OF DENIAL

Denial is a defense mechanism which protects people from realities (lasses,
traumas, intense feelings) which are too painful. Denial comes in many
subtle forms, all of which pcwerfUlly affect the chemically dependent family,
interfere with long-term recovery, and promote relapse. Dealing with and
overcoming denial begins with recognizing style(s) of denial. It is a
process that continues throughout recovery.

Below are some of the many forms of denial that comprise people's denial
systems--the ways in which they have avoided seeing, feeling, or believing
the chemical dependency.

Mandmizing - to shrink the Ancgact of the drinking/drug use and/or the
problems resulting from it

Narrow FOcus - to AlrgisAgt and to look at only one situation or episode or
problem

Separating - to consider the drinking/drug use as separate from and
unrelated to problems and feelings

Compartmentalizing - to oonsider gggb drinking/drug use incident as
magelag4 to other drinking/drug use incidents

Ratimalizing - to time the drinking/drug use and/or the problems an

EalleMiLSX-SelnilirELALU

Generalizing - to speak in Iwo general terms rather than spe:ific dPtails
about ycur own experiences with the drinking/drug use,
feelings, and problems

to think that th larsaggasmv the drinking/drug use and
avoid discussions of intoxication/drugged behavior and
problems which result from it

Reversing -

Defocusing-

RePressicn-

Proj ection

to Algtrut the mind from the addiction by fixing attention on
another problem, sometimes with very strong feelings about
another problem

to tjads,sgt the memory of unpleasant past experiences and
confrontations about the problem

to block out your own problems and feelings by attributing
those problems and feelincip to others

Isolation of Affect - to relate experiences in a way that shows little or
no feelings; sometimes to talk about very serious
matters in a joking way



Handout 3
Page 2

Definitions of Demila (cont.)

The Nevers - to avoid identifying what has happened as a result of

drinking/drug use by focusing on what jaga_ncLjkaramg

Extrene Mfiniticos - to avoid identifying the addiction by defining
alcoholism and alcoholics/drug addiction and addicts

in siagagrAtga Taws

Ubdiveness - to find ways to believe that your case is ailIgamt, an
exception to rules

Nhking Enemies - to nake "hgLANUN" out of those who ccnfront or try to
help

Globalizing - to claim that gyembilmay drinks, uses drugs, smokes, as you do



[-Maw; le of] Rar4e of Available Resources

Evaluation

Therapy/Counseling

Education

Medical

UrinalysiS

Interdisciplinary Team Approach

1 91
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Hardout 5

RAME OF 117EMMENT sErrnzs

Self-Help Gryups
1. Alcohrdlics Anonymous

2. Narcitics Anonymous
3. Chemical Dependency Anonymous
4. AlAnon, Naranon, anl Families Anonymous

B. Outpatient Intervention
1. Intervention
2. EValuation
3. Individual Thexapy/Counseling
4. Family Theraphy/Counseling
5. CommunityMental Health/Private Practice
6. Abstinence Drug Free Programs
7. Drug Treatment: Detoxification
8. Urine Screening/Antabuse/Naltrexone

C. Inpatient
1. Detoxification
2. Therapy (28-60 days)
3. Dual Dlagnosis
4. Psychiatry

D. Therapeutic Community (1-3 Years)
1. Drug Free
2. Group Orientation



Harxicut 6

PATIENT CASE
PROGRESSICN OF CHEMICAL DEPENDENCY

The following is a rather typical case of drug dependency, a remarkably
similar pattern in all but very rare cases. Mike is anybody who could have
came fram the ghetto, urban society, a small town , ar frcm a suburban area .
he could acme from a family of any size, any means, any creed or religion,
and any ethnic backgramd. His value system, interests, philosophy and goals
in life can be of any persuasion. The only specific requirements for Mike
are that he be at least a little social minded and places some value an the
opinion of his peers. He could come from a family that has a positive
attitude about the drinking of alcohol and uses alcohol in responsible ways,
from a family that accepts rather heavy abuse of alcohol, cr a family that
prohibits any use of alcohol. Mike may or may not have had some drinking
experience within the family setting in childhood or early adolescence. In
his early years, generally in the company of his closest friends, he
surrwtitiously experiments with alcohol use probably from same parental or
illegally acquired supply. Under the cover of darkness, in somebody 's car,
or behind the school, he drinks with considerable curiosity and significant
excitement. The majority of the group approve of this behaviar and promote
it persuasively. The drinking is done in an atmosphere of =Wel trust and
friendship. For Mike, the experience of intoxication the first time is
exciting, adventurous, stimulating, joyfUl, and probably cven hilarious. The
remarkable feeling of well-being that Mike experimced spreeds or at least
equals any personal experience he has had to that time. Even though he may
later becalm ill in some manner or experience a hangover, these side effects
seem incidental to what seemed to be a very enriching experience in getting
°high". In our society Mike has no reason not to repeat the experience as
often as is possible for him at that time. At some level of his being he
makes a comnitment to inzorperate the experience of intoxication with alcohol
into his life styleweeftEnd dances or activities, sbag parties, beach
parties, and celebrations of any kind. It is this acceptance of intoxication
as simply another dimension of living and this commitment to enj Dying the
state of intoxication in terLs of the future that marks the onset of
psychological dependence on getting high. Siaultanectz Mike withdraws
freqaently frau his family and old friends which may be ascribed to "teenage
behavior°, a stage that includes mood swings, defiance and a fierce
commitment to independence from other's expectations. At tines Mikes family
notices these changes but it seems be is less and less often around and
doesn't ask for much-including moner-even though he has not kept his part
time j ob. It is easier to understand drug dependency of this initial
commitment to the positive paeasure and the adaptive reaction of family is
understood.

It is at this point in Mike 's life that he repeats the experience of
getting h.igh whenever it is convenient to drink "socially. " Within the next
six months to two years Mike will have repeated the experience of getting
high sufficiently often so that he develops an irreversible psychological
need to repeat the experience. In today' s society and in the youth drug
culture it is an easy step for Mike to use other substances to experience
other kinds of intoxication with whatever is agreeable to his system.
Intoxication is the "hookimel in drug dependency and whichever drug
accomplishes this teocmes part of the drug dependency game of intoxication.

o
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PATIENT CASE (CCNT.)

As time goes by, Mike inevitably encounters some infinite variety of
complications as a result of his drug depeniency. They may be physical,
social, legal, relationship or family problems. At this point he starts to
use the experience of intoxication as a refuge or an escape fron the tensions

these problems or complications cause. The use of his intoxicants as a

refuge or problem solving technique, to fight the grcwing panic on the way,
serves to strongly reinforce the prinary psychological dependence. So what

we have at this time in Mike's life is dependency based on positive

reinforcement for pleasure and a seomndarypsychic dependence on the drug
experience rooted in the desire to avoid pain. It is a compuls4.ve cycle that

repeats itself, often against ccnscious will. The trap is now complete and

Mike is profoundly hooked. The complications hewill recurrently encounter
are of a increasing and progressive nature and vary individually, according
to the circumstances of his particular ongoing life. Mike develops an
elaborate physiological defense to protect himself fran the knowledge that he
has been rendered helplessly and profcurdly dependent on the drug experience.

Repression, rationalization, projection and denial are the defense
mechanisms used predominantly. Typically these are so successfUl in
accomplishingtheir purpose so that Mike is the last to realize his dilemma.
In addition, getting "high" becomes more =I more a "people sdbstitute" and
Mike experiences recmcnantftimession, anxiety, and sometimes despair at his
feelings of alienation and loneliness. Henley at times feel suicidal or
"insane." Mike loses his ability to oommanicite with "important" others
mearingfulW, especially those who do not join into his drug induced reality,
and he remains in a suspended state of growth. Bordered unstable, Mike's
immature feelings and methods of relating emerge and dominate his total
personality. It is painfUl to bewith Mike because he exhausts pecple with
his egocentricity. Mike's need for interpersonal intimacies go unmet and
withcut help the progressive cycle of drtv dependency continues. At this
point there are only three outcomes possible: insanity, death, or recovery.



Hargictit

EVAIIIATICN FCRM

1. Had would you describe your
kn,dledge of substance abuse
treatment modalities:

less than more than
adequate adequate adequate

a. prior to the session? 1 2 3

b. after the session? 1 2 3

2. How helpful was the case study not very very
in each of the following: helpful helpfUl helpful

a. illustrating the progressive
nature of addiction? 1 2 3

b. providing discussion points
around the role of the 1 2 3

physician?

3. How likely is it that ycu would verY
refer a patient to treatment in unlikely
the following circumstances:

a. if a parent requested such
for his/her adolescent who you 1

thcught was chemically dependent?

b. for a chemically dependent
adolescaMtwhose parent(s) are 1
ambivalent or even unaware of
a problem?

C4 for a patient's parent who
you knew had a chemical
dependency?

1

likely
verY
likely

2

11.111111111

3

2 3

2 3

4. ;Cat was mczst helpful to you in today's presentation?

5. What was least helpful or what changes would you recommend?

THANK Wu
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None required
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St.ra=1"0 PREPARATION ACTIVITIES

Assign required readings

Familiarize self with all materials

Review articles on conducting and facilitating case discussions

Develop student packets

Familiarize self with needs of participants


