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Death from opioids has in-
creased significantly in the 
United States, from 8,050 in 

1999 to 70,237 in 2017.1 In 2015, 
approximately 2 million individuals 
reported having a substance use dis-
order involving prescription opioids, 
and 600,000 reported a substance 

use disorder involving heroin. Med-
ications for treating opioid use dis-
order (OUD) have been shown to be 
effective in decreasing opioid use and 
opioid-related mortality. However, 
many physicians do not prescribe 
these medications.

Physicians’ scope of practice is 
profoundly influenced by their train-
ing; thus residency training is impor-
tant in training physicians to provide 
opioid use disorder treatment. Bu-
prenorphine treatment is effective, 
however only 2.2% of US physicians 
have the required DEA-X waiver to 
be able to prescribe buprenorphine.2,3 
In a study of psychiatry residents, 
38.5% of residents that received bu-
prenorphine training in residency 
continued to prescribe after residen-
cy, while zero respondents who had 
not received training in residency 
prescribed buprenorphine.4 A recent 
publication by Tong et al showed a 
strong correlation between residency 
training in buprenorphine and fu-
ture prescribing of the medicine in 
practice.5 A survey of providers in 
California showed that physicians 
who completed an addiction medi-
cine rotation during their training 
were more confident in providing 
care for those with substance use 
disorders.6 

We propose that residencies lo-
cated in federally-qualified health 
centers (FQHCs) as well as patient-
centered medical homes (PCMHs) 
are more likely to provide substance 
use disorder training. PCMHs are 
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more likely to offer interdisciplinary 
services, including counseling, and 
thus may be better able to support a 
variety of services including compre-
hensive substance use disorder treat-
ment, while FQHCs are more likely 
to serve patients at risk of substance 
use disorders.7 

Methods 
Data were obtained from the pub-
licly available Council of Academic 
Family Medicine Educational Re-
search Alliance (CERA) Data Clear-
inghouse. CERA conducts biannual 
cross-sectional surveys of all US 
family medicine residency program 
directors. The second of two 2015 
CERA omnibus surveys to fam-
ily medicine residency directors 
included specific questions on addic-
tion medicine.8 In this survey, 461 

US family medicine residency pro-
gram directors in the Association of 
Family Medicine Residency Direc-
tors (AFMRD) database received an 
email invitation to participate in the 
survey in December 2015 followed 
by two email reminders prior to the 
survey closing in February 2016. The 
data were made publicly available in 
May 2016 on the Society of Teach-
ers of Family Medicine website. The 
American Academy of Family Phy-
sicians’ Institutional Review Board 
approved the project.   

We analyzed data using STA-
TA IC13 (College Station, TX); we 
used univariate statistics to de-
scribe residency characteristics and 
the outcomes of interest: presence 
of an addiction medicine curriculum 
and faculty member who possessed 
a DEA-X buprenorphine waiver 

license. We used bivariate statistics 
and χ2 analysis to describe and as-
sess the association between residen-
cy practice characteristics and the 
outcomes of interest. 

Results 
The CERA residency program direc-
tors’ survey had an overall response 
rate of 49.24% (227/461), with 99.5% 
of the respondents or 49.0% of the 
overall sample (226/461) answering 
the question about a required cur-
riculum in addiction medicine. Table 
1 shows further residency charac-
teristics. 

Residency programs situated in 
an FQHC were more likely to have 
at least one faculty member who 
possessed a DEA-X buprenorphine 
waiver license (P=.025); 45.9% of 
FQHCs reported having at least 

Table 1: Residency Program Characteristics 

Program Setting Number (%)

University based 40 (17.6)

Community based, university affiliated 149 (65.6)

Community based, nonaffiliated 29 (12.8)

Military 9 (4.0)

Other 0 (0)

Program Location

Puerto Rico 1 (0.4)

New England (NH, MA, ME, VT, RI, or CT) 11 (4.9)

Middle Atlantic (NY, PA, or NJ) 35 (15.6)

South Atlantic (FL, GA, SC, NC, VA, DC, WV, DE, or MD) 37 (16.4)

East South Central (KY, TN, MS, or AL) 13 (5.8)

East North Central (WI, MI, OH, IN, or IL) 29 (12.9)

West South Central (OK, AR, LA or TX) 20 (8.9)

West North Central (ND, MN, SD, IA, NE, KS, or MO) 25 (11.1)

Mountain (MT, ID, WY, NV, UT, AZ, CO, or NM) 16 (7.1)

Pacific (WA, OR, CA, AK, or HI) 38 (16.9)

Canada 0 (0)

Program Community Size

Less than 30,000 12 (5.4)

30,000 to 74,999 40 (17.9)

75,000 to 149,999 41 (18.3)

150,000 to 499,999 62 (27.7)

500,000 to 1 million 35 (15.6)

More than 1 million 34 (15.2)
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one such faculty member, while only 
30.4% of non-FQHC residency clin-
ics reported any faculty with DEA-
X licenses (Figures 1-3). Although 
residencies with clinics designated 
a PCMH did not show a statistical-
ly significant association with facul-
ty members having DEA-X licenses, 
clinics that were both a PCMH as 
well as an FQHC showed a signifi-
cant association with having at least 
one faculty member who possessed 
a DEA-X license (P=.001). Results 
showed that 54.9% of programs with 
clinics designated both a PCMH and 
an FQHC reported faculty members 
who possess DEA-X licenses. Fur-
thermore, residencies with faculty 
who possessed a DEA-X license were 
also significantly more likely to have 
a required addiction medicine cur-
riculum (P=.002), with 41.3% of pro-
grams having such faculty licensure 
reporting required addiction medi-
cine curricula, while only 21.3% of 
programs without such faculty li-
censure reported required curricula 
(Table 2). Residency location was not 
associated with faculty DEA-X licen-
sure or presence of a required addic-
tion medicine curriculum. 

Discussion
This study is the first to demonstrate 
that residency programs situated in 
an FQHC, in particular clinics des-
ignated both an FQHC as well as a 
PCMH, were more likely to have fac-
ulty members who possessed a DEA-
X license. With the United States 
currently wracked by the opioid 
crisis, and with residents in many 
different specialties training in un-
derserved areas that are hit partic-
ularly hard by this issue, it is clear 
that robust residency training in ad-
diction medicine is a public health 
necessity. 

We recognize from this analysis 
that residency setting is a strong 
indicator of training in addiction 
medicine and advocates for pro-
grams such as the Teaching Health 
Center Graduate Medical Education 
program as well as other commu-
nity-based residency training pro-
grams. Although these survey data 

Figure 1: Percentage of Faculty Who Possess DEA-X License By Residency Setting-FQHC 
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Figure 2: Percentage of Faculty Who Possess DEA-X License By Residency Setting-Both PCMH 
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Table 2: Residency Programs With Required Addiction Medicine Curricula by Faculty Who Possess DEA-X Licensure 

Required Addiction 
Medicine Curriculum

No Required Addiction 
Medicine Curriculum P Value

Faculty with DEA-X licensure 33 (41.3%) 47 (58.6%) .002

No faculty with DEA-X licensure 30 (21.3%) 111 (78.7%) .002

Table 3: Residency Programs With Required Addiction Medicine Curricula by Setting

Required Addiction 
Medicine Curriculum

No Required Addiction 
Medicine Curriculum P Value

Residency Setting

Federally-qualified health center (FQHC) 23 (30.7%) 52 (69.3%) .629

Patient-centered medical home (PCMH) 46 (32.6%) 95 (67.4%) .143

Both FQHC and PCMH 19 (37.3%) 32 (62.7%) .138

Neither FQHC nor PCMH 42 (26.4%) 117 (73.6%) .138

only represent family medicine res-
idency programs, we expect that 
these data are applicable to other 
specialties that manage substance 
use disorders, such as internal medi-
cine, pediatrics, OB/GYN, medicine/
pediatrics, and psychiatry. 

There are several limitations to 
this study. The CERA survey had a 
limited response rate (49.24%). The 
survey itself is of program directors 
and relies on their recall of certain 
facts that could potentially lead to 
inaccurate reporting of faculty DEA-
X licensure. Furthermore, the details 
of a “required addiction curriculum” 
are not addressed and we expect 
there is likely a large degree of vari-
ation in the quality and quantity of 
training that residents receive. 

Conclusion
This quantitative secondary analysis 
of CERA survey data of family med-
icine residency program directors 
revealed that family medicine resi-
dent training in addiction medicine 

is strongly correlated with both resi-
dency clinic setting (FQHC or FQHC/
PCMH) as well as residency faculty 
possession of DEA-X licenses. Resi-
dency programs, not only in family 
medicine but all specialties, should 
research how they can increase ap-
propriate and effective treatment of 
substance use disorders.
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