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In response to the nationwide opi-
oid epidemic, medication-assisted 
treatment (MAT) with buprenor-

phine has been made available to 
primary care practices with a rel-
atively modest investment of time 
and resources. MAT is highly ef-
fective and promises greater avail-
ability to patients through primary 

care.1 Unfortunately training pro-
grams have been slow to respond 
to this opportunity. A 2017 study of 
family medicine residencies report-
ed only 29% had a required addic-
tion medicine curriculum, and only 
36% had a faculty member with a 
buprenorphine waiver.2 Similarly 
a 2018 survey of family medicine, 

internal medicine, and psychiatry 
programs found only 36% of pro-
grams included training in MAT 
and only 23% encouraged residents 
to obtain their waiver.3 This repre-
sents a critical missed opportunity, 
since MAT training in residency is 
strongly associated with providing 
it in practice.4

Due to requirements for at least 
monthly visits and regular drug test-
ing MAT is often provided in dedicat-
ed settings. This structure segregates 
these patients to sites where com-
prehensive primary care will not 
be readily available, and data con-
firms that patients engaged in 
MAT receive less primary care than 
matched controls.5 Integrating MAT 
into comprehensive primary care is 
clearly needed. 

In January 2018 we began provid-
ing MAT in our resident continuity 
clinic. In our rural county only one 
other physician offers MAT, so many 
patients travelled 50 miles or more 
for treatment. All clinic precepting 
faculty obtained their buprenorphine 
waiver. Initially we advertised the 
program to local physicians so our 
first patients were referrals who had 
a PCP, but after the first few months 
most patients were coming by word 
of mouth. Many had no PCP and so 
established with us.

BACKGROUND AND OBJECTIVES: Medication-assisted treatment (MAT) for 
opioid use disorder with buprenorphine in primary care is effective and pa-
tient-accessible yet remains underutilized, including among residency train-
ing programs. One concern in residency programs is that MAT patients must 
be seen at least monthly and will overwhelm residents’ clinic schedules and 
dilute their clinical experience. Our family medicine residency initiated an 
MAT program integrated into residents’ continuity clinic schedules. After 2 
years we assessed the chronic medical comorbidities we were managing in 
our MAT population.

METHODS: We performed a retrospective review of all active patients re-
ceiving MAT. We collected basic demographic data and whether we were the 
patient’s primary care provider (PCP) or were only providing MAT. For the pa-
tients for whom we were the PCP we recorded the chronic comorbidities that 
required medical management.

RESULTS: One hundred fifty-seven active patients were 52% male and 48% 
female. The mean age was 38 years (SD=10) with a range of 22 to 77 years, 
with nine patients over age 60 years (6%). One hundred three patients used 
us as their PCP (66%). For these patients the mean number of chronic co-
morbidities was 2.3; only 10 patients reported no comorbidities. Psychiatric 
comorbidities were the most common with 69% of patients with a mood dis-
order, although nonpsychiatric comorbidities still averaged 1.5 per patient.

CONCLUSIONS: MAT integrated into family medicine resident continuity clin-
ics provides a broad and substantial primary care clinical experience for resi-
dents. 
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All our residents see MAT pa-
tients, complete the 8-hour training 
course at the start of PGY2, and 
have their buprenorphine waiver 
by PGY3. MAT patients are sched-
uled throughout the regular clinic 
schedule and residents will see one 
or more almost daily. 

Since MAT in our practice grew 
quickly we were concerned that it 
might impact residents’ breadth of 
experience in their continuity prac-
tice. We decided to examine what 
comorbidities this population pre-
sented to our practice to assess the 
impact of the MAT program on res-
idents’ overall primary care experi-
ence.

Methods
We performed a retrospective de-
scriptive study of our current MAT 
patient population to assess the 
range of primary care clinical ex-
periences offered to residents by 
this population. We identified pa-
tients from our list of active MAT 
patients maintained in our elecronic 
health record (EHR). We identified 
MAT patients who had also cho-
sen us as their PCP using the EHR 
PCP field, that we maintain with 
residents’ names for their continu-
ity patients. We record ourselves as 
PCP only when actively requested by 
the patient. We then reviewed these 
charts for the presence of chronic co-
morbidities in addition to opioid use 
disorder (OUD). We counted only ac-
tive chronic conditions with ongoing 
physician management, identified by 
having a coded billing diagnosis on a 
visit with an assessment and plan. 
For psychiatric disorders we grouped 
mood disorders together since there 
was substantial overlap of patients 
with anxiety and depressive disor-
ders. We counted bipolar disorders 
separately since these disorders can 

pose substantially greater challeng-
es to management. We did not in-
clude visits for acute illnesses and 
injuries. We calculated percentages 
of patients with each diagnosis or 
category as well as per-patient av-
erages for psychiatric and nonpsychi-
atric diagnoses. The Advocate Aurora 
Institutional Review Board approved 
this study.

Results
Of 157 active patients 52% were 
male and 48% female. The mean 
age was 38 years (SD=10) with a 
range of 22 to 77 years, with nine 
patients over age 60 years (6%); 103 
patients used our residents as their 
PCP (66%). Comorbidities and their 
frequencies for these patients are 
shown in Table 1. The mean num-
ber of chronic comorbidities was 2.3, 
with only 10 patients with none. Psy-
chiatric comorbidities were the most 
common, with 69% of patients with 
some form of mood disorder, 72% 
with any mental health disorder, and 
an average of 0.9 mental health con-
ditions per patient. Nonpsychiatric 
comorbidities averaged 1.5 per pa-
tient. Chronic pain syndrome (mus-
culoskeletal) was the most common 
at 44%, including degenerative spine 
and joint disease, failed back surgery 
syndrome, other postoperative chron-
ic pain, and fibromyalgia. Asthma, 
hypertension, gastroesophageal re-
flux, and hepatitis C all occurred 
with frequencies greater than 10%, 
and the remaining comorbidities rep-
resent other common primary care 
problems. 

Discussion
Patients with OUD are known 
to have increased risk for mental 
health disorders, hepatitis C and 
HIV infection.6 Older patients with 
OUD have been shown to have 

increased rates of hypertension, car-
diovascular disease, and polyphar-
macy,7 and patients with OUD and 
diabetes mellitus have been shown 
to have more diabetic complications.8 
Our literature review did not locate 
any data on comorbidities among 
MAT patients specifically in fam-
ily medicine residencies. This data 
along with our results suggests there 
is both a need for primary care and 
an opportunity for resident clinical 
experience with this population. Pa-
tients with OUD lack primary care 
for many reasons; in our communi-
ty many have been dismissed from 
other primary care practices or have 
financial and social stresses that 
have led them to neglect their over-
all health care. 

Psychiatric comorbidities clear-
ly represent a major challenge in 
this population. Few of our new pa-
tients are actively engaged in men-
tal health care. A few will connect 
with psychiatry but in most cases 
we manage mental health issues 
completely or in cooperation with 
counseling services. In our rural 
area access to services is very lim-
ited with long wait times for all but 
the most urgent situations.

It is not surprising that this pop-
ulation, with its wide age and bal-
anced gender distribution, would 
experience other comorbidities ex-
pected in the general population. 
Next steps include exploring how 
overall primary care is affected by 
having a visit agenda that includes 
MAT, and how resident-patient conti-
nuity is impacted. But residency pro-
grams considering MAT training and 
experience should be confident that 
including MAT as part of compre-
hensive primary care will offer the 
broad range of clinical experience de-
sired for residents, as well as address 
unmet needs in the community. 
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Table 1: Chronic Comorbidities Among 103 Resident Continuity Clinic Patients on MAT

Psychiatric Comorbidities N Percent

Mood disorders (not including bipolar disorders) 45 44

Bipolar disorders 26 25

Attention deficit disorder 18 18

Any psychiatric disorder 74 72

Nonpsychiatric Comorbidities N Percent

Chronic pain syndrome (musculoskeletal, fibromyalgia, postsurgical) 45 44

Asthma 16 16

Hypertension 15 15

Gastroesophageal reflux 13 13

Hepatitis C 12 12

Migraine 8 8

Chronic obstructive pulmonary disease 6 6

Seizure disorders 6 6

Hypothyroidism 6 6

Dysfunctional uterine bleeding 5 5

Rheumatoid/psoriatic arthritis 4 4

Diabetes mellitus 3 3

Contraception 3 3

Erectile dysfunction 3 3

Anemia 2 2

Acne 2 2

Atrial fibrillation with cardiovascular disease 1 1

None 10 10

Totals N Mean/Patient

Psychiatric comorbidities 89 0.86

Nonpsychiatric comorbidities 150 1.46

All comorbidities 239 2.32

Abbreviation: MAT, medication-assisted treatment.


