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Preface

Drug and alcohol addictions occur commonly in
medical populations; 25 50% of patients seen by
primary care physicians have alcohol and drug dis-
orders, with even higher prevalence in certain medical
specialty populations. Drug addiction, alcohol addic-
tion, and what has been called unhealthy drinking are
even more common and prevalent in trauma centers
and our society. Injury due to excess and dangerous
consumption of alcohol causes almost 25% of trauma
center admissions. Currently, there are no authorita-
tive addiction texts with a focus on the identification,
intervention, and management of either “addictive
disorders in medical populations” or “medical com-
plications in addiction populations”. This book will be
useful for those seeking information to help a patient
or family with a tobacco, alcohol or drug problem. We
hope this book can give answers and a direction to the
identification and management of addictions and their
medical complications in patient populations.

The death rate for alcohol-related injury patients
after discharge is almost 200% higher than that of
injury patients who were not drinking. Yet it was not
until 2007 that the American College of Surgeons
Committee on Trauma implemented a requirement
that all Level I trauma centers have a way to provide
alcohol screening and intervention to patients. Addi-
tionally, the Substance Abuse and Mental Health Ser-
vices Administration (SAMHSA) has established and
helped get codes for the Screening, Brief Intervention,
Referral and Treatment (SBIRT) initiative to expand
the physician and health professional treatment sup-
port and capacity for substance use and addiction.
Addictive Disorders in Medical Populations covers
this subject in depth as far as what to say and do as
well as providing additional resources for the MD.

Neurobiological progress in the field of addiction has
been amazing and evidence-based treatments have
developed at a phenomenal pace, with bench to office
applications for tobacco, alcohol, and drugs. Pharma-
cological and psychosocial treatments are covered in
detail in this book, in clear practical terms. The medical
and mental complications of addiction are explained
comprehensively throughout the text. Clinical consid-
erations are the predominant theme; however, the
standards of clinical practice described in Addictive
Disorders in Medical Populations are grounded in the
most current research. The chapters have consistent
organization, which includes uniform, plentiful, and
practical presentations of both clinical and research
materials. The authors are leaders in their fields, selected
from the respective general medical and specialty areas.

We know all too well that most, if not all, MDs in
practice today did not have the benefit of learning
about the neuroscience of addiction and substance
addiction when they learned their basic sciences in
medical school. Worse yet, if they learned addiction
and misuse identification, interventions, and treat-
ment, it was from a book. Imagine learning examina-
tions or labor and delivery by reading a book alone,
without clinical correlation and context. When we
started mandatory two-week addiction medicine
clerkships for all University of Florida medical school
students, we hoped but did not envision how much that
would change our hospitals and the College of Med-
icine. Knowing where we are, we hope that this book
bridges the gap between what the practicing health
provider or specialist needs to know and what they
have learned the hard way.

Norman S. Miller and Mark S. Gold
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1.1 OVERVIEW

The role of physician in the prevention and treat-
ment of addictive disorders is growing in impor-
tance and magnitude. The public and managed care
organizations are increasingly looking to physi-
cians for leadership and advocacy for patients who
have drug and alcohol addictions. The political
climate and enormous need combine to make the
role of physicians essential to prevention and treat-
ment strategies for addictive disorders. Efforts by
physicians in the past have been slow and obstruc-
tionist, partly because of moral views and lack of
training in addiction problems and disorders. Phy-
sicians who were not prepared to confront patients
about their addictions and nonphysicians who could
treat, but not communicate with the physicians,
competed for the overall care of the patients.
Frequently, patients had to bridge the gap at the
expensive cost of delay in prevention and diagnosis
of problematic use of alcohol and drugs.
Heretofore, physicians played a supporting role,
or no role at all, in fostering and developing effec-

tive prevention and treatment methods for addictive
disorders. The attitude of “see no evil, hear no evil,
do no evil” no longer allows physicians to ignore
common alcohol and drug problems in their
patients. Increasingly, generalists are called upon
to screen, detect, prevent, and treat alcohol and drug
disorders in their populations.

The challenge to medical schools and resident
training programs to provide education and clinical
experience in addiction has never been greater or
more pressing. In the past, despite the presence and
affects of alcohol and drug-related disorders, med-
ical schools and residency programs failed to com-
petently teach screening, diagnosis and treatment
of such disorders to students. Increasingly, medical
students and residents became aware of the need
and demonstrated interest in becoming knowledge-
able and skilled in the prevention and treatment of
alcohol and drug addiction. Both residency direc-
tors and curriculum deans affirmatively endorsed
that assessment of deficiencies in training and

Addictive Disorders in Medical Populations
© 2010 John Wiley & Sons Ltd. ISBN: 978-0-470-74033-0

Edited by Norman S. Miller and Mark S. Gold



4 ADDICTIVE DISORDERS AND MEDICINE

education for alcohol disorders would lead to sig-
nificant improvements in medical education for
residents and medical students. As a result, medical
schools and psychiatry residency programs (at least
in the major university settings) are integrating
addiction education and experience into their
programs [1].

We have a large body of knowledge and basic
skills in the prevention and treatment of addictive
disorders. Considerable resources have been spent
on research and development of clinic methods for
prevention and treatment. The next step is to imple-
ment what is effective and useful to patients. The
role of physicians will become apparent if they

concentrate on what is effective in preventing and
treating addictive disease [2].

After reading this chapter you will better be able
to understand:

1. The clinical prevalence of addictive disorders in
the general as well as special circumstance
populations.

2. The role of the physician in the prevention and
treatment of addictive disorders.

3. Methods to improve prevention and treatment
of addictive disorders primarily through improv-
ing medical school education.

1.2 CLINICAL PREVALENCE

1.2.1 Prevalence of alcohol and drug

dependence in the general
population

Alcohol and drug dependence are among the most
prevalent illnesses in American society. The Epide-
miological Catchment Area study, which is a survey
of mental health and substance-related disorders in
nearly 20 000 adult Americans, found a 13.5% life-
time prevalence of alcohol addiction or dependence,
and 7% of drug dependence [3]. Alcoholism and
related illnesses are major causes of morbidity and
mortality in patients in the United States. More than
half of all accidental deaths, suicides, and homicides
are alcohol or drug related [4]. A significant propor-
tion of fetal anomalies can be attributed to the use of
drugs or alcohol during pregnancy, with an esti-
mated rate of 11% ofillicit drug use among pregnant
women [5]. The use of intravenous methods of
administering illicit drugs has contributed to the
increasing number of deaths from AIDS, according
to data from the Centers for Disease Control and
Prevention (CDC) [6].

1.2.2 Prevalence of multiple drug use
and dependence in treatment

The use of multiple drugs and alcohol is extra-
ordinarily common (e.g., alcohol and cocaine,

heroin and cocaine, marijuana with alcohol or
cocaine). The large overlap of the use of drugs
and alcohol has had significant ramifications for
diagnosis and treatment as they are traditionally
practiced [7-11].

Research models for dependence on alcohol and
drugs are affected by multiple use and dependence.
In practice, one drug is frequently substituted for
another, and the majority of individuals develop
combined alcohol and multiple-drug dependence.
The concurrent and simultaneous occurrences of
multiple drug and alcohol dependence suggest a
generalized susceptibility to the various types of
dependence [12-15].

1.2.3 Prevalence in the medical
population

Drug and alcohol addiction are among the most
common disorders seen in medical practice. They
are at least as common as hypertension [16].
Addiction is associated with a wide range of
problems, including pancreatitis, liver disease,
accidents, suicide, depression, and anxiety.
20-50% of inpatient hospitalizations may be
attributed to substance use and addiction, and
25-50% of emergency room visits are alcohol use
and addiction related [17-22].
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Although addiction is an extremely common
disorder, it remains inadequately diagnosed and
treated by physicians. Of the 20% of patients seen
in ambulatory care settings who are estimated to be
addicted to substances, only 5% of these patients are
diagnosed [23]. Physicians do not diagnose or treat
substance use and addiction with the same fre-
quency, accuracy, or effectiveness as they do other
chronic medical diseases [24,25]. In a recent study,
resident physicians correctly identified less than
half of the patients with positive scores on a CAGE
questionnaire, 22% of patients with an alcohol
addiction history, and 23% of patients with a history
of substance addiction [26,27].

1.2.4 Prevalence in family
and workplace populations

The psychological and social costs of alcoholism and
drug addiction are considerable to patients in medical
practice. Alcoholism is a major cause of family
dysfunction, including domestic violence and child
abuse. Over40% of adults reportexposure to problem
drinkers in their families [28]. Alcoholism is a major
contributor to poor job performance and productivity
loss. Data show that 15% of heavy alcohol users
missed work because of illness or injury in the past
30 days, and 12% of heavy users skipped work
because of drinking in the past 30 days [29].

1.3 CLINICAL DIAGNOSIS

Physicians must make the diagnosis of alcohol and
drug dependence to develop an integrated approach
to medical education about addiction. Physicians
must diagnose patients who present with abnormal
alcohol and drug use [30-32]. Physicians must ask
routine screening questions to all patients they see
and maintain a high index of suspicion for addictive
diseases, especially in light of the extreme levels of
denial often present in addicted patients. Physicians
seeing patients in high-risk populations, such as
emergency departments, prisons, and trauma units,
must have an especially high index of suspicion.
A family history is the best predictor of addiction in
patients; therefore, questions about family history
take on special importance in the detection of sub-
stance addiction or dependence. In addition, patients
with chief or presenting complaints such as sleep
disorders, “stress,” chronic dyspepsia, recurrent
peptic ulcers, or recurrent trauma should also raise
a physician’s index of suspicion. Physicians must be
taught to listen carefully for rationalization, mini-
mization, and denial in patient’s responses while
observing their affective component associated with
these complaints and responses [33].

1.3.1 Risk assessment by physicians

Physicians should be able to detect patients in
environments that pose a risk for the development

of substance dependence. Categories of vulnerability
to the use of alcohol, tobacco, and other drugs
should be learned by every physician. Family envir-
onment includes family conflict, poor discipline
style, parental rejection of the child, lack of adult
supervision or family rituals, poor family manage-
ment or communication, sexual and physical abuse,
and parental or sibling modeling for use of alcohol,
tobacco, and other drugs. School environment
involves lack of school bonding and opportunities
for involvement and reward, unfair rules, norms
conducive to use of drugs, and school failure
because of poor school climate. Community envir-
onment pertains to poor community bonding; com-
munity norms that condone alcohol, tobacco, and
other drug addiction; disorganized neighborhoods;
lack of opportunities for positive youth involve-
ment; high levels of crime and drug use; endemic
poverty; and lack of employment opportunities.
Peer factors include bonding to peer groups whose
members use alcohol, tobacco and other drugs or
engage in other delinquent behaviors [34].

1.3.2 Physical examination
and laboratory testing

The physical examination may be helpful in
detecting alcohol or drug dependence. Information
about intoxication, withdrawal, or alcohol-related
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or drug-related organ damage and disease may
yield important information about the adverse
complications of addictive illness. Although no
specific finding is pathognomonic of alcoholism,
a physician’s use of physical findings may be
valuable in penetrating denial and convincing
patients of the significant extent of their alcohol

and drug use. Laboratory tests, such as urine
toxicology screen, macrocytic red cell indices, or
for serum glutamic-oxabacetic transaminase and
serum glutamic-pyruvic transaminase, may also be
helpful. None of these, however, is of the same
degree of importance and specificity as a thorough
history for addiction with every patient [33].

1.4 CLINICAL COMORBIDITY

Substance addiction disorders have been associated
with serious problems including violence, injury,
disease, and death. In 2006, the CDC reported
13 470 injury deaths from alcohol-impaired motor
vehicle crashes in the United States; this was almost
32% of all traffic-related deaths for that year [35].

It has been estimated that one in every four deaths
can be attributed to the use of alcohol, tobacco, or
some other form of drug. For example, tobacco use
alone has been linked to 90% of lung cancer cases,
75% of emphysema cases, and 25% of ischemic
heart disease cases [36].

1.5 TREATMENT OF MEDICAL DISORDERS ASSOCIATED WITH ALCOHOL
AND DRUG USE AND ADDICTION

1.5.1 Physician intervention

Physicians should know how to provide simple
interventions to eliminate or decrease substance
misuse before it becomes dependence or addiction.
Studies have shown that brief, empathic interven-
tions by physicians can decrease the consumption
and adverse effects of addictive substances by
20-50% [34,37-39]. Physicians should be taught
that messages which state that the attainment of
the goal of reducing alcohol-related problems is the
patients’ responsibility and which encourage absti-
nence are powerful modifiers of patients’ behavior
toward alcohol and drugs.

Physicians should be well versed in using
prevention strategies for those patients at risk of
substance addiction or dependence. Counseling
patients about the health risks and dangers of sub-
stance misuse or addiction can be extremely effec-
tive in reducing their occurrence. The education of
patients about the long-term and short-term con-
sequences of substance misuse and addiction,
including the severe risks encountered by drinking
and driving, is fundamental to interventions by
physicians. Physicians should be aware that many

patients’ peers probably do not approve of substance
misuse and addiction, including the severe risks
encountered by drinking and driving, is fundamen-
tal to interventions by physicians. Physicians
should be aware that many patients’ peers probably
do not approve of substance use as a healthy activ-
ity, which may prove to be an effective deterrent.
Physician communication and physician availabil-
ity as a source of confidential information about
addictions are key to successful interventions. Open
discussion between patient and physician of issues
relating to the health effects of alcohol and drugs
can be extremely helpful [30,32].

1.5.2 Requirements of physicians
for diagnosing and treating
addictive disease

A physician specialist in the treatment of alcohol-
ism and other drug addictions must:

e Possess a current MD or DO license.

¢ Be able to recognize and diagnose alcoholism or
other drug dependencies at both early and late
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stages and possess sufficient knowledge and com-
munication skills to prescribe a full range of treat-
ment services for alcohol and other drug addiction
patients, their families, or significant others.

Demonstrate a functionally positive attitude
toward addicted patients, their families, and indi-
cated significant others.

Be knowledgeable in addiction treatment and be
able to intervene to get patients and their families
or significant others into treatment for their needs.

Be able to provide, refer, and support standard
addiction treatment methods for alcohol and drug
addictions.

Be able to recognize and manage the medical and
psychiatric complications of alcohol and other
drug addictions.

Be able to recognize and manage the signs and
symptoms of withdrawal from alcohol and other
drugs of addiction.

Possess sufficient knowledge and communica-
tions skills concerning alcohol and other drug
addictions to provide consultation, teach lay and
professional people, and provide continuing edu-
cation in this field.

General physicians must possess:

The ability to competently obtain a history and
perform a physical examination on patients with
addictive disorder (this presumes an ability and
willingness to hospitalize patients if necessary).

An understanding of the medical, psychiatric, and
social complications of addictive disorder (this
presumes a knowledge of self-help groups, such
as AA, Narcotics Anonymous, and Al-Anon, and
presumes a knowledge of special groups for
professionals).

A positive attitude which is essential in establish-
ing a relationship with patients in the treatment
of alcoholism and drug addiction.

¢ A knowledge of the spectrum of this disease and
the natural progression if untreated.

¢ A knowledge of the medical and psychiatric
effects and organ damage attributable to alcohol-
ism or other drug addictions (this presumes a
knowledge of, and ability to prescribe, treatment).

¢ A knowledge of the classifications of drugs of
addiction and their pharmacology and biochem-
istry (this presumes maintenance of current
knowledge in this field and knowledge and skill
in one or more methods of teaching and learning).

e A knowledge and skill in standard addiction
treatment to prevent relapse and recurrence of
adverse consequences of addictive disorders [40].

1.5.3 Abstinence-based method

Controlled studies have found significant results in
treatment outcomes in abstinence-based programs,
particularly when combined with referral to Alco-
holics Anonymous (AA). The first randomized
clinical trial of abstinence-based treatment showed
significant improvement in drinking behavior
compared with that of a more traditional form of
treatment [41]. A total of 141 employed alcoholics
were randomized to the abstinence-based program
(Hazelden type) (n = 74) or to traditional-type treat-
ment (n = 67). The abstinence-based treatment was
significantly more involving, supportive, encoura-
ging to spontaneity, and oriented to personal pro-
blems than was the traditional-type treatment. The
one-year abstinence rate was significantly greater
for the abstinence-based treatment; in addition,
dropout rates were 7.9% for the abstinence treat-
ment group and 25.9% for the traditional treatment
group, respectively [42].

In another controlled study, 227 workers newly
identified as alcoholics and cocaine addicts were
randomly assigned to one of three treatment regi-
mens: compulsory inpatient treatment, compulsory
attendance at regimens; compulsory inpatient treat-
ment, compulsory attendance at AA meetings; and
achoice of options (i.e., inpatient, outpatient, or AA
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meetings). Inpatient backup was provided if
needed [43]. On seven measures of drinking and
drug use, the hospital group had significantly
greater abstinence at a one-year and two-year
follow-up. Those assigned to AA had the lowest
abstinence rates, and those allowed to choose either
an inpatient or outpatient program or AA had
intermediate results. The programs for inpatient
and outpatient treatment were abstinence based
with eventual referrals to AA at discharge [43].

Previous evaluation studies of large populations
of patients (>9750 subjects) enrolled for absti-
nence-based methods have shown favorable out-
comes for addiction treatment. The populations
consisted of multiply-dependent patients, including
those with alcohol, prescription drug, cannabis,
stimulant, cocaine, and opiate dependence
(DSM-III-R Substance Dependence). The overall
abstinence rates at one year were 60% for inpatients
and 68% for outpatients (57% of the cases were
contacted for inpatients, 62% for outpati-
ents) [44,45]. However, abstinence rates were
increased to 88% for inpatients and 93% for out-
patients who participated in continuing care follow-
ing discharge. At one-year follow-up, only 8%
were attending continuing care after discharge in
the inpatient treatment programs, and 17% were
attending the outpatient programs. Moreover, absti-
nence rates after discharge were 75% for inpatients
and 82%for outpatients who were regular attendees
at AA. Accordingly, 46% and 51% of those dis-
charged from the inpatient and outpatient pro-
grams, respectively, were attending AA at least
once per week. Abstinence rates at one year for
nonattendees at AA were 49% and 57%, respec-
tively. Significant outcomes on other variables
were reported, such as improved psychosocial func-
tioning and employment and legal histories for
those completing the treatment programs in these
studies [44-46].

According to survey results [47] (1992) con-
ducted by AA, recovery rates achieved in the AA
fellowship were:

1. Of those sober in AA less than a year, 41%
remain in the AA fellowship for an additional
year [47].

2. Of those sober more than one year and less than
five years, 83% remain in the AA fellowship for
an additional year

3. Ofthose sober five years or more, 91% remain in
the AA fellowship for an additional year. Atten-
dance in abstinence-based treatment programs
can increase the recovery rates in AA, such as
80% from 41% with referral to AA following the
treatment program [46].

1.5.4 Improving alcoholism treatment
Although treatment for alcoholism and drug
addiction is clearly and significantly effective,
treatment is not always as successful as physicians
would wish it to be, nor is it sufficiently available
to those who need it. Current data show 35-40%
of alcoholics undergoing outpatient treatment
relapse within three months. Improving alcohol-
ism treatment and its availability are important
priorities. The Institute of Medicine (IOM) of the
National Academy of Sciences conducted a com-
prehensive study of the alcohol treatment process
and system, entitled Broadening the Basis of
Treatment for Alcohol Problems [48]. The con-
clusions in its report emphasized that alcohol
treatment was effective but that improvement of
the current alcohol treatment system in a cost-
effective manner was needed. The IOM report
identified several areas of treatment that needed
improvement. These included: (1) the need for
improvements and standardization in the diagnosis
and assessment of alcoholism; (2) the need for more
community-based assessment and interventions;
(3) the need to base treatment referrals and level
of treatment on the assessments; (4) the need for
improved linkages between primary care, commu-
nity-based treatment, and specialized treatment
services; (5) a treatment system that provides better
continuity of care; (6) the need for adequate finan-
cing for a spectrum of treatment modalities and sites
to match the diversity of the population; and (7) the
elimination of organizational, personal, and regu-
latory barriers to the diagnosis and treatment of
alcohol problems.
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In response to the IOM report, several groups
have developed guidelines for the development
of model treatment systems to meet the diverse
needs of patients with substance-related disor-
ders. In 1993, the American Society of Addiction
Medicine developed core benefit requirements
for addiction treatment. These include: (1) the
need for and level of treatment must be a clinical
judgment based on established criteria (e.g., the
American Society of Addiction Medicine Patient
Placement Criteria) [49], with quality of care
ensured by appropriate review; (2) the concept that
treatment for substance-related disorders should be
included in any basic health benefit; (3) the concept

that coverage should include a continuum of pri-
mary care and specialty services; (4) that ongoing
treatment evaluation, case management, and out-
come studies should be an integral part of the
ongoing evaluation of services; (5) that eligibility
should be based on competent diagnosis using
objective criteria (DSM-1V, ICD-9/10) [26]; (6) that
coverage should be nondiscriminatory on the same
basis as other medical care; and (7) that caps or
limits on treatment should be applied on the same
basis as is other medical care. The need for a
comprehensive treatment benefit package was also
affirmed at a researcher’s recent consensus
conference [48].

1.6 WHY PHYSICIANS ARE UNPREPARED TO TREAT DRUG- AND
ALCOHOL-RELATED DISORDERS

Physician education and training in addictions has
long been ignored, although it has recently begun to
increase selectively in medical schools, psychiatry
residency programs, and continuing medical edu-
cation. A study that examined changes in alcohol
and drug education in Unites States’ medical
schools between 1976 and 1992 [50] found positive
changes in education about drug and alcohol addic-
tions. The number of teaching units in addictions in
medical schools had doubled. More opportunities
existed for required and elective experiences in
addiction treatment, and more teaching activities
were based in alcohol treatment and drug treatment
settings. Faculty members who were teaching in
this area had increased, and medical school grad-
uates reported greater satisfaction with the medical
school curriculum in substance misuse and addic-
tion education. The number of fellowship positions
in addictions had increased, and more primary care
physicians were participating in advanced training.
However, although promising, these results also
showed that only eight medical schools had man-
datory courses in substance misuse and addiction
treatment. In addition, with the exception of the
departments of family medicine and psychiatry, less
than one third of the departments in the specialties
had even a single identified faculty member teach-
ing in this area [51]. Medical educators do not spend

anywhere near the same amount of time teaching
in the area of addictions as they do in other areas of
chronic disease, such as hypertension or cardiac
disease, although these diseases are no more com-
mon than are the addictive disorders.

Clearly, given the poor rates of diagnosis and
treatment of substance misuse and addiction by
physicians, significant changes must continue to
be made in our medical educational and training
system to combat this problem. As has been pre-
viously mentioned, training in addictions has begun
to increase, but whether these new measures have
been wholly successful is unclear.

1.6.1 Recommendations for improving

education training

A 1996 survey concerning alcohol- and drug-
related disorders showed that little change had
occurred in the way of increasing curriculum cover-
age in this area at that time. Family medicine
residency directors, internal medicine residency
directors, and medical school curriculum deans
from randomly selected medical programs were
invited to participate in this survey. The overwhelm-
ing majority of the responding curriculum deans
(96%) reported that an integrated curriculum in
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drug and alcohol disorders would be at least some-
what helpful.

Although programs have not seen many changes
in terms of the amount of the curriculum dedicated
to Substance Use Disorder education, a spotlight
has been placed on the program and action plans to
improve medical education in this area. In both
2004 and 2006, the Office of National Drug Control
Policy had a leadership conference on Medical
Educationin Substance Abuse. The 2004 conference
had representatives from more than 60 different
federal agencies, medical groups, and certification
boards in attendance to discuss ways to increase
physician’s motivation and ability to prevent, diag-
nose, and treat various substance addiction disor-
ders [52]. The 2006 Conference’s main purpose was
to provide a framework to improve the education
and practice of addiction medicine. During this
conference, attendees divided into work groups to
address improvements needed in various areas,
including both undergraduate, graduate, and con-
tinuing medical education in the area.

The implementation of national conferences and
Web-based educational programs has shown that
the importance of addiction medicine education in
the medical school curriculum has been recognized.
Unfortunately, no supplemental conference or
Web-based program can take the place of direct
core curriculum integration on this topic. Due to the
great percentage of the patient population affected
by substance addiction disorders, it is imperative
that medical educators make implementation of
substance use education a part of their core curri-
culum as quickly as possible. In the following is
some additional information on research studies
on integration of addictive disorder information
into medical school education.

1.6.2 Research studies on medical
education in the area of
addictive medicine

Increases in technology and online learning have
greatly contributed to additional medical student
exposure in this area. Distance learning by the way
of online courses has been added to many university

options and is increasingly shaping parts of medical
school education as well. Noted as a traditionally
neglected field, addiction education was tested in
this format at the New York University Medical
School. An interactive Web module was designed to
improve students’ competence in the area of alcohol
addiction screening and intervention techniques.
This online module was offered as an alternative
choice to attending a lecture on the same topic.
Traditionally, first year medical students at New
York University were given three chronological
sessions on this topic, a lecture, a small group
seminar, and then an OSCE case. The lecture and
Web module shared the same format outlines,
However, researchers hypothesized that the online
module would be more effective than a traditional
lecture in teaching medical students how to effec-
tively interview and screen their patients for sus-
pected alcohol addiction. Students were assigned
to the lecture or module group based upon class
schedule. One to three weeks after participating in
one of these sessions, both groups of students
participated in seminars in which the methods of
alcohol screening and interventions were reviewed.
Three to five weeks following the module or lecture
exposure, students were rated on their performance
in dealing with an OSCE Alcohol Case. The case
presented to each student was that of an adult
woman with hazardous drinking tendencies in need
of cutting down on her alcohol consumption or
stopping all together. Student performance was
assessed using the AUDIT-C, CAGE, and six brief
intervention components. Those who completed the
Web-based module performed better on average
than their lecture-based counterparts on both per-
formance and intervention ratings on this standar-
dized OSCE Case [53].

Computerized learning in this area has not been
limited to undergraduate medical education. A
study investigating the effectiveness of a CD-ROM
and Web-based training program to provide formal
tobacco intervention training in pediatric residency
programs was started in 2004. A study conducted
prior to this at the New Jersey Medical School
confirmed that formal training in addressing
tobacco increased resident tobacco intervention
activities [54].
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More recently, a study at the University of
Florida showed that an innovative addictions
curriculum improved ratings on a psychiatry
clerkship. The addictions curriculum included a
two-week required clinical addictions experience
incorporated into the six-week psychiatry clerk-
ship. Students were all supervised by board certi-
fied addictionologists. In addition, students had
eight hours of didactic lectures on addictions and
completed five addiction online modules. Results
indicated that overall course ratings improved, as

did student ratings of their preparedness for dealing
with psychiatric problems in the primary care
setting [55].

Also out of the University of Florida College of
Medicine was a study that showed that the addition
of video clips to psychiatry lectures enhanced long-
term retention and improved attitudes about learn-
ing. These results have a potential application to a
number of other areas and indicate that video can be
a valuable resource for maintaining attention and
interest in the lecture format [56].

1.7 SUMMARY

With increasing pressure on general physicians by
managed care organizations and the public to treat
and advocate for drug and alcohol addicted patients,
it is more necessary than ever that physicians have
the knowledge and skills to appropriately address
this segment of the population.

Specifically, physicians need a better under-
standing of the prevalence of alcohol and drug
dependence in a variety of populations, along with
increased awareness of the economic impact of
addictive illnesses on our society. Routine screen-
ing questions should be incorporated into patient
encounters, and physicians should be able to
identify environments that may pose a risk for
the development of addiction. Physicians need
training and practice in referring patients to treat-
ment teams, monitoring patients in recovery and
providing interventions that will eliminate or
reduce substance misuse before it becomes
addiction.

The treatment outcomes in abstinence-based pro-
grams, particularly those combined with referral to
AA, have been encouraging, demonstrating that
addiction is a treatable illness and not a character
defect. In addition, several studies provide evidence
that addition treatment is cost-beneficial, resulting
in reduced medical costs, lowered absenteeism, and
increased productivity.

Despite these encouraging results, there is still
room for improvement. Treatment is not always
effective, and it is not sufficiently available to every-
one who needs it. Addicted individuals are both

stigmatized and marginalized, and many are too ill
to advocate for themselves.

Widespread recognition in the medical commu-
nity of addiction as a treatable illness will contribute
to a greater understanding of addictive disorders
and reduce the stigma attached to the diagnosis and
treatment of addiction. For this to occur, better
training for physicians in the recognition and man-
agement of addictive disorders, starting at the med-
ical school level, is necessary. The approval of
addiction medicine as a clinical specialty by the
American Medical Association has helped also to
advance the legitimacy of addiction as a treatable
illness, and provides a focal point for the synthesis
and integration of clinical, teaching, and research
activities central to addiction medicine. The com-
bination of knowledge, skills, and attitudes outlined
will go a long way toward increasing physicians’
abilities to assist their patients with recovery from
addiction.
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2.1 INTRODUCTION

The connection between substance use and crime
has been well documented and studied for many
years. It has even become a popular notion that
substance use and being behind bars go hand-in-
hand. Otis Campbell, the “town drunk” from the
1960s television sitcom, The Andy Griffith Show,
would regularly lock himself in the town jail until
he was sober after a weekend-long alcohol binge.
Many have estimated that the overwhelming
majority of incarcerated inmates are or have been
involved with the serious use of drugs or alco-
hol [1-3]. Those who have studied alcohol use in
particular have noted strong associations to serious
crimes, such as assault, robbery, rape, and mur-
der [1,4,5]. During America’s prohibition era,
for example, infamous gangster Al Capone was
known as the leader of a widespread and influen-
tial boot-legging operation that was involved in
murder, extortion, and gambling, to name just
a few. More recently, in 2008, an intoxicated
off-duty Chicago police officer severely assaulted
a female bartender after she refused to serve him,
bringing substance use and violence into the spot-
light locally.

While it has been popularized that serious mental
illness and crime tend to co-occur, it is generally
accepted that the rates of crime between those with
a mental illness and those in the healthy general
population are nearly identical [6-9]. The media’s
attention to such tragedies as Columbine and Vir-
ginia Tech, though, has further deepened the stigma
of mental illness in society. However, when the
seriously mentally ill use substances, the connec-
tion with violence and crime strengthens [10].

The movement of the chronic and severely men-
tally ill from large state psychiatric hospitals into
the community in the 1960s was, in theory, an
intelligent and compassionate reform. In effect,
though, the move to nursing homes, group homes,
intensive outpatient, and semi-independent living
programs deprived patients of sorely needed treat-
ment during periods of psychiatric decompensation
and increased substance use. The United States’
prison system and the state forensic hospitals nearly
tripled in size during the 1980s and 1990s to
address, in part, this lack of treatment [11]. Today,
the correctional system in the United States is the
largest provider of mental health services. It has
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been pointed out that despite its efforts the prison
system continues to struggle to provide rehabilita-
tive services to inmates who suffer from substance
use issues [12—-14].

Much work has already been done to understand
and characterize the interaction between substance
use, crime, and mental illness. The purpose of this
chapter is to summarize this information and
equip the clinician with a basic understanding of
concepts he or she would commonly encounter in
general practice that pertain, primarily, to crime
and substance use and, secondarily, their associa-
tion to mental illness. We believe that understand-
ing these concepts is important to the clinician for
a number of reasons. Firstly, physical injury from
criminal violence that was influenced by sub-
stances is a common reason for doctors’ visits,
whether in the emergency department, outpatient
clinic, or operating suite. Secondly, prison over-
crowding has resulted in the premature release of
inmates, many of whom will seek medical care at
general and specialty medical clinics. Thirdly,
there are a growing number of primary care
physicians and healthcare professionals who are
seeking employment in the correctional setting
and, further, will provide inmates with outpatient
referrals upon their release. Finally, we believe that

competency over basic legal concepts is necessary
for the clinician to master in order to understand
their patients’ often complex social and legal
situations along with their various physical and
psychiatric problems.

In this chapter we attempt to achieve four goals
and objectives. Firstly, we seek to equip the clin-
ician with salient and current empirical and epide-
miological evidence. We caution, however, that
epidemiological data generated from self-report
surveys of such factors as drug use and violence
may be biased towards under-reporting. Given this,
we include data from national and independent
sources. Secondly, we seek to educate the clinician
on basic legal concepts that may be encountered in
general medical practice. Thirdly, we describe the
evaluation process for determining such things as
competence, insanity, sentencing and release.
Fourthly, we outline treatment issues for this popu-
lation in different clinical settings.

The chapter begins with a discussion of clinical
prevalence and epidemiology. Next, basic legal
and forensic psychiatric concepts are introduced.
Following this, common assessment principles are
reviewed. Finally, the clinical course of the con-
victed offender is looked at starting from etiology
and pathophysiology to treatment and outcomes.

2.2 EPIDEMIOLOGY

Appreciating the connection between substance
use, crime, and mental illness requires a broad
review of epidemiological data. In particular,
incidence and prevalence statistics show the per-
vasiveness of substance use in incarcerated popu-
lations as well as among unincarcerated criminal
offenders. There have also been interesting find-
ings in studies of those with mental illness and
other special populations, such as women and
minors. It should be noted that less than 1% of
offenses committed by drug users actually end up
in arrest [15]. Furthermore, the number of people
who admit to substance use after arrest or incar-
ceration is significantly lower than what is deemed
correct due to under-reporting bias. This under-
scores the fact that substance use and crime is

a larger problem than formal statistics actually
present.

Statistical data over general addiction or depen-
dence on substances among those under the crim-
inal justice system is powerful and compelling. Of
those in federal prison, 72.9% admitted to using at
least one substance. Of those in state prisons the
proportion was 83% and in jails it was 82.4%.
Approximately 50-65% of all inmates are drug
dependent at the time of their arrest [16]. Among
those convicted of murder, over 50% are found to
have actively used a substance at the time they
committed the crime — half of these involved alco-
hol intoxication [17]. Of adults 18 or older who
were arrested in the past year for a serious violent
act or property offense, 60.1% were found to have



used an illicit drug within the past year. Of adults
who had been arrested for a serious offense, 46.5%
had used marijuana in the past year [18].

An even stronger argument can be made for the
connection between substance use and the conco-
mitant commission of criminal acts by surveying
the following data. More than 35% of state prisoners
used a substance at the time the crime was com-
mitted [19]. Of those convicted for murder, housed
temporarily in local jails, 43.7% were drinking
alcohol at the time of committing the offense. Of
those who committed property offenses, 32.8%
were drinking at the time [20]. Information gath-
ered by the Department of Justice indicates that
two thirds of victims involved in intimate partner
violence report alcohol as a factor and, in spousal
abuse, approximately 75% note that the offender
was drinking alcohol [20]. Earlier studies have
theorized that drug users commit crimes to finance
adrug habit. In fact, among street level drug dealers,
at their time of their arrest, cocaine is found in the
urine of half of them. Interestingly, most crimes
committed by those within the “drug trade system”
were neither substance users nor addicts — in fact,
80% of federal level drug violators are not regular
substance users [15].

With respect to mental illness, bipolar disorder
is associated with the highest prevalence of sub-
stance use when compared to other Axis 1 dis-
orders. One study [21] showed a 68% criminal
history rate in those with comorbid substance
abuse and bipolar disorder [21]. “A psychiatric
condition was diagnosed in 41% of the drug
related suicide attempts treated in the emergency
departments where the most frequent diagnosis
was depression” [22]. Offenders diagnosed with
antisocial personality disorder (ASPD) are found
to use a wider range of substances than those
engaged in less criminal activity. The prevalence
of ASPD among substance users has been esti-
mated to be between 20 and 50%. ASPD is found
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in 45-54% of heroin addicts and 40-50% of
alcoholics [15,23,24].

The prevalence of substance use among offenders
who are minors is alarming. Of those between the
ages of 12 and 17 who had gotten into a serious fight
at school or work, 20.7% reported having used illicit
drugs in the past month. Of those who carried
a handgun, 34.6% admitted the use of illicit drugs
in the previous month. Of those who had sold illegal
drugs, 68.8% reported using illicit drugs within the
past month. Of those found stealing $50 or more,
43.8% admitted past month illicit drug use [25].
These statistics argue for the need to intervene early.

When comparing between genders, similar
rates of violence in alcoholic men and women were
revealed [26]. Among nuisance inebriates and pub-
lic disorder offenders, men were chiefly found to be
the offenders. Rates of heroin/opiate use and depen-
dence were significantly higher among female
arrestees than among male arrestees [26]. One study
found that 23% of female inmates were using
cocaine at the time of their arrest [21]. Bipolar
disorder with co-occurring substance use has a high
likelihood of increasing a woman’s tendency
toward criminal behavior. There is an over-repre-
sentation of women with bipolar disorder in the
corrections system [21].

The prevalence of substance use and need for
effective treatment is on the rise. State corrections
officials estimate that between 70% and 85% of
inmates need some level of substance addiction
treatment [16]. With respect to treatment of sub-
stance addiction and other co-occurring psychiatric
illnesses, the treatment of these offenders within
jails is especially important as they enter and
re-enter general society as perpetrators of crime.
Treatment offered to those in this group is limited.
Treatment offered to “pure” substance users is also
limited. In fact, only 33% of jails provided onsite
substance addiction treatment to inmates when it is
estimated that much more is required [27].

2.3 BASIC LEGAL AND FORENSIC CONCEPTS

It is essential to discuss basic legal terms and
forensic psychiatry concepts to understand the

relationship between substance addiction or depen-
dence, crime and the law, and mental health. The
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clinician will benefit from this review as it serves to
form a conceptual foundation for understanding the
nature of these problems. Furthermore, the clinician
will benefit from a brief survey of general concepts
that he or she may encounter in the care of patients,
as well as concepts that it is believed are core to the
practice of forensic psychiatry when dealing with
crime and substance use.

2.3.1 Crime

The source of most definitions of crime comes from
British common law. Both Actus Rea, the forbidden
act, and Mens Rea, the guilty mind, are required
to commit a punishable crime. The Model Penal
Code (MPC) [28] describes the four components of
Mens Rea as “purposefully, knowingly, recklessly
and negligently.” ‘“Purposefully” is when the
defendant’s “conscious object [was] to engage in
conduct of that nature or to cause such a result,”
(MPC Section 2.02(2)(a)(i)). “Knowingly” is when
the defendant “is aware that it is practically certain
that this conduct will cause such a result” (MPC
Section 2.02(2)(b)(ii)). “Recklessly” is when the
defendant “consciously disregards a substantial and
unjustifiable risk,” and the disregard of the risk
“involves a gross deviation from the standard of
conduct that a law-abiding person would observe in
the actor’s situation” (MPC Section 2.02(2)(c)).
“Negligently” is when a defendant “should be
aware of a substantial and unjustifiable risk” but
inadvertently fails to act as a “reasonable person” in
that situation. By common law purposefully, know-
ingly and recklessly involve criminal conduct.
Specific intent includes purposefully or knowingly.
General intent includes purposely, knowingly or
recklessly. “Negligently” is not considered criminal
unless designated so by statute. For example, neg-
ligent vehicular homicide is criminal in some states.

2.3.2 Punishment

The purpose of punishment is general deterrence,
retribution, rehabilitation, and protection of society.
A person convicted of a misdemeanor has a sen-

tence limited to a maximum of six to twelve
months and is usually confined to a jail. A jail also
holds detainees who are currently in trial. A felony
is usually a specific intent crime such as robbery,
burglary or, for example, the selling of crack
cocaine.

2.3.3 Insanity defense and other

affirmative defenses

An affirmative defense is a plea to justify that an act
was at least legally permissible, such as self-
defense, or an excuse that admits the act was wrong
but argues that the defendant should not be blamed
for it in such situations as duress, insanity,
automatism, entrapment or necessity. The burden
of production and in many states the burden of
persuasion is on the defendant in such cases.
Evaluation of a defendant’s criminal responsi-
bility or sanity at the time of the act is usually done
by a forensic psychiatrist. In regard to the Insanity
Defense, The Model Penal Code states: “A person is
not responsible for his criminal conduct if at the
time of such conduct as a result of mental disease or
defect he lacks substantial capacity to appreciate
the criminality of his conduct or to conform his
conduct to the requirements of the law. The terms
“mental disease or defect” do not include an
abnormality manifested only by repeated criminal
or otherwise antisocial conduct.” The Model Penal
Code, 1955 contained a cognitive [29] and voli-
tional arm (ability to refrain or ability to conform
conduct). In a similar fashion to the reaction of the
jury acquitting Daniel McNaughten on the ground
of insanity of the murder of Edmond Drummond
(Secretary to the Prime Minister, Robert Peel, dur-
ing the reign of Queen Victoria), subsequent to the
attempted assassination of President Reagan by
John Hinckley and the finding of him not guilty by
reason of insanity, the Federal Rule, 1984 was
significantly tightened. Notably also the burden of
proof was shifted to the defendant instead of on the
prosecution: “It is an affirmative defense to a pro-
secution under any Federal Statute that, at the time
of the commission of the acts constituting the
offense, the defendant, as a result of a severe mental



disease or defect, was unable to appreciate the
nature and quality or the wrongfulness of his
acts” [30]. Several states have subsequently elimi-
nated the volitional arm of the Model Penal Code.
The remaining states can, of course, provide more
protection to defendants than the constitutional or
federal minimum by retaining the volitional arm.
How does this apply to alcohol and/or drug use or
addiction? It is important to note that successful
insanity defenses are raised in less than 1% of
felony trials and are successful less than 25% of
the time. The large majority of successful insanity
defenses are for serious mental illness such as
schizophrenia.

Settled insanity is defined as a permanent or
“settled” condition caused by long-term substance
addiction and differs from the temporary state
of intoxication. Most jurisdictions differentiate
between settled insanity and temporary intoxica-
tion. Chronic alcoholism may result in settled
insanity and thus provide an insanity defense where
prolonged intoxication may produce a brain syn-
drome characterized by a degree of confusion
sufficient to lead to drastic misinterpretation of
reality [31]. For example, a patient with alcohol-
induced dementia murders his spouse at the time
she has been devoting more attention than usual to
a previous lover. Is this jealous rage and premedi-
tated murder or an act driven by delusional jealously
and the poor impulse control of settled insanity?

Voluntary intoxication alone leading to tempor-
ary insanity or short-lived mental changes is not
considered a mental disease or defect for the insan-
ity defense, but it may result in a diminished verdict
or sentence, or in a finding of guilty but mentally ill.
Defendants found guilty but mentally ill may end up
in prison with limited access to care for comorbid
serious mental illness and substance use or addic-
tion. There are circumstances where diminished
responsibility may be considered in regard to alco-
hol and/or drug use or addiction. This may occur in
acute pathological alcoholic intoxication, where
very small amounts of alcohol may precipitate
impulsive aggressive behavior. This is a rare dis-
order that usually occurs in first time users. “The
intoxication may so impair the individual’s judg-
ment that he is unable to plan his behavior rationally
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or to appreciate its consequences” [31]. Diminished
responsibility could occur also secondary to unwit-
tingly ingesting a substance such as phencyclidine
(PCP) in involuntary intoxication, when a person is
given a drug without his knowledge leading to
prolonged psychosis.

The association between alcoholic blackouts and
criminal behavior is complex and may be used as
a diminished capacity defense if an automatism can
be linked to the amnesia. An alcoholic blackout
causes a form of amnesia about events that hap-
pened during a heavy period of drinking [32].
Heavy drinking may induce a blackout, which is
a type of dissociation. During the blackout, the
person is awake and conscious, may be engaged
in any type of activity or conversation, and may
appear to the observer to be perfectly oriented [33].
The event is sometimes later recalled. The fre-
quency and type of blackout were surveyed in two
healthy samples in a Dutch study. van Oorsouw
et al. [34] reviewed the literature and found that in
the United States and the Netherlands, on average,
20-30% of offenders claim a form of amnesia
after committing a crime and that, in a substantial
number of these cases, defendants invoke excessive
alcohol consumption as an explanation for the
amnesia. The results of their study suggest that
people are capable of forgetting deviant behavior
after consuming large amounts of alcohol and that
bona fide blackouts during criminally relevant
behavior do occur. Their survey data question the
reliability of those who raised blackout claims with
blood alcohol levels below 250 mg/dL percent [34].

2.34 Competency

Competency (or competence) is the quality or con-
dition of being legally qualified to perform an act
and/or make decisions. It is important to note that
clinicians opine on capacities relevant to compe-
tence. Evaluation of the defendant’s criminal com-
petency is usually done by a forensic psychiatrist.
Forensic psychiatry evaluations in the criminal
arena encompass a wide variety of evaluations,
such as competency to waive Miranda rights,
competency to confess, competency to stand trial,



20 ADDICTIVE DISORDERS AND MEDICINE

competency to be sentenced, competency to be
executed, and the determination of mental health
factors related to sentence mitigation. Substance
use or addiction may play a role in these evalua-
tions. We will devote more time in this chapter to
competency to stand trial than the other criminal
competencies or the insanity defense or other affir-
mative defenses because “assessment for compe-
tence to stand trial is probably the most common
evaluation done by psychiatrists for the court sys-
tem” [35]. Competency to stand trial is also known
as fitness to proceed or adjudicative competence.
The rationale for competency to stand trial is to
maintain accuracy of the adjudication and the fair-
ness and dignity of the proceedings. The Supreme
Court defined competency to stand trial in the
landmark case of Dusky vs. United States,
1960 [36] as the ability of a defendant to have
arational and factual understanding of the proceed-
ings against him and to assist and consult with an
attorney with a reasonable degree of rational under-
standing. Most states have since adopted a similar
test of competency to stand trial. The defendant who
isnot able to understand the nature and objectives of
the proceedings or assist in his own defense is
considered incompetent to stand trial. It is clear
that competence to stand trial is task specific and
time specific. Many detainees have mental illness
causing them to be incompetent to stand trial. It is
important to recognize that symptoms of mental
illness per se do not render a person incompetent
to stand trial. The mental illness should specifi-
cally inhibit functioning at the trial to render
someone incompetent [37]. Defendants who are
found incompetent to stand trial most likely have
serious mental disorders or mental retardation,
with psychosis being the most common [37].
Thirty two states rely primarily on outpatient
competency assessments and only ten primarily
on inpatient evaluation [38]. In outpatient com-
petency assessment situations, it is clear that
substance use or addiction may play a critical
role in rendering someone, originally found com-
petent to stand trial, incompetent to stand trial by,
for example, interference with medication adher-
ence in a defendant with comorbid substance use
and serious mental illness. These defendants

should be carefully monitored to prevent them
from showing up for their day in court incompe-
tent to stand trial. The methods to restore com-
petence include treatment of the defendant’s men-
tal illness and education about the trial pro-
cess [39]. Access to substances needs to be clo-
sely monitored even in the setting of a secure
forensic hospital. These competence restoration
programs involve written information and tests,
and videotaped vignettes and role-playing, includ-
ing mock trials to monitor improvement in com-
petence related capacities. Restoration in a person
with acute mental illness with or without sub-
stance use or addiction usually takes six to
eight months. Sequelae of damage secondary to
substance use or addiction, such as significant
cognitive deficits, may prolong the process of
restoration. A few of these defendants may never
be restored to competence.

2.3.5 Reading a landmark case

Certain case precedents or landmark cases, salient
case precedents designated by the American Acad-
emy of Psychiatry and the Law (AAPL), are of
critical importance for the clinical and forensic
psychiatrist to understand clinical, legal, ethical,
patient rights and regulation of the practice of
psychiatry issues. The law is formed over time by
a combination of common law, statutes, and case
precedents. The principle of stare decisis, which
translates as “let the decision stand,” means that
courts stand by their own precedent and that an
inferior court must follow a case precedent of
a superior court. For example, all courts in America
have to abide by Roe vs. Wade [40], which is a
United States Supreme Court case that resulted in
a landmark decision regarding abortion. According
to the Roe decision, most laws against abortion in
the United States violated a constitutional right to
privacy under the due process clause of the Four-
teenth Amendment. The state hierarchical court
system consists of Trial Courts, Intermediate
Appeal Courts, and State Supreme Courts. The
federal hierarchical court system consists of US
District Courts and US Courts of Appeals (divided



into thirteen circuits nationwide). Cases from both
the State Supreme Courts and the US Courts of
Appeals may on rare occasion, depending on the
nature and importance of the issue, be granted
certiorari to be heard by the US Supreme Court.
For example, Bush v. Gore [41] was a Florida
Supreme Court decision, which was appealed to
the US Supreme Court.

How does one read a case precedent or land-
mark case? It is important to pay attention to the
year of the opinion. At the beginning of the case,
there is a brief summary called the case syllabus.
The Court to which the decision is being appealed
identifies the issue in a two-part question in regard
to the particular facts of the case and the applic-
able rules of law. The Majority Opinion contains
the summary of the facts, the procedural history,
the reasoning and the holding, which is the
court’s opinion on the legal questions. The dis-
senting opinion and dicta may indicate future
thinking of the court about the issue. Many of
these cases are decided on constitutional issues,
such as the first Amendment right of freedom of
speech, the fourth Amendment providing protec-
tion from unreasonable search and seizure, the
fifth Amendment right not to incriminate oneself,
the sixth Amendment right to assistance of coun-
sel, the eighth Amendment proscription of cruel
and unusual punishment, and the fourteenth
Amendment (state court) and fifth Amendment
(federal court) right to due process and equal
protection. Equal protection requires for example
that people of all races be treated similarly under
the law. Due process includes substantive due
process, which is fundamental fairness, and pro-
cedural due process to carefully assess competing
private and government interests (Matthews vs.
Eldridge [42]). Clinicians need to be aware of
federal law which sets constitutional minimums
throughout the country, but also of state and local
legal statutes because that state may provide more
protections on a particular issue, such as the
Insanity Statute. In the interest of space, pertinent
information about case precedents or landmark
cases will be mentioned and described briefly in
this chapter. Hopefully, readers may later explore
them in more detail.
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2.3.6 Review of pertinent landmark cases

You now have a basic understanding of the relation-
ship between substance use or addiction and the law
to discuss three landmark cases that specifically
address important issues related to substance use
and crime.

1. Robinson vs. California [43]: Mr Robinson was
discovered to have needle marks on his arms
when he was stopped by Los Angeles police. At
this time, the California Health and Safety Code
made it a misdemeanor to be addicted to the use
of narcotics even in the absence of actual crim-
inal behavior related to the addiction. Robinson
appealed to the California Supreme Court. In the
majority opinion, Justice Stewart wrote that the
California statute violated the cruel and unusual
punishment proscription of the eighth Amend-
ment. The Supreme Court noted that mental
illness, leprosy, and venereal diseases, which
had in the past been viewed as problems with
morality and hence criminal, could not be
constitutionally upheld as criminal. The Court
indicated that it was necessary to separate
a defendant’s acts from his status. This decision
helped to remove other status crimes such as
homelessness and vagrancy from statutes.

2. Powell vs. Texas [44]: Six years later this case
addressed the issue of whether it was cruel and
unusual punishment to convict an alcoholic for
public drunkenness. Mr. Powell had been con-
victed in Texas for being intoxicated in public.
His counsel raised the defense that alcoholism
was a disease and that he was a chronic alco-
holic. The Supreme Court was asked to apply the
Robinson decision to prevent the state from
punishing a chronic alcoholic for public drun-
kenness. Powell’s conviction of public drunken-
ness was upheld because the Supreme Court did
not want to open the door to a constitutional
basis for an insanity defense. If Powell’s claim
that he did not appear in public of his own
volition when he was drunk were accepted, then
no one could be held accountable under a com-
pulsion that was a “very strong influence.” For
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the Court to have ruled otherwise would have
possibly created a constitutional basis for an
insanity defense for voluntarily intoxicated
persons committing a crime such as rape. The
defense of drunkenness does not result in excul-
pation of the offender.

3. Montana vs. Egelhoff [45]: Mr Egelhoff was
accused of shooting and killing two acquain-
tances after a night of heavy drinking. When
arrested, his blood alcohol was 0.36%. He had
amnesia for his two homicides. He was charged
with deliberate homicide, which in Montana is
a specific intent crime of purposefully and
knowingly killing someone. He was convicted
at trial after offering the defense that his
extreme intoxication had rendered him men-
tally incapable of committing murder. Mon-

tana’s criminal code, however, required that
the jury be instructed that voluntary intoxica-
tion could not be considered in determining the
existence of his mens rea or mental state at the
time of the crime. He appealed to the Montana
Supreme Court that his Fourteenth Amendment
rights to present all relevant evidence were
violated. The Montana Supreme Court over-
turned his conviction. The US Supreme Court
agreed to review the case and held that the
Montana law was constitutional and did not
violate a “fundamental principle of justice”
because one fifth of the states had not adopted
the ruling that intoxication could be considered
in the determination of specific intent forma-
tion. The court also reasoned that, historically,
alcohol was viewed more as an aggravating
than mitigating factor for crime.

2.4 FORENSIC ASSESSMENT

As mentioned before, few psychiatrists will per-
form insanity or diminished capacity evaluations,
but some may perform evaluations for competence
to stand trial. Some experts question whether non-
forensic clinicians should accept forensic referrals
at all [46]. Bearing this information in mind, the
basic principles of a forensic psychiatry evaluation
and then some specific details for some common
forensic evaluations related to substance use and
addictions are now briefly discussed.

There is no doctor—patient relationship in a for-
ensic psychiatry evaluation. A forensic psychiatry
evaluation is an extended, in-depth process that
strives for honesty and objectivity. In forming his
opinion, the evaluator looks for evidence of or
absence of psychiatric disorders that, for example,
impair competence or diminish capacity. The
process often involves multiple interviews of the
defendant, interview of collateral sources on a case
specific basis, extensive review of collateral docu-
ments such as police and medical records, other
expert witness reports, and psychological testing.
The evaluator studies literature and does appropri-
ate research about the issues of the case and then
makes psycho-legal linkage between the facts of the

case and the specific jurisdictional legal standard
involved.

2.4.1 Sanity

During a sanity evaluation, the evaluator creates
a working alliance with the defendant in recon-
structing the mental, emotional, and physical states
at the time of the crime. The report must address the
presence of serious mental illness or defect at the
time of the crime. The report must address whether
the defendant’s mental state at the time of the crime
satisfies the jurisdictional criteria for the insanity
defense. The report must address the relationship
between the mental disease or defect and the crim-
inal behavior. In regard to substance addiction,
remember that voluntary intoxication with alcohol
or drugs does not qualify as serious mental illness
for an insanity defense and that permanent psycho-
sis secondary to alcohol (settled insanity) may in
some jurisdictions be included as serious mental
illness as a basis for an insanity defense. Intoxica-
tion, together with mental illness, may preclude
specific intent. Out of policy, inability to refrain due



to voluntary intoxication does not qualify in any
jurisdiction for an insanity defense.

2.4.2 Competence to stand trial

In some jurisdictions or states, nonforensic evalua-
tors with specialized training required by the
legislature may carry out competence to stand trial
evaluations. In some states, such as Texas, these
evaluators with specialized training may also do
sanity evaluations. Discussion of Jackson vs. Indi-
ana [47] will assist to further understand issues in
doing an evaluation for assessment of competence
to stand trial, and also an evaluation for restoration
of competence to stand trial. Mr Jackson was a
mentally retarded, deaf mute who was charged with
two robberies. He was found incompetent to stand
trial based on his nonexistent communication skills,
mental retardation, and lack of hearing. He was
found incompetent and committed to the Indiana
Department of Mental Health until his competency
was restored. Jackson did not have a mental illness
and his other deficiencies were not treatable.
Jackson’s lawyer filed an appeal saying that he
would never be restored to competency citing the
deprivation of due process and equal protection
under the fourteenth Amendment and the proscrip-
tion against cruel and unusual punishment under
the eighth Amendment. The Supreme Court ruled
in favor of Mr Jackson, with the finding that an
incompetent defendant cannot be held more than
the reasonable period necessary to determine
whether there is a reasonable probability that he
will regain competence in the foreseeable future.
The court stated: “Due process requires that the
nature and duration of confinement bear some
reasonable relation to the purpose for which the
individual is committed.” Fortunately, 90% of
defendants are restored to competency [48].
Substance use and addictions do play an impor-
tant role in assessment of competence to stand trial,
which is a “here and now” capacity evaluation.
Alcohol or drugs may lead to dementia or other
organic syndromes that may make it unlikely that
competence be restored. In these situations, if it is
unlikely that competence will be restored, the
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defendant must be released or civilly committed
(Jackson vs. Indiana [47]). The competency assess-
ment consists of evaluation of mental disorders,
present mental status and level of functioning, past
psychiatric, medical and social histories, compe-
tence to stand trial related tasks (Dusky vs. United
States [36]), and on a case-by-case basis the use of
structured competence to stand trial instruments.
Should a defendant lack the capacity to perform
competence-related tasks due to a disorder, such as
psychosis secondary to alcohol or drugs or recurrent
intoxication that precludes medication adherence
for comorbid mental illness, competence restora-
tion will need to involve use of psychotropic drugs,
a competence restoration program, and substance
use and addiction treatment. Once competence is
restored, it is in these cases that continued hospi-
talization or confinement with appropriate medica-
tion monitoring will allow a speedy and fair trial to
proceed before relapse. All too often detainees or
offenders are restored to competency in a state
forensic hospital only to relapse when accessing
drugs in jail while awaiting trial. General psychia-
trists may also treat patients on an outpatient or
inpatient basis who are awaiting trial and should
educate and support the patient about the need
to adhere to treatment and abstain from drugs or
alcohol in order to get a speedy trial. Crowded
court dockets leading to delayed trials may make
relapse —rendering the substance abusing or addict-
ed defendant incompetent — a common event.

2.4.3 Dual agency

As the clinician aspires to provide unbiased assess-
ment as an expert or diagnosis and treatment, the
issue of dual agency frequently arises in the correc-
tional setting. In the correctional setting the men-
tally ill patient is referred to as a mentally ill
detainee or offender or inmate. For future reference
in this chapter, the term inmate will be used as
a general term for detainee (pre-trial) or offender
(post-conviction). The correctional treating clini-
cian may be served with a subpoena duces tecums to
testify about competence to stand trial. This is often
a cost saving effort on part of the local jurisdiction,
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and the treating psychiatrist should respond only to
function as a fact witness. The treating clinician is
only obligated to honor a subpoena duces tecums
when it is signed by the judge or accompanied by
a judge’s order. In such circumstances, release of
the patient’s medical records alone usually suffices
instead of appearance in court as a fact witness.
There are several reasons that a dual relationship
of treating clinician and expert witness is not
advisable. Forensic consultation or testimony

involves objective comment regardless of the
patient’s wishes or needs. This conflicts with con-
fidentiality, which is the essential ingredient in
the clinician—patient alliance. The treating clinician
who agrees to testify has an intentional and
unintended (counter-transference) bias toward
the patient. The treating clinician has to put the
patient’s interests and wishes before all else. The
forensic consultant’s responsibilities, on the other
hand, are to objectivity and the court [49].

2.5 CLINICAL COURSE

Many have argued that both drug and alcohol
addiction and criminality are diagnosable and trea-
table conditions. Further, as previously asserted,
substance use and crime share a rather strong
connection, perhaps even one of causality. The
medicalization of these two entities, therefore,
makes them amenable to discussion in terms of
their etiology, diagnosis, and treatment. While
acknowledging their separateness, some time is
spent here discussing the “natural history” of crime
and substance use as a single reciprocating entity.
Since the diagnosis of substance use or addiction
has been defined elsewhere in this text, the focus is
on etiology and treatment issues. While there have
been outcome studies of treatment interventions,
these are difficult to generalize because of the
marked jurisdictional differences in drug or mental
health courts and will not be discussed in this
chapter. Outcomes data need to be interpreted on
a jurisdiction-by-jurisdiction basis.

2.5.1 Etiology

Several theories explain the interaction between
crime and substance use. One theory supports
a straightforward cause-and-effect relationship of
neuro-cognitive and pharmacological effects of the
drug on causing violent behavior [50,51]. Another
theory asserts that the costs associated with produ-
cing, transporting, and selling drugs leads to vio-
lent crime to support continued use and sustained
operation of the enterprise [52]. Several studies

have suggested that criminality among opiate
addicts is increased during periods of higher use
but decreased during periods of lower use [53,54].
It is generally accepted, though, that drugs pro-
foundly affect the central nervous system. Phar-
macologically, these psychoactive substances are
known to dysregulate the relative stability of affec-
tive states, cause changes in anxiety, and even
create perceptual anomalies. Amphetamines,
cocaine, phencyclidine (PCP) and alcohol diminish
controls, and stimulants also increase the risk of
violence due to paranoia and grandiosity [55]. Alco-
hol intoxication, in particular, has been known to
decrease inhibition, increase impulsivity and
aggression. In fact, it is widely accepted that disin-
hibition caused by alcohol is the most important
facilitator of violent behavior and, consequently,
violent crimes. Dampening of the fear and stress
response has been another proposed mechanism.
Since alcohol essentially works as an anxiolytic, it
follows that the intake of the substance disrupts the
individual’s threat detection, causing decreased
avoidance and impaired assessment of risk leaving
them open to being either victims or perpetrators of
crime [51,56].

2.5.2 Treatment issues

There are some common issues in the treatment
of forensic patients with substance use and
addictive disorders in jail, prison, forensic insti-
tutions and community settings. Jails in particu-



lar and prisons are part of the community in
which they reside. Failure to treat and link
forensic patients with substance addiction alone
or those with co-occurring substance addiction
and mental illness (also known as dual diagno-
sis) to effective community treatment programs
perpetuates the escalating problem of substance
use and violence.

2.5.2.1 Jail

Screening for active substance-induced disorders
(intoxication, withdrawal or other psychiatric
syndromes secondary to substance use) and sub-
stance use disorders (addiction and dependence)
is an important mental health task in any jail
setting. The inmates with substance-induced
disorders need immediate attention according to
the standard of care as described in other chapters
of this book. The inmates with substance use
disorders need to be further evaluated in order
to refer for appropriate medical consultation for
high-risk comorbid medical conditions, such as
HIV or hepatitis, correctional substance use
programs and groups, and coordination with
discharge planning regarding substance use treat-
ment when released into the community. In addi-
tion, they need to be evaluated for sleep disorder
secondary to substance use, self-medication for
comorbid mental illness, malingered psychiatric
illness to obtain prescribed substances, ongoing
illicit substance use during incarceration, and
recognition of prolonged detoxification syn-
dromes, which may be misdiagnosed as psychia-
tric in etiology [57]. Factors predicting successful
completion of an intensive jail-based substance
user program include being age 26 or older, not
having used methadone, and having already
received a sentence [58]. A longitudinal study of
Monroe County, New York’s jail treatment drug
and alcohol program [59] demonstrated that jail
substance-based treatment programs have demon-
strated efficacy in decreasing criminal recidivism
on release into the community in a one year
follow-up period when compared with an inmate
control group [59].
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2.5.2.2 Prison

Because the transfer of medical and mental health
information between jails and prisons is far from
optimal, screening for substance use disorders
should occur again in the prison setting. Prison-
based substance use treatment services demonstrate
significant treatment efficacy [57]. The “therapeutic
community model,” first pioneered by the British
physician Maxwell Jones at the end of World War 11
as described in this book, has been successfully
modified for use in correctional settings and in
many states is housed separately from the general
prison population; it focuses on the inmate’s sub-
stance use and related problems and lasts between
six to twelve months [60].

2.5.2.3 The forensic setting

Contemporary movies and books tend to give the
impression that not guilty by reason of insanity
acquitees “get away with murder.” In fact, these
individuals may spend more time institutionalized
for their crime than if they were sentenced to prison.
The release process for these acquitees involves
complex risk assessment evaluations. One very
common and important assessment at the time of
release is the risk for violence. There have been
sophisticated, well validated instruments created
for the formal assessment of violence poten-
tial [61-64]. Specific elements of these instruments
were designed to address the well-established fact
that substance use increases rates of violence.
While mental illness alone does not increase rates
of violence when compared to the general popula-
tion, the concurrent use of substances (comorbid
mental illness) does in fact increase rates of vio-
lence and needs to be considered in pre-release
evaluations and assessments.

2.5.2.4 The community: re-entry
and reintegration

Individuals with alcohol and mental illness comor-
bidities in general are more likely than those with



26 ADDICTIVE DISORDERS AND MEDICINE

mental disorder alone to show violent or suicidal
behavior [65], be homeless [66], and be admitted to
hospital and make greater use of emergency ser-
vices [67]. Without post-release treatment referral
and planning, relapse of substance use often leads to
medication nonadherence or vice versa.

The process of returning to the community after
incarceration/institutionalization is termed re-entry
and reintegration. This period poses the inmate with
formidable challenges. Obtaining gainful employ-
ment, securing housing, re-establishing social rela-
tionships, and avoiding maladaptive or problematic
behaviors often seem like insurmountable tasks to
them. Of particular interest is what role substance
use before, during, and after institutionalization
play in a successful transition. Recent studies have
shown that the period immediately following
release places the inmate at high risk for death.
Binswanger et al. [68] reviewed prison records of
30237 inmates release from Washington state pris-
ons during a four-year span. They found that the
leading causes of death within two weeks of release
were drug over-dose, cardiovascular disease, homi-
cide, and suicide [68].

All inmates with substance addiction or depen-
dence should be referred for formal substance use
treatment before their release [69]. Inmates who
have undergone opioid detoxification should be
counseled regarding the increased risk of lethal
overdose following release due to loss of tolerance.
To further decrease this risk of lethal overdose
following release due to loss of tolerance, jails and
correctional physicians should be encouraged to
obtain licenses for the use of methadone and
buprenorphine to provide optimal detoxification
regimens, as well as to offer selected inmates the
opportunity to begin medication-assisted therapy.
These programs have been found to reduce rates of
illicit drugs in correctional facilities and to reduce
recidivism [70].

With respect to post-release drug over-doses, one
theory purports that relative abstinence or lessened
use of substances during incarceration, as well as
the decreased purity of substances used during
incarceration, physiologically diminishes tolerance
so that resumption of pre-incarceration patterns of
substance use after release significantly increases

risk for unintentional overdose [68,71,72]. We can-
not forget that in all institutional settings many
inmates or acquitees learn to make their own alco-
hol from supplies from the commissary and/or
meals provided to them, or obtain illicit drugs, or
misuse or alter prescription drugs [57]. Further-
more, the use of intravenous and injection drug use
(notably opiate use), places inmates at increased
risk for contracting viral diseases such as HIV and
hepatitis.

Finally, inmates who have undergone alcohol
detoxification should be counseled that repeated
alcohol withdrawal is associated with increased
risk for delirium tremens and death and about
medication-assisted treatment of alcoholism with
naltrexone, acamprosate, and disulfiram [73]. Med-
ication assisted treatment for opioids and alcohol
are described in detail in other chapters in this book.

Even when provided with good care, some
inmates are unprepared for transition back to the
community. The treatment of substance use before
release or on the order of mandated treatment
after release lowers risk for violence. Examples of
recommended mandated post-release treatment are
random drug and alcohol testing, required Alco-
holics and/or Narcotics Anonymous meeting
attendance, and partial hospitalization programs
specifically for substance addiction. Drug courts
are a specific type of mandated care that integrates
alcohol and other drug treatment services with
justice system processing. Admission to drug courts
can occur under probationary terms or diversion
where records are expunged after successful treat-
ment. Participants sign an agreement to participate
with an understanding of the requirements of the
program. Drug courts have been found to have
a positive treatment outcome among substance
abusers [74]. This may be partly due to the fact
that drug court clients must meet basic admission
criteria, including a history of substance use, and
clients with a history of violent offences or clients
who are found to be drug dealers without sub-
stance use problems are generally not eligible for
admission. It takes, on average, eighteen to twenty
four months for a participant to successfully
graduate from a drug court program. Graduation
generally means that clients have completed pro-



gram requirements and have had clean results
from their drug tests over a sustained period [75].
Post drug court follow-up is, of course, extremely
important for continued success and further
studies in this regard are needed. There are also
various models of Mental Health Courts around
the United States that have had a positive outcome
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with community-based treatment of the refractory
seriously mentally ill. Most of these programs
have strict admission criteria that usually exclude
serious substance use disorders and a history
of violence. They exclude the very individuals
who desperately need comprehensive, integrated
treatment.

2.6 CONCLUSIONS

The connection between substance use and crime
has been studied extensively over the last three
decades. Certainly these two problems have existed
long before, even into antiquity, but thinking
about them together has given novel ideas of how
to alleviate their burden on society. We have
attempted to review these topics in the context of
current laws, statues, and case precedents and have
made an effort to review basic concepts and ideas.
The two problems share a reciprocating, multifac-
torial, and to some extent causal relationship.
The depth and pervasiveness of the problems are
undeniable, as our review of current statistical data
has shown. The connection, however, is much more
nuanced and varied, especially considering the
presence of comorbid mental illness, involvement
in minors, and when considering gender differ-
ences. The presence of mental illness alone has not
been shown to increase rates of violence or crime
when compared to background rates but with the
addition of substances, rates do increase.

The law, driven by landmark cases, has helped
us to understand how we are to legally handle
crimes committed in the presence of substance
use. Accountability, punishment, protection, and
defense for the charged are concepts that are held
as precedent today. We hope that this chapter has
provided knowledge in both the assessment and
treatment of criminal defendants with substance use
and addiction, general systems issues within jails or
prisons, and how to assist courts and attorneys on
questions regarding this population. The ability to
perform these assessments is a very specialized skill
mastered after years of training and should not be
seen as an expectation after reading this chapter.
However, it is hoped that an appreciation for the

nature of this complex system was garnered from
this discussion. When involved with the court sys-
tem or attorneys or when a patient presents you with
questions pertaining to his/her legal problems,
responsibilities, or prognosis, we hope this chapter
has helped to empower you in handling these
situations.

Finally, the authors of this chapter see the pro-
blems of crime, substance use, and mental illness as
societal and multi-system issues that require a sense
of ingenuity to solve. The burden of these problems
socially, financially, and morally is immense. We
see prevention and early intervention as major
components to a solution. The treatment of
substance use before release or on the order of
mandated treatment after release lowers risk for
violence. Examples of mandated post-release treat-
ment recommended by drug courts and/or mental
health courts may include random drug and alcohol
testing, required Alcoholics and/or Narcotics
Anonymous meeting attendance, and partial
hospitalization programs specifically for substance
addiction. Significantly more post-release commu-
nity linkage beginning while institutionalized in
jail, prison, or other forensic settings, to interven-
tions such as drug use education, opiate agonist
therapies such as methadone, buprenorphine and
intensive case management are needed to provide
better harm reduction. Mobilizing local, state, and
federal resources to address this need has been and
will continue to be a challenge but one that we
believe is worthwhile.

As clinicians, we can do our part in shaping
a culture of early intervention and prevention by
screening early for mental illnesses and substance
addiction disorders that may eventually lead to a life
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of crime. Pre- or post-adjudication diversion of
these patients by entities such as drug courts or
mental health courts, and referral of these substance

use or dual diagnosis inmates to aggressive and
comprehensive treatment is a best strategy in
addressing these problems at a grass-roots level.
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3.1 INTRODUCTION

This chapter ranges across at least two rapidly
growing fields — addiction medicine and ethics — in
both of which volumes have been written. The chore
here is to provide an overview of the myriad ethical
quandaries that can arise in addiction medicine, but
todosowithinthe confines of asingle chapter. Thus, I
have been hard pressed to distill from such a large
amount of material topics that will prove founda-
tional, yet informative and useful to a fairly wide
spectrum of medical practitioners. To that end, the
chapter is divided into three broad sections. Because
good ethics — like any other inquiry — begins with a
basic understanding of the discipline itself, the first
section contains a discussion, albeit all too brief, of
what ethics is (and, perhaps more importantly, what
it is not!), and how healthcare professionals can
become more proficient in helping to identify and
resolve existing or potential areas of ethical conflict.

In the second section, some of the more common
concerns of both patients and healthcare profes-
sionals in general are reviewed — that is, confidenti-
ality or privacy, autonomy, paternalism, benefi-
cence, nonmaleficence, informed consent, truth-
telling, professional integrity, social responsibility,
justice — before turning to some of the ethical
complexities that the unique context of addiction
medicine presents for both healthcare professionals
and patients.

The final section looks critically at the issues of
spirituality and religion and how the field of addic-
tion medicine has addressed these two aspects of the
biopsychosocial elements of patients in the past,
and call for the creation of and support for a wider
range of therapeutic alternatives so as to provide a
more comfortable fit to the particular spiritual needs
of each patient.

3.2 THE DISCIPLINE OF ETHICS

One of the major difficulties encountered in any
discussion, whether contentious or not, is the inevi-
table existence of hidden assumptions. Our every-
day lives are, of course, filled with assumptions, and
we would be hard-pressed if we could not rely upon

them with a fair degree of success. The problem
with assumptions is that they can lull people into
thinking that everyone is “on the same page” when,
indeed, they may not even be close, complicating
the progress of even the most elementary of
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discussions. A prime example: there really is no
agreement as to whether ethics and morality are
synonymous and how, if they are not, they ought to
be distinguished. Most people — philosopher and
bioethicist types included — continue to use the
terms “ethics” and ‘“morality” interchangeably,
which has created interminable and, I have long
argued, unnecessary confusion. To avoid such con-
fusion it is important to recognize (and thereby,
hopefully, to reduce) hidden and/or conflicting
assumptions — and to discover whether they are
genuinely warranted or not — as early as possible. To
this end, I will (1) explain several of my own key
assumptions and (2) offer some provisional defini-
tions and criteria from which critical analysis, dis-
cussion, argument and further understanding and
redefinition might more fruitfully proceed.

3.2.1 My own perspective and

assumptions

My own philosophical perspective derives largely
from those of the American pragmatists, most
especially the work of John Dewey. Thus, I treat
ethics as an empirical process of inquiry; that is, it
is neither the discovery of a set of universal,
unchanging, objective “truths” (somewhere out
there with a capital “T”) nor merely a set of
subjective, relativistic human creations. Rather, I
treat it as an intersubjective, progressive, cumula-
tive and public process of inquiry — not too unlike
the process of scientific inquiry — where, together,
we build on the successes and (even more impor-
tantly) failures of the past while trying to under-
stand the meaning and implications of an unsettled
or, as Dewey would call it, “indeterminate” situa-
tion. We accomplish this by framing various
hypotheses in light of the context of the proble-
matic situation that presents itself to us and then by
testing alternative theories, hypotheses and the
wisdom of past experiences in such a way that we
can better identify and measure their potential for
dealing successfully with the specific problem at
hand, including the respective benefits and burdens
of the live alternatives that are available for those
most relevantly affected [1].

Thus, ethical inquiry is prompted whenever
important core values are at risk or come into
conflict, where there is no answer that protects
every important core value involved, and where we
are forced to choose the least bad from a range of
less than optimal alternatives. These, my assump-
tions, are foundational to understanding my com-
mitment to the idea that good ethics, like any good
science, is a process of inquiry that begins with good
data — and where humans are involved that data is,
necessarily, biopsychosocial [2].

3.2.2 Provisional definitions and/or
criteria

3.2.2.1 What ethics is not

At the outset of any inquiry, as important as it is to
discuss what something is, it is often equally impor-
tant to discuss what it is not. Hence, I offer a list of
things (followed by a few brief comments) that
ethics decidedly is not:

Untutored intuition

¢ Ungrounded opinion

e Majority opinion

e Opinion held by a powerful few
e Law

e Religion

¢ Personal morality.

While some forms of intuition — that is, purely
subjective, unverifiable and, thus, irrational in the
classic logical sense of the term — are recognized by
some ethical theories, untutored intuition is little
different from whimsy or gut feeling. Intuition of
this kind is as likely to lead to infertile as it is to
productive avenues of investigation. For example,
my untutored intuition about what I must do to
behave beneficently towards you might well be the



least helpful thing you would want someone to do
for you. I would argue that even the role of “tutored”
intuition ought to be limited to the very earliest
stages of ethical inquiry, where things are, as yet, so
indeterminate that we are still trying to formulate
the nature of the problem.

Opinion — whether ungrounded, held by a major-
ity or held by a powerful few — offers even less in the
service of ethical analysis. Ungrounded opinion,
while it may prompt ethical inquiry has, by its very
qualification (i.e., ungrounded), no justification,
and opinion held by either a majority or a powerful
few rests piggy-back on the ethically questionable
assumption that “might (or a plurality) makes right”
is ever justifiable. Insofar as the contradistinction
between ethics and law goes, we needn’t look far for
enlightenment. History is filled with examples of
unethical laws, for example, slavery, religious intol-
erance, the unequal treatment of women and mino-
rities, and so on. And, finally, there are good reasons
(which are discussed in greater detail immediately
below) why ethics is not the same thing as religion
or personal morality.

3.2.2.2 Morality

Contrary to what popular usage suggests, it is my
contention that morality is not the same thing as
ethics, and that it is essential for us to understand
their similarities and differences. As far as simila-
rities go, morality, like ethics, is concerned with
human custom and behavior — “morals” having
been derived from the Latin word, mores, and ethics
from the Greek word, ethos. Both share the eva-
luative language of “right,” “wrong,” “good,”
“bad,” “obligation,” “responsibility,” “duty,” and
so on, and both seek ways of justifying beliefs and
claims when conflicts arise.

Thatbeing said, there remainimportant—arguably
crucial — differences. Morality, as the sum total of a
person’s beliefs concerning ‘“right,” “wrong,”
“good,” “bad,” “obligation,” “responsibility,”
“duty,” and so on, is usually deeply personal, even
though it — or major aspects of it — may be shared by
otherindividuals or groups. Itis often intuitive, tacit,
reflexive and/or uni-perspectival, whether personal
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or within a given enclave. Morality can have non-
rational (i.e., transcendent, mystical or mythic) ele-
ments and, in its most extreme form, morality can
exhibit absolutistic features or over-tones.

Morality is generally derived from one’s psycho-
social (i.e., personal, cultural, spiritual) upbringing —
from one’s “parent’s knee,” peer group, ethnic
identity, culture, religion, law, personal intuitions
and/or reflections. When defended, it is usually by
appeal to an “authority” recognized and accepted
within one’s particular moral enclave (i.e., my reli-
gion, my parents, my culture, my authority figures,
etc.). Such appeals rest on the presumption of certain
shared core values, worldviews, interests and/or
goals that often may not, in fact, be shared outside
one’s own particular personal morality or particular
moral enclave, and it is here that most ethical
problems and misunderstandings arise.

3.2.2.3 Ethics

Ethics, on the other hand, is predominately a sec-
ond-order activity; namely, it is the study of moral
systems, theories, values, beliefs, behaviors, and
so on, and their justification. It is the study of
“right,” “wrong,” ‘“good,” “bad,” “obligation,”
“responsibility,” “duty,” and so on, concerning
behavior towards others, especially those who may
not share one’s own personal morality. Central to
the concept of ethics is the empirical fact of (and
respect for) the existence of diverse personal, spiri-
tual and cultural belief systems that yield conflict-
ing worldviews, interests, values and goals (i.e.,
conflicting moral perspectives). Indeed, contrary to
many moral points of view, one of the central
assumptions in ethics is that moral conflict or
difference is not a defect but, in fact, the central
feature and inevitable result of the rich variety and
complexity of human existence.

Thus, while the subject matter of ethical inquiry
include beliefs, values and behaviors that may be
nonrational, intuitive, absolutistic, transcendent,
mystical or even mythic, ethical inquiry itself strives
to remain an explicit, deliberate and empirically-
oriented enterprise, one that aims to be logical,
rational, critically reflective, and sensitive to context.
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In other words, it is committed to democratic dis-
course and accommodation, an “all things consider-
ed” approach that celebrates a willingness (1) to
listen, (2) to engage in discussion, (3) to respect
differences of opinion and perspective, (4) to inter-
pret opposing viewpoints from the most charitable
perspective, and (5) to be led by the dynamic of the
inquiry — rather than by predetermined assumptions
or beliefs — when seeking alternatives that respect
and preserve as many of the values, interests and
goals of all of those relevantly affected as possible.
Such a commitment requires us not only to attend to
cogent argument and reasoning but also to do so with
curiosity, patience, honesty, and open-mindedness.
In short, ethics, as just characterized, is a process of
critical, reflective, progressive inquiry, and not a set
of predetermined rules and/or algorithms.

Thus, the goal of ethics is not to discover “the
Truth,” “the Good,” or what “the Right thing to do”
is. Rather, the goal of ethics is at once much more
modest and much more difficult; its goal is to help
all of those persons relevantly affected in a very
specific problematic situation find consensus in the
midst of competing claims about what the truth, the
good and the right thing to do are in this particular
instance. This entails respecting and attempting to
preserve as many of those competing claims, values,
and interests of those relevantly affected as possible,
given that all cannot be preserved. It also entails
finding a source of justification broad enough for all
parties involved to recognize and to accept as
reasonable for those most relevantly affected, given
a thorough examination of all of the available
alternatives, even though it may not be their own
personal preference. Thus, the “authority” sought in
ethics is not given ready-made or fully articulated
by any expert, book or institution; rather it arises out
of reason, logic, compassion and the pooling of our
common human capacities and experiences.

Finally, I always tell my medical students — and
only half jokingly — to run the other way if they are
ever confronted by 