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Substance use disorder (SUD) 
is a growing problem in the 
United States. Deaths attrib-

uted to drug overdose increased al-
most 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 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 produc-
tivity.3 

The provision of addiction medi-
cine services has been historically 
siloed from general medical care 
with specialized mental health 

professionals assuming the majori-
ty of SUD care.4 However, significant 
shortages exist in the mental health 
workforce. In 2014, the Health Re-
sources and Services Administra-
tion reported approximately 4,000 
Mental Health, Health Professional 
Shortage Areas (MPSAs).5 Many of 
these MPSAs encompass rural and 
low-income communities6,7 where 
more primary care physicians are lo-
cated.8 There are more primary care 
physicians than mental health pro-
viders nationally, and many MPSAs 
have an adequate primary care work 
force. Since primary care physicians 
frequently identify SUD,9,10 primary 
care has the potential to serve as an 
opportune existing workforce to ad-
dress SUD.11

Unfortunately, research demon-
strates that many primary care 
physicians are uncomfortable with 
providing SUD care.12-18 As a re-
sult, many primary care physicians 
do not routinely address SUD. A 
large national survey in 2000 re-
ported that less than 20% of prima-
ry care physicians felt prepared to 
identify SUDs and more than 50% 
of patients with SUD felt that their 
primary care physician did not ad-
dress their SUD.12 Meanwhile, little 
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METHODS: Questions regarding addiction medicine training were added to the 
December 2015 Council of Academic Family Medicine Educational Research 
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curriculum, potential workforce production, perceived barriers to improving or 
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RESULTS: Of 461 FMR directors, 227 (49.2%) responded; 28.6% reported 
a required addiction medicine curricula. Regional variations of having a re-
quired 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 buprenor-
phine 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 
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CONCLUSIONS: Few FMRs have addiction medicine curricula and most grad-
uates do not seek additional training. Multifaceted efforts, including develop-
ing 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.
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is known about the current state of 
residency training in addiction medi-
cine. The most recent survey on ad-
diction medicine training in primary 
care residencies was completed in 
1997. This survey found that 75% of 
family medicine residencies (FMR) 
offered an addiction medicine cur-
riculum 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, res-
ident pursuit of addiction training 
or certification, barriers to improv-
ing curricula, and faculty addiction 
medicine training.

Methods
We asked FMR directors to retro-
spectively report on their residen-
cy’s addiction medicine curriculum 
as part of a larger national omnibus 
survey conducted by the Council of 
Academic Family Medicine Educa-
tional Research Alliance (CERA).21 
The study was reviewed and ap-
proved by the American Academy 
of Family Physicians’ Institutional 
Review Board.

The larger CERA survey is admin-
istered biannually to all ACGME ac-
credited 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 posi-
tion; number of non-US graduates; 
whether the program was universi-
ty-based or community-based; geo-
graphic region; and community size. 
The invited questions are proposed 
by family medicine faculty and se-
lected by the CERA steering commit-
tee. The survey is sent by email via 
Survey Monkey and three follow-up 
emails are sent to nonrespondents. 

We added to the December 2015 
CERA survey 12 questions about 

addiction medicine residency train-
ing that aimed to address the follow-
ing domains: description of current 
addiction medicine curricula, family 
physician workforce production for 
addiction care, description of barriers 
to improving or implementing resi-
dency addiction medicine training, 
and current state of faculty addic-
tion training. To validate the ques-
tions, the CERA steering committee 
reviewed draft questions for consis-
tency with the study aims and over-
all readability. Draft questions were 
pretested with FMR faculty who 
were not part of the target popula-
tion. Questions were then modified 
based on feedback.

Curriculum Questions
To describe current addiction medi-
cine curricula, three questions que-
ried whether programs had (1) a 
required curriculum, (2) a structured 
addiction medicine elective for addi-
tional and/or optional training, and 
(3) an area of concentration or spe-
cialty training track for additional 
and/or optional training. Programs 
with required curricula were then 
asked to describe the training set-
ting with choices including class-
room didactics as well as provision 
of care in an outpatient addiction fa-
cility, outpatient primary care clin-
ic, and/or inpatient hospital setting. 
These questions were similar to the 
questions from the 1997 addiction 
medicine survey.19,20 Given the vari-
able definitions of addiction medi-
cine, 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 pro-
vide 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 medica-
tions for SUD treatment.

Workforce Questions
To assess for potential workforce 
production, program directors were 
asked whether (1) any graduating 
residents pursued fellowship train-
ing in addiction medicine in the 
past 3 years and (2) any graduat-
ing residents obtained a buprenor-
phine prescription waiver in the past 
year. We considered obtaining a bu-
prenorphine 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 con-
sensus among co-authors. Next, re-
spondents 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 teach-
ing addiction medicine was for their 
program.

Faculty Expertise Questions
Three questions queried program 
directors about faculty training in 
addiction medicine. These questions 
asked whether any faculty mem-
ber in their residency program had 
(1) board certification in addiction 
medicine; (2) fellowship training in 
addiction medicine; and (3) a bu-
prenorphine prescribing waiver.

Data Analysis
We used SAS 9.4 for our data analy-
sis. Categorical measurements were 
summarized with frequencies and 
proportions, and numerical mea-
surements were summarized with 
means and standard deviations. Chi-
square tests were used to determine 
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if the distribution of survey respons-
es was significantly associated with 
other categorical survey respons-
es and t-tests were used to com-
pare numerical survey responses 
against categorical survey respons-
es. 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 train-
ing based on other categorical sur-
vey responses.

Results 
Respondent Characteristics
The response rate for the overall sur-
vey and the addiction medicine sub-
set of questions was 49.2% (227/461). 
Of respondents, 17.6% were at uni-
versity-based programs; 65.6% at 

community-based, university-affili-
ated programs; 12.8% at communi-
ty-based, non-university-affiliated 
programs; and 4.0% at military-
based programs (Table 1). Geograph-
ically, 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 addic-
tion medicine curriculum. Of those 
that do not have a required curric-
ulum, an additional 28 (12.3%) of-
fer structured elective experiences 
in addiction medicine (Table 2). An 
optional specialized area of concen-
tration 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 cur-
riculum. 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 sta-
tistically significant, for FMRs in the 
Northeast to have a required curric-
ulum (41.3% vs 20.0-33.3%; P=0.07). 
Furthermore, FMRs in the North-
east 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 on-
line modular activities, 60.0% offered 
a clinical rotation at an outpatient 
addiction treatment facility, and 
49.2% provided ongoing training in-
tegrated into the primary care office. 
Despite the paucity of FMRs with an 
addiction curriculum, 90.5% of pro-
gram directors expected residents to 
be able to provide at least brief in-
terventions for SUD and 41.8% ex-
pected residents to be comfortable 
prescribing medications for SUD. Of 
programs that expected residents to 
be comfortable prescribing medica-
tions for SUD, 38.7% had a required 
addiction curriculum.

Table 1: CERA Survey Respondents’ Residency Program Characteristics

Respondent 
Residency 

Characteristics

Characteristics 
of all US 

Residencies

Type of Residency Program *

  University-Based 40 (17.6%) --

  Community-Based, University-Affiliated 149 (65.6%) --

  Community-Based, Non-affiliated 29 (12.8%) --

  Military 9 (4.0%) --

Geographic Region **

  Puerto Rico 1 (0.4%) 4 (0.8%)

  New England (NH, MA, ME, VT, RI, CT) 11 (4.9%) 16 (3.2%)

  Middle Atlantic (NY, PA, NJ) 35 (15.6%) 67 (13.5%)

  South Atlantic (FL, GA, SC, NC, VA, DC, WV, 
  DE, MD)

37 (16.4%) 76 (15.4%)

  East South Central (KY, TN, MS, AL) 13 (5.8%) 28 (5.7%)

  East North Central (WI, MI, OH, IN, IL) 29 (12.9%) 95 (19.2%)

  West South Central (OK, AR, LA, TX) 20 (8.9%) 53 (10.7%)

  West North Central (ND, MN, SD, IA, NE, 
  KS, MO)

25 (11.1%) 42 (8.5%)

  Mountain (MT, ID, WY, NV, UT, AZ, CO, NM) 16 (7.1%) 38 (7.7%)

  Pacific (WA, OR, CA, AK, HI) 3 (16.9%) 76 (15.4%)

Residency Community Size *

  Less than 30,000 12 (5.4%) --

  30,000 to 74,999 40 (17.9%) --

  75,000 to 149,000 41 (18.3%) --

  150,000 to 499,999 62 (27.7%) --

  500,000 to 1 million 35 (15.6%) --

  >1 million 34 (15.2%) --

* data for all program directors were not available

** data for geographic region distribution were obtained from the 2016 CERA program directors’ 
survey since the geographic region distribution data were not available for the 2015 CERA 
program directors’ survey
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Residency Graduate Outcomes
Of program directors, 8.6% report-
ed having at least one graduate pur-
suing addiction medicine fellowship 
training in the past 5 years and 
31.2% reported having at least one 
graduate who obtained a buprenor-
phine waiver in the past year upon 
graduation (Table 3). FMRs that re-
quired addiction training or offered 
additional elective opportunities or 
areas of concentration had higher 
odds of having resident graduates 
with buprenorphine waivers or pur-
suing fellowship training. 

Barriers to Improving Addiction 
Curriculum and Faculty Training
Program directors identified teach-
ing 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 (Fig-
ure 1). Only 9.4% of FMRs have a 
faculty who is board certified in ad-
diction medicine and only 5.5% have 
a faculty who has completed addic-
tion 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 hav-
ing 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 mul-
tifaceted sequelae from drug abuse, 
program directors only rank teach-
ing addiction medicine as a moderate 
priority. Nonetheless, many pro-
grams still expect residents to gradu-
ate proficient in diagnosing SUD and 
prescribing medications for SUD.  In 
fact, more than 90% of program di-
rectors expect residents to be able 
to at least provide brief interven-
tions for SUD, yet only a third have 
a required addiction medicine cur-
riculum. Expectedly, few residency 
directors report that their graduates 

Table 2: Characteristics of Addiction Medicine Curricula in Family Medicine Residencies 

Required Addiction 
Medicine Curriculum

Structured Addiction 
Medicine Elective for 

Additional/optional Training

Area of Concentration 
and/or Specialty 
Training Track in 

Addiction Medicine

Total 65 (28.6%) 92 (40.5%) 27 (11.9%)

Type of residency program

 University-based n=40) 11 (27.5%)

P = 0.44

23 (57.5%)

P = 0.02†

7 (17.5)

P = 0.10

 Community-based, 
university-affiliated (n=149)

47 (31.5%) 59 (39.6%) 14 (9.4%)

 Community-based, non-
affiliated (n=29)

6 (20.7%) 9 (31.0%) 6 (20.7%)

 Military (n=9) 1 (11.1%) 1 (11.1%) 0 (0%)

Geographic Region

 Northeast (n=46) 19 (41.3%)

P = 0.07

25 (54.3%)

P = 0.02†

9 (19.6%)

P = 0.25
 Midwest (n=54) 18 (33.3%) 26 (48.1%) 6 (11.1%)

 South (n=70) 14 (20.0%) 19 (27.1%) 5 (7.1%)

 West (n=54) 14 (25.9%) 22 (40.7%) 7 (12.9%)

Community Size

 < 30,000 (n=12) 0 (0.0%)

P = 0.03†

3 (25.0%)

P = 0.66

2 (16.7%)

P = 0.58

 30,000 – 74,999 (n=39) 11 (28.2%) 18 (46.2%) 7 (17.9%)

 75,000 – 149,999 (n=41) 19 (46.3%) 17 (41.5%) 4 (9.8%)

 150,000 – 499,999 (n=62) 14 (22.5%) 21 (33.9%) 9 (14.5%)

 500,000 – 1,000,000 (n=35) 11 (31.4%) 17 (48.6%) 2 (5.7%)

 > 1,000,000 (n=34) 9 (26.5%) 14 (41.2%) 3 (8.8%)

† statistically significant result
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obtain buprenorphine prescribing 
waivers. Residency directors recog-
nize that a lack of faculty expertise 
is a key barrier to improving or pro-
viding addiction training. 

Multiple curricular and faculty 
development efforts have been at-
tempted over the past decade to 
improve addiction medicine train-
ing.22-24 Most recently, in 2008, the 
Betty Ford Institute Consensus Con-
ference on Graduate Medical Edu-
cation (ACGME) developed a model 
curriculum and core competencies 

for family medicine substance abuse 
training.25 The Agency for Health-
care 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 res-
idency training models. However, 
these efforts may fall short of their 
intended goal if family medicine fac-
ulty are not adequately trained to 
teach addiction medicine. Improv-
ing continuing medical education 
opportunities for faculty, in addition 

to providing technical assistance to 
programs that may want to start an 
addiction medicine curriculum, may 
improve training for family medicine 
residents and expand the workforce 
to care for patients with SUD.

This study has several limita-
tions. First, the response rate of 
49.2% limits generalizability, al-
though responses were well distrib-
uted across various demographic 
groups and are similar to previous 
CERA studies.21 Responses may 
also be inaccurate due to recall 

Figure 1: Top Barrier and Top 3 Barriers that Residency Program Directors Report Regarding 
Providing and/or Improving Addiction Medicine Curriculum (n=220)**

Table 3: Odds of Residents Obtaining a Buprenorphine Waiver or Pursue Additional 
Training Based on Residency Addiction Medicine Curriculum**

One or More Graduates Obtained 
a Buprenorphine Prescription 

Waiver (31.2%, n = 69)

One or More Graduates Pursued 
Addiction Medicine Fellowship in 

Past 5 Years (8.6%, n = 19)

Required Addiction Curriculum (n=65) OR = 3.05 (1.66, 5.65) † OR = 1.17 (0.43, 3.24)

Elective Addiction Curriculum (n=92) OR = 2.50 (1.40, 4.47) † OR = 2.61 (0.99, 6.92)

Area of Concentration (n=27) OR = 2.48 (1.08, 5.69) † OR = 3.98 (1.37, 11.6) †

** reference OR = 1.00 in each scenario is not having a required addiction curriculum, an elective addiction curriculum or an area of concentration 

† statistically significant odds ratio

42.3%	
40.0%	

51.4%	

36.4%	
40.5%	

25.0%	
28.2%	

15.5%	 13.2%	 14.1%	

30.0%	

13.6%	

4.5%	
9.1%	

0%	

10%	

20%	

30%	

40%	

50%	

60%	

Lack	of	resident	
:me	

Lack	of	resident	
interest	

Lack	of	faculty	
:me	

Lack	of	faculty	
exper:se	

Lack	of	faculty	
interest	

Inadequate	
ins:tu:onal	

support	

Insufficient	
support	from	

interdisciplinary	
team	members	

Included	within	top	3	barriers	iden:fied	 Top	Barrier	Iden:fied	



542 JULY-AUGUST 2017 • VOL. 49, NO. 7 FAMILY MEDICINE

ORIGINAL ARTICLES

bias, especially regarding residents 
obtaining buprenorphine waivers or 
faculty training. The survey did not 
define addiction medicine or describe 
what constituted having a curricu-
lum (required, elective, and special-
ty track/area of concentration). This 
may have resulted in differing an-
swers by program directors based on 
their perceptions of what constitut-
ed addiction medicine. Further, ob-
taining a buprenorphine waiver was 
used as a graduate outcome proxy 
but may not necessarily be reflective 
of actual provision of SUD care. Fi-
nally, 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. Interest-
ingly, our study results are not con-
sistent with the prior 1997 survey 
of primary care residencies on ad-
diction training curriculum, which 
reported that 75% of FMR programs 
had a required curriculum. It is pos-
sible that fewer residency programs 
have an addiction medicine curricu-
lum in 2015 than 1997. This poten-
tial 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 grow-
ing opioid epidemic. CERA survey 
respondents identify lack of facul-
ty expertise as the top barrier to 

training residents. Efforts to re-
cruit faculty with addiction exper-
tise or train current faculty to teach 
addiction medicine will be key pre-
requisites to improving addiction 
medicine curricula in FMRs. Fun-
damentally, 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 in-
terest 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 ad-
diction medicine curricula. Either 
requiring addiction medicine train-
ing or creating attractive addiction 
medicine electives and areas of con-
centration will be necessary to in-
crease resident comfort with caring 
for patients with SUD. Trained fac-
ulty may create champions who have 
both the time and interest in pro-
moting the value of addiction medi-
cine. Effective curricula may change 
the culture and views about addic-
tion 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 prac-
tice, assess and highlight the need 
for addressing addiction medicine, 
and develop effective ways of includ-
ing 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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