1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuey Joyiny

Author manuscript
Fam Med. Author manuscript; available in PMC 2020 February 03.

-, HHS Public Access
«

Published in final edited form as:
Fam Med. 2017 July ; 49(7): 537-543.

Assessment of Addiction Medicine Training in Family Medicine
Residency Programs: A CERA Study

Sebastian Tong, MD, MPH, Roy Sabo, PhD, Rebecca Aycock, PhD, Ramakrishna Prasad,
MD, MPH, Rebecca Etz, PhD, Anton Kuzel, MD, MHPE, Alex Krist, MD, MPH

Virginia Commonwealth University (Drs Tong, Sabo, Aycock, Etz, Kuzel and Krist); and University
of Pittsburgh (Dr Prasad).

Abstract

BACKGROUND AND OBJECTIVES: Substance use disorder (SUD) is a wide-spread problem
but physicians may feel inadequately prepared to provide addiction care. We sought to assess
current addiction medicine curricula in US family medicine residencies (FMRs) and evaluate
barriers to improving or implementing addiction medicine curricula.

METHODS: Questions regarding addiction medicine training were added to the December 2015
Council of Academic Family Medicine Educational Research Alliance (CERA) survey to US
FMR program directors to evaluate each FMR’s curriculum, potential workforce production,
perceived barriers to improving or implementing curricula and faculty training in addiction
medicine.

RESULTS: Of 461 FMR directors, 227 (49.2%) responded; 28.6% reported a required addiction
medicine curricula. Regional variations of having a required curriculum ranged from 41.3% in the
Northeast to 20.0% in the South (P=0.07). Of residencies, 31.2% had at least one graduate obtain a
buprenorphine prescription waiver in the past year and 8.6% had at least one graduate pursue an
addiction medicine fellowship in the past 5 years. Lack of faculty expertise was the most
commonly cited barrier to having a curriculum, with only 36.2% of programs having at least one
buprenorphine waivered faculty member, 9.4% an addiction medicine board certified faculty, and
5.5% a fellowship trained faculty.

CONCLUSIONS: Few FMRs have addiction medicine curricula and most graduates do not seek
additional training. Multifaceted efforts, including developing model national curricula, training
existing faculty, and recruiting addiction trained faculty, may improve addiction medicine training
in family medicine residencies to better address the growing SUD epidemic.

Substance use disorder (SUD) is a growing problem in the United States. Deaths attributed
to drug overdose increased almost three fold from 16,849 in 1999 to 47,055 in 2014.1 With
more than 24 million individuals dependent on or abusing illicit drugs and alcohol in 2013,2
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the estimated cumulative costs of substance abuse amounts to more than $700 billion
annually, taking into account costs of crime, health care, and lost work productivity.3

The provision of addiction medicine services has been historically siloed from general
medical care with specialized mental health professionals assuming the majority of SUD
care.* However, significant shortages exist in the mental health workforce. In 2014, the
Health Resources and Services Administration reported approximately 4,000 Mental Health,
Health Professional Shortage Areas (MPSAS).> Many of these MPSAs encompass rural and
low-income communities®’ where more primary care physicians are located.8 There are
more primary care physicians than mental health providers nationally, and many MPSAs
have an adequate primary care work force. Since primary care physicians frequently identify
SUD, %10 primary care has the potential to serve as an opportune existing workforce to
address SUD.1!

Unfortunately, research demonstrates that many primary care physicians are uncomfortable
with providing SUD care.12-18 As a result, many primary care physicians do not routinely
address SUD. A large national survey in 2000 reported that less than 20% of primary care
physicians felt prepared to identify SUDs and more than 50% of patients with SUD felt that
their primary care physician did not address their SUD.12 Meanwhile, little is known about
the current state of residency training in addiction medicine. The most recent survey on
addiction medicine training in primary care residencies was completed in 1997. This survey
found that 75% of family medicine residencies (FMR) offered an addiction medicine
curriculum with an average of 8 hours of curricular time, most of which was didactic.19: 20

Our study aimed to describe the current state of addiction medicine training in US FMRs,
including the prevalence of required curricula, resident pursuit of addiction training or
certification, barriers to improving curricula, and faculty addiction medicine training.

We asked FMR directors to retrospectively report on their residency’s addiction medicine
curriculum as part of a larger national omnibus survey conducted by the Council of
Academic Family Medicine Educational Research Alliance (CERA).2! The study was
reviewed and approved by the American Academy of Family Physicians’ Institutional
Review Board.

The larger CERA survey is administered biannually to all ACGME accredited US FMR
program directors as identified by the Association of Family Medicine Residency Directors
(n=461). The survey includes a set of recurring general questions as well as a set of invited
topical questions that change with each survey. The recurring questions describe FMR
characteristics including residency director gender and years in position; number of non-US
graduates; whether the program was university-based or community-based; geographic
region; and community size. The invited questions are proposed by family medicine faculty
and selected by the CERA steering committee. The survey is sent by email via Survey
Monkey and three follow-up emails are sent to nonrespondents.
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We added to the December 2015 CERA survey 12 questions about addiction medicine
residency training that aimed to address the following domains: description of current
addiction medicine curricula, family physician workforce production for addiction care,
description of barriers to improving or implementing residency addiction medicine training,
and current state of faculty addiction training. To validate the questions, the CERA steering
committee reviewed draft questions for consistency with the study aims and overall
readability. Draft questions were pretested with FMR faculty who were not part of the target
population. Questions were then modified based on feedback.

Curriculum Questions

To describe current addiction medicine curricula, three questions queried whether programs
had (1) a required curriculum, (2) a structured addiction medicine elective for additional
and/or optional training, and (3) an area of concentration or specialty training track for
additional and/or optional training. Programs with required curricula were then asked to
describe the training setting with choices including classroom didactics as well as provision
of care in an outpatient addiction facility, outpatient primary care clinic, and/or inpatient
hospital setting. These questions were similar to the questions from the 1997 addiction
medicine survey.19:20 Given the variable definitions of addiction medicine, we decided in
consensus not to formally define the term addiction medicine and also decided not to define
what constituted a required curriculum, leaving both up to the respondents’ judgement.
Program directors were then asked to select the expected competency of residency graduates
in addiction medicine with options including: (a) able to screen and refer; (b) able to screen
and provide brief interventions; (c) able to screen, provide brief interventions and prescribe
medications for SUD treatment; and (d) able to screen, provide in-depth interventions such
as counseling and prescribe medications for SUD treatment.

Workforce Questions

To assess for potential workforce production, program directors were asked whether (1) any
graduating residents pursued fellowship training in addiction medicine in the past 3 years
and (2) any graduating residents obtained a buprenorphine prescription waiver in the past
year. We considered obtaining a buprenorphine prescribing waiver as a measurable surrogate
for the future provision of addiction medicine since buprenorphine, one of the primary
medications used in the treatment of opioid use disorder in primary care, requires a Drug
Enforcement Agency waiver to prescribe.

Barrier Questions

To determine barriers to improving or implementing addiction medicine curricula, program
directors were asked to rank the top three barriers from a multiple choice list of seven. These
options were selected in consensus among co-authors. Next, respondents were asked to rank
on a scale of zero to ten, with zero being not a priority and ten being a high priority, how
high a priority teaching addiction medicine was for their program.
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Faculty Expertise Questions

Three questions queried program directors about faculty training in addiction medicine.
These questions asked whether any faculty member in their residency program had (1) board
certification in addiction medicine; (2) fellowship training in addiction medicine; and (3) a
buprenorphine prescribing waiver.

Data Analysis

Results

We used SAS 9.4 for our data analysis. Categorical measurements were summarized with
frequencies and proportions, and numerical measurements were summarized with means and
standard deviations. Chi-square tests were used to determine if the distribution of survey
responses was significantly associated with other categorical survey responses and t-tests
were used to compare numerical survey responses against categorical survey responses.
Logistic regression was used to calculate the odds ratio of having at least one graduate
obtaining a buprenorphine prescribing waiver and at least one graduate pursuing addiction
medicine fellowship training based on other categorical survey responses.

Respondent Characteristics

The response rate for the overall survey and the addiction medicine subset of questions was
49.2% (227/461). Of respondents, 17.6% were at university-based programs; 65.6% at
community-based, university-affiliated programs; 12.8% at community-based, non-
university-affiliated programs; and 4.0% at military-based programs (Table 1).
Geographically, 24.0% of respondents were in the West, 24.0% in the Midwest, 20.5% in the
Northeast and 31.1% in the South.

Description of Addiction Medicine Training

Only 65 (28.6%) family medicine residencies have a required addiction medicine
curriculum. Of those that do not have a required curriculum, an additional 28 (12.3%) offer
structured elective experiences in addiction medicine (Table 2). An optional specialized area
of concentration or specialty training track in addiction medicine is only offered at 27
programs (11.9%), with 10 of the 27 (37.0%) having a required curriculum. FMRs serving
mid-sized communities with a population of 75,000-149,999, are most likely to have a
required curriculum (46.3% vs 22.6-31.4%; P=0.03). Additionally, there was a trend,
although not statistically significant, for FMRs in the Northeast to have a required
curriculum (41.3% vs 20.0-33.3%; P=0.07). Furthermore, FMRs in the Northeast are
significantly more likely to have a structured elective offered (54.3% vs 27.1-48.1%;
P=0.02).

Based on the subset of programs with a required addiction curriculum (n=65), 72.3% had
class-based or online modular activities, 60.0% offered a clinical rotation at an outpatient
addiction treatment facility, and 49.2% provided ongoing training integrated into the primary
care office. Despite the paucity of FMRs with an addiction curriculum, 90.5% of program
directors expected residents to be able to provide at least brief interventions for SUD and
41.8% expected residents to be comfortable prescribing medications for SUD. Of programs
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that expected residents to be comfortable prescribing medications for SUD, 38.7% had a
required addiction curriculum.

Residency Graduate Outcomes

Of program directors, 8.6% reported having at least one graduate pursuing addiction
medicine fellowship training in the past 5 years and 31.2% reported having at least one
graduate who obtained a buprenorphine waiver in the past year upon graduation (Table 3).
FMRs that required addiction training or offered additional elective opportunities or areas of
concentration had higher odds of having resident graduates with buprenorphine waivers or
pursuing fellowship training.

Barriers to Improving Addiction Curriculum and Faculty Training

Program directors identified teaching addiction medicine in FMRs as a moderate priority
(5.4 on a scale of 0-10). Lack of faculty expertise was most commonly identified as the top
barrier and lack of faculty time was most commonly identified as one the top three barriers
(Figure 1). Only 9.4% of FMRs have a faculty who is board certified in addiction medicine
and only 5.5% have a faculty who has completed addiction medicine fellowship training.
Likewise, only 36.2% of FMRs have a buprenorphine waivered faculty (Table 4). Having
board-certified or buprenorphine waivered faculty was associated with higher odds of having
a required or elective addiction medicine curriculum.

Discussion

Most family medicine residencies do not have a required addiction medicine curriculum.
Despite the increased national attention to the growing SUD epidemic and the multifaceted
sequelae from drug abuse, program directors only rank teaching addiction medicine as a
moderate priority. Nonetheless, many programs still expect residents to graduate proficient
in diagnosing SUD and prescribing medications for SUD. In fact, more than 90% of
program directors expect residents to be able to at least provide brief interventions for SUD,
yet only a third have a required addiction medicine curriculum. Expectedly, few residency
directors report that their graduates obtain buprenorphine prescribing waivers. Residency
directors recognize that a lack of faculty expertise is a key barrier to improving or providing
addiction training.

Multiple curricular and faculty development efforts have been attempted over the past
decade to improve addiction medicine training.22-24 Most recently, in 2008, the Betty Ford
Institute Consensus Conference on Graduate Medical Education (ACGME) developed a
model curriculum and core competencies for family medicine substance abuse training.2°
The Agency for Healthcare Research and Quality is also currently in the process of creating
a report with models of integrated addiction care within primary care, which could be used
to design residency training models. However, these efforts may fall short of their intended
goal if family medicine faculty are not adequately trained to teach addiction medicine.
Improving continuing medical education opportunities for faculty, in addition to providing
technical assistance to programs that may want to start an addiction medicine curriculum,
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may improve training for family medicine residents and expand the workforce to care for
patients with SUD.

This study has several limitations. First, the response rate of 49.2% limits generalizability,
although responses were well distributed across various demographic groups and are similar
to previous CERA studies.?! Responses may also be inaccurate due to recall bias, especially
regarding residents obtaining buprenorphine waivers or faculty training. The survey did not
define addiction medicine or describe what constituted having a curriculum (required,
elective, and specialty track/area of concentration). This may have resulted in differing
answers by program directors based on their perceptions of what constituted addiction
medicine. Further, obtaining a buprenorphine waiver was used as a graduate outcome proxy
but may not necessarily be reflective of actual provision of SUD care. Finally, the survey
only assessed the state of family medicine residencies and did not include other primary care
specialties.

This study updates for the first time in almost 20 years the state of addiction medicine
training in US family medicine residencies. Interestingly, our study results are not consistent
with the prior 1997 survey of primary care residencies on addiction training curriculum,
which reported that 75% of FMR programs had a required curriculum. It is possible that
fewer residency programs have an addiction medicine curriculum in 2015 than 1997. This
potential trend toward fewer programs teaching addiction is concerning given the increase in
drug overdose deaths since 1999.

Clearly, changes are needed in FMRs to better address the growing opioid epidemic. CERA
survey respondents identify lack of faculty expertise as the top barrier to training residents.
Efforts to recruit faculty with addiction expertise or train current faculty to teach addiction
medicine will be key prerequisites to improving addiction medicine curricula in FMRs.
Fundamentally, FMRs seem to have a disconnect between expectations of graduates treating
SUD and how SUD is valued and prioritized. This is demonstrated by the lack of interest
among faculty and residents, and the lack of required or elective addiction medicine training.
Efforts may want to focus particularly on regions such as the South and West that have fewer
residencies with addiction medicine curricula. Either requiring addiction medicine training
or creating attractive addiction medicine electives and areas of concentration will be
necessary to increase resident comfort with caring for patients with SUD. Trained faculty
may create champions who have both the time and interest in promoting the value of
addiction medicine. Effective curricula may change the culture and views about addiction
medicine within FMRs. Future research can assist with these efforts by identifying curricular
elements that best lead to graduate inclusion of addiction medicine in future practice, assess
and highlight the need for addressing addiction medicine, and develop effective ways of
including addiction medicine training in the full basket of residency training needs. These
multifaceted efforts can help create a coordinated effort enabling today’s family physicians
to better address the substance abuse epidemic.
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Figure 1:

Top Barrier and Top 3 Barriers that Residency Program Directors Report Regarding
Providing and/or Improving Addiction Medicine Curriculum (n=220)**
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