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Background
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Secondary Outcome: comfort with specific pharmacologic and non-pharmacologic SUD and MHC treatment

Data Analysis:
* Responses to Likert-type questions were grouped into positive and negative frames with neutral
responses negatively grouped.
« Chi-squared or Fisher’'s exact tests to compare responses between attendings and residents and
between years 1 and 2.

Results

Table 1. Family Medicine Attending and Resident Demographics
Attendings, n (%) Residents, n (%)

NIDA: National Institute on Drug Abuse; SBIRT: Screening, Brief Intervention, Referral, and Treatment

Across years 1 and 2, more than 90% of FM physicians agreed that:

1) A primary care provider is the best person to initiate treatment of SUD
2) Patients with SUD are best treated with an interprofessional team

Figure 2. FM Attending Comfort with Opioid Use Disorder (OUD) over Year 1 (n=19) and

Year 2 (n=15)
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Discussion

 More FM physicians in year 2 than 1 felt comfortable utilizing methadone (71.1% vs 45.7%, p=0.028),
likely a result of incorporation of an opioid treatment program at the clinic site between years 1 and 2.

 During year 2, more attendings than residents felt comfortable with buprenorphine, acamprosate,
disulfiram, and benzodiazepine tapers for alcohol use disorder.

» Despite methadone’s higher risk, FM attendings were more comfortable with methadone than

buprenorphine.

 In Year 2, more attendings than residents reported adequate knowledge and confidence managing

MHC.

 Although not statistically significant, differences in FM attendings’ self-perceived knowledge in SUD
management (Figure 1), improved from year 1 to year 2.

* For example, although fewer attendings strongly agreed they knew the appropriate treatment of
SUD in special populations in year 2, fewer attendings disagreed with this statement. This is
indicative of ongoing faculty development initiatives for SUD training.

Conclusion

. FM physicians reported adequate self-perceived knowledge, comfort, and attitudes for screening,

diagnosing, and treating SUD and MHC.

. More differences between attendings and residents were found in year 2 than 1, likely a result of
ongoing faculty development initiatives.
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