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Introduction

Substance-related and addictive disorders include the 
substance use disorders (SUDs) and the behavioural 

addiction of gambling disorder.1 Together, they represent 
some of the most prevalent mental disorders, where it 
is estimated that 11 to 14 per cent of North Americans 
will meet lifetime criteria for an SUD2–6 and a further 
0.4 to 1.1 per cent will meet criteria for gambling 
disorder.7 The peak age of onset for SUD is in young 
adulthood (ages 18 to 20), apart from cannabis use 
disorder, which typically has its peak age of onset in 
later adolescence (ages 16 to 18), and comorbid mental 

disorders often being established early, then extending 
into adulthood.8–11 In addition to contributing to a wide 
range of social problems, including abuse, neglect, 
crime, unemployment, suicide, accidents, and family 
dysfunction, substance-related and addictive disorders 
are a major contributor to potentially preventable 
medical illnesses and premature death, where the 
estimated cost to Canadian society is $40 billion, 
annually.12,13 Psychiatric comorbidity in people with 
substance-related and addictive disorders are all too 
common, where between one-quarter and one-half of 
all patients seeking psychiatric treatment meet criteria 
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for a lifetime SUD,14–17 and for those patients seeking 
addiction treatment, 40 to 60 per cent are identified to 
have an independent (nonsubstance-induced) mood 
disorder.15

In the Canadian health care system, mental health and 
addiction treatment services have been traditionally 
compartmentalized and have functioned independently 
with different philosophies. While we have known for 
some time that people suffering from a serious and 
persistent mental disorder with a co-occurring addiction 
tend to respond less well to traditional abstinence-
focused addiction services,18 current fragmented services 
have impeded the development of a specialized capacity 
to effectively treat this population. These patients can 
do well with what has been called integrated treatment, 
where the treatment of the mental disorder and the 
addiction illness is provided by the same team of 
professionals. In fact, more than 50 controlled studies 
have established the importance of integrating the 
treatment of patients with co-occurring disorders, which 
inherently solve the typical problems encountered in 
the separate systems of care for these individuals.19 For 
these reasons, Canadian clinical guidelines recommend 
that all people seeking help from mental health treatment 
services be screened for co-occurring SUDs.20 Health 
Canada Best Practices20 further recommend an integrated 
treatment approach at the program level for people 
suffering from serious and persistent mental disorders 
with co-occurring addiction.

In 1997, a first position paper was published by the 
Canadian Psychiatric Association (CPA) in the form 
of Curriculum Guidelines for Residency Training of 
Psychiatrists in Substance-Related Disorders.21 Since 
then, the field of addiction psychiatry has continued 
to advance, with the emergence of new scientific data 
regarding neurobiology and psychosocial interventions. 

Importantly, clinical guidelines have been published 
for the treatment of SUDs by the American Psychiatric 
Association (APA)22 and the World Federation of 
Societies of Biological Psychiatry.23,24 Health Canada 
also published Best Practices recommendations on 
concurrent mental and SUDs.20 In addition, in 2007, 
the Royal College of Physicians and Surgeons of 
Canada (RCPSC) released the new Specialty Training 
Requirements (STR) in Psychiatry,25 outlining more 
specific expectations in addiction training for psychiatry 
residents. The Objectives of Training (OTR)–STR, as 
they apply to training in substance-related and addictive 
disorders, include the following:

1. Supervised experience in the treatment of patients 
with substance-related and addictive disorders in 
various settings. A learning portfolio or log should 
be maintained and reviewed by the program director. 
This experience must be undertaken as a discrete 
rotation of no less than one month or incorporated 
as a longitudinal experience (at any time during 
postgraduate year [PGY] 2 to 5) of no less than the 
equivalent of one month. This must be documented 
and evaluated separately from other rotations.

2. Availability of a selective rotation in substance-
related and addictive disorders of no less than three 
months, but preferably six months, during senior 
psychiatric residency training (PGY 4 to 5) to 
develop advanced knowledge (definition in Table 1) 
in addiction psychiatry.

3. Proficient (definition in Table 1) clinical knowledge, 
skills and attitudes appropriate to their practice in 
substance-related and addictive disorders.

4. Function effectively as consultants, integrating all 
of the CanMEDS roles to provide optimal, ethical, 
and patient-centred medical care, by identifying and 
appropriately responding to patients with addiction 
comorbidity.

Table 1  RCPSC knowledge and skills definitions81

Introductory Knowledge: Able to recognize, identify or describe principles.

Working Knowledge: Able to demonstrate core aspects of psychiatry, such as basic interviewing, problem formulation and 
treatment. The resident can understand the scientific literature.

Proficient: Able to demonstrate working knowledge enhanced by a developmental, cultural and lifespan perspective, allowing 
detailed interviewing and biopsychosocial problem formulation, with capacity to teach, consult, assess and manage referrals.  
The resident can critically review and apply the scientific literature relevant to this competency.

Advanced: Detailed and sophisticated understanding that is multimodal and interdisciplinary, leading to advanced teaching and 
consultation on complex referrals. The resident has a detailed knowledge of, and is able to apply, the scientific literature, adapting 
and extrapolating as required.

Expert–Master: Requires advanced training beyond core residency that leads to enhanced skills that enable management of 
patients with complex comorbidities, treatment resistance or rare conditions. The expert psychiatrist has the capacity to critically 
review the literature with enhanced expertise and generate new questions for study.
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5. Demonstrate introductory knowledge (definition in 
Table 1) in assessing suitability for prescribing and 
delivery of motivational interviewing (MI).

To address the changes offered in the RCPSC OTR–
STR and to update the previously published CPA 
curriculum guidelines21 with current recommendations, 
a working group with national representation and 
expertise in addiction psychiatry was sought to prepare 
a position paper and offer recommendations for training 
in residency. The objectives of the first part of this 
position paper are to highlight key concepts relevant 
to substance-related and addictive disorders in the 
clinical practice of psychiatry and to offer general 
recommendations regarding education and training for 
our profession. More specifically, we aim to discuss 
important issues relevant to addiction, such as attitudinal 
skills, the process of screening and diagnosis, its 
integration within general psychiatry clinical settings, 
psychosocial interventions and pharmacotherapy. 
Issues related to special population are also briefly 
discussed.  The second part of this paper26 will offer 
updated curriculum guidelines for psychiatric residency 
training in substance-related and addictive disorders, 
which review, in detail, what we consider an appropriate 
preparation for the future psychiatrist in training to work 
with people suffering from addictive disorders.

A Review of Key Clinical Concepts in 
Addiction Psychiatry

Attitudinal Skills
People suffering from SUDs are often the victims 
of stigmatization in their experience of care, which 
is associated with poorer outcome.27 Taking a moral 
stance toward the addicted patient, considering their 
condition as a choice or a pure psychosocial problem, is 
to ignore scientific evidence that supports the medical 
model of addiction. Addictive disorders are similar 
to chronic medical illnesses, such as asthma, diabetes 
and hypertension, when we look at genetic heritability, 
personal choice and environmental factors.28 Therefore, 
clinicians should approach this population with a long-
term care perspective and understand relapse as an 
expected occurrence in the natural course of a chronic 
disease. Psychiatrists should treat these patients like any 
others, with compassion, respect and a nonjudgmental 
attitude. Working with people who use substances requires 
specific attitudes and skills from the clinician to make 
the best of the therapeutic encounter. An addicted person 
often presents with ambivalence in their desire to change 
problematic behaviour, which could be interpreted as 

resistance and triggers frustration in the clinician. MI 
represents a useful technique to help a person resolving 
that ambivalence and commit to change.29

Screening and Diagnosis
The diagnosis of an SUD is based on data collected 
during the clinical interview with the patient, physical 
examination, laboratory investigation and collateral 
information. Screening for substance-related and 
addictive disorders should be done routinely with 
people seeking treatment for mental illness.20 Asking 
patients about their substance use in a direct and 
nonjudgmental way is recommended and will most often 
lead to a truthful answer. Clinicians should consider 
using empirically validated screening tools for SUD, 
such as the Cut down, Annoyed, Guilty, Eye-opener 
(commonly referred to as CAGE) questionnaire,30 the 
Alcohol Use Disorders Identification Test (commonly 
referred to as AUDIT),31 and the Drug Abuse 
Screening Test (commonly referred to as DAST)32 
in adults, the Global Appraisal of Individual Needs 
Short Screener (commonly referred to as GAIN-SS or 
GSS) in adolescents and adults,33 and the Screening 
to Brief Intervention tool34 for adolescents. Acquiring 
advanced competence regarding signs and symptoms 
of intoxication and withdrawal for each substance 
remains essential to inform the clinical interview and 
support a diagnosis. Clinicians should develop advanced 
competence in the diagnostic discrimination between 
substance-induced disorders (for example, alcohol-
induced depression) and co-occurring disorders (for 
example, alcohol use disorder [AUD] plus a primary 
major depressive episode). A comprehensive history of 
substance use, with identification of sustained periods 
of relative abstinence is important to determine the 
presence of co-occurring primary psychiatric condition. 
Psychiatrists should also demonstrate advanced 
competence in using laboratory investigations pertinent 
to substance use, such as specific blood work results and 
urinary drug screens. Importantly, the clinical assessment 
of an addicted person would not be completed without 
a careful suicide risk screening, given the well-known 
association between substance use and self-harm (see 
Vijayakumar et al for a review35). The overall objective 
during the assessment is to develop a biopsychosocial-
spiritual understanding of substance-related and 
addictive disorders and their overlap with major 
psychiatric disorders. A psychodynamic perspective 
is, at times, helpful for diagnostic formulation, with 
a focus on key psychological disturbances, such as 
affect dysregulation, self-care deficit or interpersonal 
conflicts.36
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Integration With General Psychiatric Practice
Clinical training in substance-related and addictive 
disorders is ideal within a concurrent psychiatric 
and addictive disorder centre. Such centres generally 
offer a structured day program, an in- or outpatient 
concurrent disorders enhanced program treating mental 
disorders and addictions in an integrated fashion, with 
a psychiatrist present and staff with cross-training 
in addiction and mental health. While access to such 
specialized centres is limited, psychiatry residency 
programs should attempt to integrate teaching of 
addictive disorders with core general psychiatry 
rotations. General psychiatrists are exposed to people 
suffering from primary addiction or co-occurring 
disorders in various clinical settings. Addiction is in the 
domain of mental disorder and should play an integral 
part in the psychiatric care of each patient.

Emergency
In the emergency department (ED) of an acute care 
hospital, the clinician will be exposed to conditions 
ranging from substance intoxication, withdrawal and 
substance-induced delirium or to a primary psychiatric 
disorder complicated by substance use. Training must 
cover adequate diagnosis and treatment planning of 
these disorders. Clinicians must develop advanced 
competence in adequately managing acute alcohol 
withdrawal syndrome with appropriate medication 
and the use of a standardized scale, such as the 
Clinical Institute Withdrawal Assessment for Alcohol, 
Revised (commonly referred to as CIWA-Ar).37 
Importantly, psychiatrists should be able to determine 
when hospitalization is indicated for a patient with 
substance-related and addictive disorders; for example, 
in the case of complicated withdrawal syndrome, or 
with the presence of serious medical or psychiatric 
comorbidities.22 Substance use increases the risk of 
agitation in patients and should inform the choice of 
pharmacological agent to use in the ED. For example, 
benzodiazepines are the drug of choice to use in the case 
of intoxication syndrome with stimulants.

Outpatient–Community
In outpatient and community settings, people with 
mental illnesses and co-occurring addictive disorders 
should have access to an evidence-based psychosocial 
intervention or integrated program9,20,38–41 Psychiatrists 
working in these settings should advocate for their 
patients to receive adequate services and participate in 
the development and delivery of such treatment program. 
For people with serious and persistent mental disorder 
and co-occurring addictions, the treatment should 
follow a step-wise model with a long-term perspective, 

and include pharmacotherapy with a psychosocial 
intervention.42 An evidence-based approach for this 
population includes contingency management (CM) 
and a group therapy approach combining cognitive-
behavioural therapy (CBT) with MI.19 Importantly, it 
should be recognized that a harm-reduction philosophy 
is the preferred model for this population.

Consultation-Liaison
On the consultation-liaison (C-L) service, psychiatrists 
are asked to assess patients with various clinical 
problems associated with substance use, ranging from 
substance-induced conditions to co-occurring disorders. 
The psychiatrist must develop advanced competence 
in diagnosis and management of acute substance 
withdrawal, and more specifically alcohol withdrawal 
delirium and other cognitive disorders associated with 
AUD (such as, alcohol-related dementia, Korsakoff 
syndrome and Wernicke encephalopathy). The C-L 
psychiatrist should be able to advise the medical team on 
the appropriate management of withdrawal syndromes 
in the medical patient; for example, a patient with 
compromised liver function. The C-L psychiatry service 
is at times involved in assessing patients on opioid 
analgesic in the context of chronic pain, often associated 
with co-occurring anxiety and depressive disorders. 
The prevalence of opioid dependence in noncancer 
chronic pain patients could reach up to 26 per cent.43 
The International Narcotics Control Board44 reported 
that Canada is the second-largest per capita consumer 
of prescription opioids (exceeded only by the United 
States), and recent data indicate that their increased 
accessibility is associated with higher mortality.45 In 
the case of opioid dependence specifically, clinicians 
should be aware that although complete abstinence 
from drug represents an optimal goal, research has 
demonstrated that this cannot be achieved or sustained 
by most of this population.46 C-L psychiatrists should be 
knowledgeable about opioid-induced depression and be 
able to recommend appropriate intervention, including 
opioid substitution with methadone or buprenorphine. 
By itself, substitution treatment has shown benefits on 
mood,47 and has been determined to be more effective 
than prescribing an antidepressant.

Specialized Addiction Centre
Psychiatrists can contribute to the care of patients 
followed in specialized addiction treatment centres. 
A classic study demonstrated that the severity of 
psychiatric symptoms represents the strongest predictor 
of prognosis in SUD treatment.18 Identification and 
treatment of co-occurring psychiatric conditions improve 
retention in treatment for people suffering from SUD. 
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Psychiatrists can not only prescribe medication for 
co-occurring disorders and SUD but also offer support 
and education to professionals working in specialized 
addiction treatment centres helping to understand 
patients and work with them effectively.

Psychosocial Treatments
The effective treatment of the addicted patient involves 
necessary interventions that will target key psychosocial 
aspects affected by the illness. The treating physician 
should develop proficient-to-advanced competence in MI 
techniques to help their patients engage in the process 
of change and take actions for their recovery.28 A MI 
stance in dealing with the patient also helps manage 
challenging counter-transference reactions when facing 
resistance to change. A behavioural intervention, such as 
CM, is useful to help initiate and maintain abstinence. 
This technique has been shown effective, for example, 
in people with schizophrenia and co-occurring cannabis 
dependence.48 During rehabilitation for addiction, CBT 
for relapse prevention,49 12-step facilitation therapy,50 
a behavioural approach, such as cue desensitization 
therapy51 and group therapy are recommended by the 
APA guidelines.22 To maintain abstinence, patients 
need to identify their triggers for substance use and 
develop coping strategies to manage feelings and 
interpersonal issues. Working with families is also a 
powerful ingredient for an effective intervention, which 
could benefit not only the patient but also other family 
members. Clinicians are encouraged to tailor therapeutic 
interventions to the patient’s individual needs. Some 
patients benefit from a combination of group and 
individual therapy. Finally, clinicians should develop 
proficient to advanced knowledge in community-based, 
self-help support groups, such as Alcoholic Anonymous, 
and encourage patients to participate in such activity.22

Pharmacotherapy
Pharmacological Treatment of SUD
Psychiatrists should demonstrate advanced competence 
to assist their patients with pharmacological treatment 
for their substance-related and addictive disorders 
as well as for co-occurring disorders. For SUD, 
pharmacological agents are helpful to reduce withdrawal 
symptoms and to support relapse prevention. In the case 
of alcohol dependence, acamprosate, disulfiram and 
naltrexone are currently approved by Health Canada52 to 
support patients in their recovery. A wealth of scientific 
literature now exists on the psychopharmacological 
treatment of alcoholism that could guide the clinician 
in choosing treatment for a specific patient.53 In the 
treatment of opioid dependence, a substitution treatment 

with methadone or buprenorphine should be considered 
rapidly, especially if patients have been dependent for 
more than one year.22,54 In these situations, a harm-
reduction philosophy is a preferred approach over 
abstinence-based treatment, to reduce morbidity and 
mortality. Naltrexone should be considered in relapse 
prevention of opioid dependence in highly motivated 
people. For stimulant and cannabis dependence, there 
is currently no approved medication to assist clinicians 
in their work with these people. No medication is 
currently approved for the treatment of pathologic 
gambling although the naltrexone and selective serotonin 
reuptake inhibitors (SSRIs) have shown some benefits in 
randomized controlled trials.55

Finally, nicotine dependence is more prevalent in 
people with mental illness56 and is among many other 
factors contributing to the reduced life expectancy of 
the psychiatric population. Therefore, psychiatrists have 
a responsibility to offer smoking-cessation counselling 
to their patients and to prescribe pharmacotherapy 
when indicated. Clinicians often do not address tobacco 
use with their patients; however, it should become 
integrated in psychiatric care.57 Varenicline and nicotine 
replacement therapies are the approved medication for 
the treatment of nicotine dependence by Health Canada52 
(bupropion is also approved by the FDA).

Pharmacotherapy for Co-occurring Disorders
Before prescribing an agent to people suffering from 
co-occurring disorders, clinicians should take into 
consideration medication with abuse potential. In the 
case of depressed patients with alcohol dependence, 
symptoms are often induced by alcohol and will remit 
within a few weeks of alcohol discontinuation, without 
pharmacological treatment with an antidepressant.58 In 
the treatment of depression with co-occurring SUD, 
antidepressants demonstrate the same efficacy on the 
mood disorder than seen in the treatment of depression 
alone,59 although the addiction illness will still 
necessitate an additional intervention. Based on growing 
clinical research data, clinicians should be cautious about 
prescribing SSRIs in type B or early-onset alcoholism 
because of the potential risk of worsening drinking 
outcome.53,60–62 Recently, the Canadian Network for 
Mood and Anxiety Treatments (commonly referred 
to as CANMAT) reviewed the available evidence for 
pharmacological management of patients with mood and 
comorbid SUDs,63 which provides guidance to clinicians 
in choosing a specific agent. Finally, research suggests 
that atypical antipsychotics, and more specifically, 
clozapine, represent the preferred pharmacological 
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agents for people with co-occurring psychotic disorders 
and SUD.

Special Populations
Adolescents
Addictive disorders affect the psychiatric population 
across the lifespan. Substance use often begins 
during adolescence, with adolescents being at risk for 
developing SUD. The median age of onset of SUD 
in adolescents is 15 years of age, with a rapid rise 
thereafter with drug use disorders (8.9 per cent) being 
more common than AUD (6.4 per cent).10 Multiple 
interactive risk factors across four domains: culture and 
society, interpersonal, psychobehavioral, biogenetic 
and protective factors have been identified in the 
development of adolescent SUD.64 Neurobiologically, 
adolescents are prone for risk-taking behaviour, 
with reduced suppressive and regulatory control on 
behaviour.65 Adolescents at risk of developing SUD 
show more disinhibition and negative affects. Clinicians 
working with adolescents have a responsibility in the 
prevention, detection and treatment of SUDs that have 
negative impact on the achievement of developmental 
tasks. With the adolescent substance abuser, psychiatrists 
should pay attention to co-occurring disorders, such as 
conduct disorder, major depressive disorder, attention-
deficit hyperactivity disorder, bipolar disorder and 
psychotic disorder.64

Older Population
Alcoholism and prescription drug use disorder are 
common problems in the elderly. Opioid analgesics 
and psychotropics, such as tricyclic antidepressants and 
benzodiazepines, can lead to cognitive impairment and 
increase the risk of falls. To appraise the prescription 
to older adults, clinicians should consider using a 
validated screening tool, such as the Screening Tool of 
Older Persons’ potentially inappropriate Prescriptions 
(commonly referred to as STOPP).66 Rates of illicit drug 
use in older adults has been traditionally low, but this 
will change, as the baby boom generation is aging and 
will require adjustment within the health care system to 
address the problem.67

Women
There are significant male–female differences in the 
course of addictive illnesses and in treatment needs. 
When compared with men, women appear prone to an 
accelerated progression from initiation to substance use, 
to development of addiction disorder and admission 
to treatment.68,69 This phenomenon, described as 
telescoping, might be a consequence of biological, 

cultural, psychological and socioeconomical factors.70 In 
terms of co-occurring psychiatric disorders, the lifetime 
rates of mood and anxiety disorders among people with 
SUDs are higher among women than men.71,72 Treatment-
seeking women with SUDs report high rates of physical 
or sexual abuse, domestic violence and revictimization.70 
Gender-specific and -sensitive programs could offer 
benefits, compared with mixed treatment approaches, 
to address women’s specific needs. Substance use 
in pregnancy can lead to complex biopsychosocial 
problems, both in the mother and in the newborn, better 
addressed with a multidisciplinary team.73

Aboriginals
A survey by Health Canada within First Nations 
communities between 2008 and 201074 reported 
that alcohol and drug abuse were the number one 
challenge for community wellness faced by on-reserve 
communities, followed by housing and employment. 
The use of alcohol and solvents are specifically 
problematic in these communities that are also more 
vulnerable to suicide and violence. Psychiatrists can 
contribute significantly to the care of these populations 
with interventions that remain sensitive and tailored to 
cultural difference.

Challenges and Solutions for Education
With a limited number of psychiatrists with additional 
training and expertise in addiction, residency programs 
in Canada and the psychiatry profession should 
encourage collaboration with other addiction medicine 
specialists to promote knowledge development. In 
addition to lectures and clinical rotations, psychiatry 
residency programs should consider using new 
technologies to help learners develop the necessary 
knowledge and attitudes in addictions, such as well-
designed e-learning modules.75 It is the responsibility of 
the psychiatrist to develop and maintain their knowledge 
in substance-related and addictive disorders through 
participation in continuing medical education activities. 
Professional organizations, such as the American 
Academy of Addiction Psychiatry, the Canadian Society 
of Addiction Medicine and the International Society 
of Addiction Medicine offer various training and 
educational opportunities. The Substance Abuse and 
Mental Health Services Administration (SAMSHA) and 
its website76 represent a useful resource of information 
for professionals. The Treatment Improvement Protocol 
series published by SAMSHA covers a wide range of 
topics pertinent for clinicians interested in learning 
further on mental health and addictions.
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Recommendations
Addiction psychiatry has evolved considerably over the 
years, leading to important scientific knowledge that 
should guide our clinical practice. To ensure the delivery 
of adequate services to our population, psychiatry 
residency programs across Canada are responsible 
for preparing future psychiatrists to manage, with 
compassion and competence, people suffering from 
mental illnesses, including addictive disorders. Training 
in addiction should become integrated to learning the 
practice of psychiatry in the treatment of people across 
the lifespan in all the common settings, such as C-L, ED, 
and in- and outpatient psychiatry. An adequate learning 
experience must include the development of necessary 
attitudes, skills and competences in the assessment 
and diagnosis of addictive disorders, application 
of appropriate psychotherapeutic interventions and 
knowledge of neurobiological principles inherent to 
substance use and pharmacotherapy.

Despite the prevalence and consequences of addiction, 
as well as their frequency of presentation for potential 
intervention, most people with addiction alone, or a 
comorbid addiction and mental disorder, do not receive 
any treatment at all,13,77–79 or, if they do, often report 
unmet needs.80 Psychiatrists play a crucial role in the 
clinical care of people suffering from SUD and co-
occurring disorders. The psychiatric profession, through 
the CPA and the RCPSC, must ensure that new graduates 
possess the necessary knowledge, skills and attitudes 
to effectively manage patients with addictions. As a 
field, psychiatry should increase its efforts in providing 
training for assessment and treatment of addictive 
disorders, until the needs of this population become 
appropriately addressed.

Summary of Recommendations
1. Each psychiatry residency program requires a 

formal curriculum to support learners in acquiring 
proficiency in the necessary attitudes, knowledge 
and skills to work effectively with the addicted 
population.

2. Clinicians need to develop appropriate optimism and 
attitudes toward treating the addicted populations 
with compassion, respect and with a nonjudgmental 
attitude.

3. Psychiatrists require proficient skills in the 
assessment, diagnosis and management of substance-
related and addictive disorders, with and without 
co-occurring disorders.

4. Beyond a discrete one-month rotation, training in 
substance-related and addictive disorders requires 

programs to integrate training with core clinical 
rotations, such as C-L psychiatry, ED psychiatry, 
inpatient psychiatry and outpatient–community 
services to be meaningful to future clinical practice.

5. While specialty training requirements suggest 
working knowledge of MI, psychiatrists require 
proficiency in MI and a broader range of evidence-
based psychosocial interventions for SUD, including 
MI and CBT–relapse prevention.

6. Psychiatrists require proficient knowledge and 
skills in the appropriate use of pharmacotherapeutic 
agents for the treatment of alcohol and nicotine 
use disorder. In addition, they require working 
knowledge of the treatment of opioid use disorder 
with buprenorphine or methadone.
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