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Foreword and Accompanying Statement

by Joseph A. Califano, Jr., Chairman and President

The CASA National Survey of Primary Care Physicians and Patients on Substance Abuse
is the most comprehensive nationally representative survey of how primary care physicians--
family doctors, pediatricians, general practitioners, internists and obstetricians and
gynecologists--deal with patients who have substance abuse problems and the experiences of
such patients with their primary care physicians. This survey and report was funded by the
Josiah Macy, Jr. Foundation as part of its effort to enhance the effectiveness and relevancy of
physician education and training in medical school, residency and continuing medical education
programs.

The CASA primary care physician survey reveals how such physicians identify--or fail to
identify--substance abuse in their patients, what efforts they make to help these patients and what
are the barriers to effective diagnosis and treatment. CASA surveyed a nationally representative
sample of 648 primary care physicians and a patient sample of 510 adults currently receiving
treatment for substance abuse in 10 facilitiesin California, Illinois, New Y ork and Minnesota.
The surveys were designed by CASA and conducted by the Survey Research Laboratory,
University of Illinois a Chicago, in the Spring and Summer of 1999.

The most troubling finding of the survey is that 94 percent of primary care physicians
(excluding pediatricians) failed to include substance abuse among the five diagnoses they offered
when presented with early symptoms of alcohol abuse in an adult patient.

Many of the other findings are also disturbing:

» Forty-one (40.8) percent of pediatricians failed to diagnose drug abuse when presented
with a classic description of an adolescent patient with symptoms of drug abuse.

» Most patients (53.7 percent) said their primary care physician did nothing about their
substance abuse: 43 percent said their physician never diagnosed it, 10.7 percent believe
their physician knew about their addiction and did nothing about it.

» Lessthan one-third of primary care physicians (32.1 percent) carefully screen for

substance abuse.



» Only onein five (19.9 percent) primary care physicians consider themselves "very
prepared” to identify alcoholism, only16.9 percent consider themselves "very prepared"
to spot illegal drug use, and 30.2 percent consider themselves "very prepared” to spot
prescription drug abuse.

» Most patients (54.8 percent) agreed that physicians do not know how to detect addictions.

» Most patients (54.5 percent) say that doctors prescribe drugs that could be dangerous to
addicted individuals. Thirty (29.5) percent of patients said their physician knew about
their addiction and still prescribed psychoactive drugs such as sedatives or Valium.

» The average patient was abusing alcohol, pills and/or illegal drugs for ten years before
entering treatment.

» Three out of four patients (74.1 percent) said their primary care physician was not
involved in their decision to seek treatment and 16.7 percent said the physician was
involved only "alittle."

These findings add up to a monumental lost opportunity. They also speak to the failure of
the medical profession at every level--in medical school, residency training, continuing
education and in practice--to confront the nation's number one disease. They reveal the harmful
impact of the refusal of health insurers and health maintenance organizations to accept
responsibility to provide coverage for physicians to talk to their patients and for treatment of
substance abuse and addiction.

Directly and indirectly substance abuse and addiction--involving tobacco, acohal, illegal
and prescription drugs--is the leading cause of death, disability and disease in the United States
today. It costs society close to half atrillion dollars every year. Substance abuse and addiction
areimplicated in Americas social problems--shattered families, crime, spread of AIDS and other
sexually transmitted diseases, teen pregnancy, spousal and child abuse, traffic accidents and
fires, premature death from cancer, heart disease, stroke, emphysema and other respiratory
illnesses and reduced productivity.

Americds primary care physicians, as the gatekeepers of our healthcare system, have a
unique opportunity to intervene to avoid these devastating consequences. About 70 percent of the
population--about 191 million Americans--see one of the more than 255,000 primary care
physicians at least once every two years. Americans make almost 200 million visits each year to

general and family practitioners.



The failure of most primary care physicians to identify, diagnose, intervene and treat
substance abuse and addiction, especially in its early stages when the potential for successis high
and medical and socia costs are relatively low, is alost opportunity that imposes enormous cost
on individuals, families and public resources.

More than nine in ten physicians fail to spot substance abuse in adults. Four out of ten
missit in teens. Most patients say their primary care physician did nothing about their substance
abuse. Few physicians press patients to enter treatment. Whether out of lack of training, time,
confidence in treatment effectiveness or concern--or fear of losing patients--too many primary
care physicians are squandering an opportunity priceless to patients whose lives may be saved
and worth billions to society and in health care and criminal justice costs. The harm that ensues
from failure to diagnose and treat this condition reverberates through every aspect of American
life and into future generations.

CASA's survey reveals some of the reasons why physicians are missing or misdiagnosing
a patient's substance abuse:

» Lack of adequatetraining in medical school, residency programs and continuing
medical education courses about the nature of addiction and how to recognize clusters of
symptoms that may signal substance abuse.

» Skepticism about treatment effectiveness. Only 3.6 percent of surveyed physicians
think treatment for alcoholism is very effective and only 2.1 percent think treatment for
illegal drug abuseis very effective. In contrast, primary care physicians consider
treatments to be very effective for other chronic conditions such as hypertension (85.7
percent) and diabetes (69 percent).

» Patient resistance. A mgority of physicians (57.7 percent) say they don't discuss
substance abuse with their patients because they believe their patients lie about it, and
84.9 percent of patients admit to lying to their physicians.

» Discomfort discussing substance abuse. Forty-one (40.7) percent of physicians find it
difficult to discuss alcohol abuse with patients and 46.6 percent find it difficult to discuss
prescription drug abuse compared to 17.9 percent who find it difficult to discuss
depression.

» Time constraints. One-third (35.1 percent) of physicians say time constraints keep them

from discussing substance abuse with their patients.



» Fear of losing patients. One-quarter of physicians do not want to frighten or anger their
patients by discussing substance abuse and 11 percent fear it may encourage a patient to
seek another doctor.
» Lack of insurance coverage. Eleven percent of physicians are concerned that they won't
be reimbursed for the time required to screen and treat a substance-abusing patient and
admit that this keeps them from discussing substance abuse. Managed care limits the
time available to discuss a very complex problem that patients do not readily admit.
When physicians do spot a substance abuse problem in a patient, two-thirds (66.8
percent) report using "brief interventions' for patients with acohol-related problems and 82.6
percent for patients with smoking-related problems. Patients who were referred for treatment by
their physicians indicated satisfaction with their physician's referral.

To take advantage of the opportunity facing primary care physicians to reduce the costs
and consequences of substance abuse and addiction in America, CASA recommends that:

» Medical schools, and residency and continuing education programs step up training in
substance abuse.

> Licensing boards and residency review committees of primary care specialties require
substantial training in substance abuse and addiction.

» Medicare, Medicaid, private insurers and managed care expand coverage for a range of
substance abuse treatment services.

» Medicare, Medicaid, private insurers and managed care organizations pay physiciansto
talk to patients about substance abuse.

» Primary care physicians screen their patients for substance abuse and learn to recognize
the cluster of symptoms that may signal abuse.

» Primary care physicians be held liable for negligent failure to diagnose substance abuse
and addiction and encourage their patients to seek treatment.



We thank the Josiah Macy, Jr. Foundation for their support which enabled CASA to
conduct these surveys and particularly the Foundation's president, Dr. June E. Osborn, for her
dedication to improving physician education and understanding regarding substance abuse.

Many individuals worked hard to produce thisreport. The team led by Dr. Timothy
Johnson and assisted by Dr. Holly Hart at the Survey Research Laboratory at the University of
Illinois at Chicago, did an excellent job in conducting the surveys and helping to analyze the
findings. Alyse Booth, CASA Vice President and Director of Communications, managed this
project and supervised the research. Susan Foster, CASA Vice President and Director of Policy
Research and Analysis, edited and supervised the preparation of this report. Steve Kilgore and
Noeline Maldonado assisted with charts and administrative details. Dr. Herbert Kleber,
Executive Vice President and Medical Director, Patrick Johnson, Ph.D., and Dr. Dana Best,
reviewed drafts of the report. We are grateful for the cooperation provided by the American
Medical Association, The American Academy of Family Physicians, the American Society of
Internal Medicine, The American College of Obstetricians and Gynecologists and The American
Academy of Pediatricsin helping us reach their members and we admire their commitment to
better prepare physicians to help patients with substance abuse problems.

Many have helped with this undertaking, but as always CASA is responsible for the
analysis and findings in this report.



I. A Golden Opportunity

Substance abuse and addiction rank among the leading causes of death and disability in
the United States today, consuming one of every five dollars spent on Medicaid hospital care*
and costing society close to half atrillion dollars every year.? The consequences of this health
problem reach into every aspect of American life, destroying families, increasing crime,
fostering spousal and child abuse and neglect, increasing the chances of teen pregnancy, causing
traffic accidents and fires, reducing productivity and causing premature death from AIDS,
cancer, heart disease, stroke, emphysema and numerous other illnesses. Americas primary care
physicians, as the gatekeepers of our healthcare system, have a powerful opportunity to intervene
to avoid these devastating consequences. Their ability to take advantage of this opportunity rests
on how well they identify, diagnose, intervene and treat the condition. To assess how well
physicians are responding to this challenge, CASA conducted the most comprehensive national
survey of primary care physicians and patients on substance abuse to date.

An Opportunity to Reduce IlIness, Disability and Health Care Costs

Substance abuse is public health problem number one in Americatoday.® Sixty-one
million Americans are hooked on cigarettes. Some 14 million are addicted to alcohol or abuse it.*
Another 33 million binge drink at least once a month. Close to 14 million Americans useillegal
drugs and about five to six million of them abuse or are addicted to drugs such as heroin, cocaine
and amphetamines.” The age of first use of these substances has been declining. In their senior
year of high school, 30.8 percent of teens binge drink, 23.1 percent regularly use marijuana, and
10.4 percent regularly use other illicit drugs. By the time teens graduate from high school, 55
percent have used an illicit drug.® Even the elderly do not escape this plague. An estimated 2.8
million women age 60 and older are hooked on psychoactive prescription drugs.”

These rates of substance abuse tax every segment of our health care system, contributing
to or causing more than 70 conditions that require hospitalization, complicating the treatment of
most illnesses, prolonging hospital stays, increasing morbidity and sharply raising costs.  About
aquarter of all deaths in the United States are caused, directly or indirectly, by substance abuse.’
Substance abuse is amagjor contributor to the leading causes of death in the United States--heart
disease, cancer and stroke.™



This problem extracts an enormous toll from our health care dollar. Alcohol and drugs
alone accounted for more than $34 billion in health care expendituresin 1995.** Tobacco easily
adds another $30 hillion to the tab."? Much of these costs--both human and financial--can be

avoided through early detection, accurate diagnosis and effective treatment.

An Opportunity to Reduce Other Consequencesto Society

The vast mgjority of substance abuse related spending goes to cope with the
consequences of untreated addiction and those consequences extend far behond the nation's
health care budget. Untreated substance abuse and addiction account for most of the costs of the
nation's prisons and jails, consume 70 percent of child welfare spending, complicate the burden
on our nation's schools, extract their tolls on our highways, waste billions each year in lost
productivity and wreak havoc to families across the country. **

Primary Care Physicians Are Key

Because most Americans see primary care physicians regularly, these physicians
represent a powerful opportunity to intervene. Primary care physicians serve as gatekeepers to
the health care system and are in a unique position to identify substance abuse and addiction
problems and help people receive the treatment they need.

About 70 percent of the population--some 191 million Americans--see one of the 255,173
primary care physicians at |east once every two years.** Primary care physicians practicein
internal medicine (93,227), family medicine (66,564), pediatricians (45,425), OB-GYN (34,111)
and general practice (15,846)."> General practitioners and family practitioners are the physician
specialties most frequently visited (186,190,000 visitsin 1996).'°

To most Americans, the physician is a trusted and respected figure whose words can
convince patients to change their behavior.'” Of all physicians, it is the primary care doctor who
has ongoing contact with patients, can build a personal relationship based on candor and trust
and intervene when their patients need help. Primary care physicians have a unique opportunity
to intervene early in the addiction process, counseling, prescribing appropriate therapies and, if
necessary, referring the patient to treatment or other specialists rather than waiting until the later
stages of addiction where both medical and socia costs are high. *®



AreWe Taking Advantage?

To understand how primary care physicians go about identifying substance abuse in their
patients, what efforts they make to intervene to help them and what barriers exist in effectively
diagnosing and treating these patients, CASA conducted the most comprehensive national survey
done to date of primary care physicians and patients to determine their attitudes and behaviors
related to substance abuse. The surveys were conducted for CASA by the Survey Research
Laboratory (SRL) at the University of Illinois at Chicago in the Spring and Summer of 1999.
The physician survey included 648 primary care physicians speciaizing in family medicine,
genera practice, internal medicine, obstetrics and gynecology and pediatrics. The patient survey
included 510 adult patients currently receiving treatment for substance abuse in 10 facilitiesin
California, lllinois, New York and Minnesota. The physician survey was nationally
representative with amargin of error of +/-3.9 percent. The patient survey was a convenience
sample. (See Appendix A for survey methodology, Appendix B for more detailed information on
key survey findings and Appendix C for survey instruments).






[I. TheLost Opportunity

CASA's physician and patient survey reveals that we are missing a key and powerful
opportunity to prevent and reduce substance abuse and addiction and all its accompanying costs
and consequences. Physicians are not screening their patients carefully for substance abuse.
Nearly 94 percent of them fail to accurately diagnose an alcohol problem in adults. Forty
percent miss an illegal drug abuse diagnosisin teens. Most patients (53.7 percent) say their
primary care physician did nothing about their substance abuse. Few physicians immediately
refer patients for treatment and that may have the effect of delaying treatment for years.

Physicians Are Not Careful Screeners

To gain an idea of how thoroughly primary care physicians regularly screen for substance
abuse, an index to determine which physicians are careful screeners was designed. Careful
screeners are physicians who report doing at least three of the following: 1) "almost always" ask
patients about substance use when they suspect the patient has a problem; 2) administer a health
history form to patients at least annually with substance use questions including questions about
the quantity and frequency of alcohol use; 3) administer a substance abuse screening instrument;
and, 4) "amost always" discuss tobacco, alcohol and drug use with pregnant patients. Less than
one-third of physicians (32.1 percent) qualified as careful screeners.

The one-third of

physicians who are careful Chart 1
screeners are more likely to be Careful Screeners:
female (40.4 percent) and OB- « Morelikely to be female (40.4%)
GYN (40.2 percent), to have * Morelikely to be Ob-Gyn (40.2%)

» Attended medical school in past 10 years (39.3%)
* Recelved CME training in past five years (38.2%)
» Had personal experiences with substance abuse

attended medical school in the
past ten years (39.3 percent) and

to have received continuing with both family and close friends (36.9%)
medical education (CME) » Feel most prepared to diagnose substance abuse
0,
substance abuse training in the (3_9'8 /f)) _ _
) » Find discussing patient substance abuse |east
past five years (38.2 percent). difficult (43.8%)

These physicians are likelier to




believe that they were very prepared to diagnose substance abuse (39.8 percent) and to have both
friends and family with substance abuse problems (36.9 percent). They are lesslikely to find it
difficult to discuss substance abuse with their patients (43.8 percent). (Chart 1)*

The one
Chart 2 situation where
Physicians Who Screen Annually physicians seem to be
For Substance Abuse Ask About;: most vigilant about

screening for substance

abuse is with pregnant

Tobacee patients: 87.3 percent
49.4%
Alcohol Quantity/ Say they discuss

Frequency 45.3%

tobacco use with almost

Psychoactive
M edication

all of their pregnant
patients, 78.4 percent

Illegal Drug Use/
Addiction

discuss alcohol use, and

Ot;A) 10I% ZOI% 30I% 40I% SOI% 785 percent d| SCUSS

drug use including

illegal, over-the-counter and prescription drugs.

Once physicians know or suspect a patient has a substance abuse problem, two-thirds of
physicians (65.6 percent) say they discuss a patient's alcohol abuse and 69.8 percent say they
discuss a patient'sillegal drug abuse with almost all of these patients.

More than half (53.4 percent) of physicians ask their patients to complete a health history
form at least once ayear; 30 percent request it only at the patient's first visit. Of physicians who
do screen at least annually, less than half ask about tobacco use (49.4 percent), quantity and

frequency of acohol use (45.3 percent), use of The CAGE Questionnaire
psychoactive medications (41.1 percent) or use or
o _ - Haveyou ever felt you ought to Cut down on your
addiction to illegal drugs (40.5 percent). drinking?
- Have people Annoyed you by criticizing your

(Chart 2) drinking?

Only 31.8 percent say they ever ' gr?\r:;%gg ever felt badly or Guilty about your
administer standard alcohol or drug use screening | - Haveyouever had adrink first thing in the

morning to steady your nerves or get rid of a

instruments to patients. Of the third of doctors hangover (Eye opener)?
who use aformal screening instrument, 55

*For further information on the data presented in the charts in this report see Appendix B.
6



Hypothetical married 38-year-old
percent use the CAGE questionnaire, which male/female patient with early symptoms

. . . . of alcohol abuse
includes four brief questions for which at least

one positive answer may indicate an acohol * recurrent abdominal pains
*job-related anxiety and stress
problem. « intermittent elevated blood pressure
» gastritis visible on gastroscopy
Physicians Are Missing the Substance Abuse * trouble sleeping and irritability
Diagnosis normal libido, no psychiatric

history

Diagnosing Adult Substance Abuse

To assess the extent to which physicians diagnose substance abuse in their patients, the
CASA National Survey of Physicians and Patients on Substance Abuse began by posing a
hypothetical case of a 38-year-old patient with early symptoms of alcohol abuse to physicians
who are family and general practitioners, OB-GY Ns and internists. The symptoms were selected
from medical studies and were reviewed by three primary care physicians.’® Half the family and
genera practitioners and internists were presented with the vignette for afemale patient and half
with amale patient; al the OB-GY Ns were presented with a female patient.

The hypothetical adult patient had an array of complaints: recurrent abdominal pains,
intermittently elevated blood pressure and gastritis visible on gastroscopy, irritability and waking
up frequently at night. The vignette noted that the patient was married, had job-related anxiety
and stress, but reported normal libido and no previous psychiatric history. Each physician was
asked to suggest up to five likely diagnoses for the hypothetical patient.

The astonishing news

Chart 3 of the survey isthat only 6.2
Physician Response To Hypothetical percent of primary care

Patient With Alcohol Abuse Problem physicians identify substance

93.8% abuse as one of thair five
100% -+

possible diagnoses. (Chart 3)
80% - 5
The most common diagnoses

60% - offered were: ulcer (84.3
40% - percent for male and 46.8
percent for female patient);

irritable bowel syndrome (58.6

20% - 6.2%

0% -
Mentioned Substance Abuse Did Not Mention Substance Abuse percent for maleand 74.1

percent for female patient);




GERD or gastro-esophageal reflux disorder (48.3 percent for male and 25.1 percent for female

patient); anxiety disorder (48 percent for male and 38.8 percent for female patient); and

depression (34.2 percent for
male and 32.1 percent for

When physicians see
anxiety and depression and
prescribe drugs such as anti-
anxiety drugs, sedatives or
sedating anti-depressants for a
substance abusing patient,
they may complicate and
exacerbate the addiction.?

Female primary care

Chart 4

_ Physician Diagnoses* For Hypothetical
female patient). (Chart 4) M ale/Female Patient With Alcohol Abuse Problem

100% -

80% -

60% -

40% -

20% -

0% -

84.3%

EMale
O Female

Ulcer IBS Reflex Order Anxiety Depression Alcohol Abuse
Disorder

*Each physician provided five diagnoses

physicians were seven times

likelier to identify substance abuse in male patients (27.3 percent) than in female patients (3.8

percent) while male physicians mentioned substance abuse about equally for both male and

female patients (seven percent and five percent respectively). While some research shows the

rate of heavy drinking to be about two to three times greater among men than women, women's

tolerance for alcohol isless and while they may drink less heavily than men, they get intoxicated

after drinking roughly half as much as men and suffer more quickly the long-term effects of

alcohol. Female alcoholics are up to
twice aslikely to die as male
alcoholics in the same age group.?
Physicians who received
substance abuse training in medical
school were 3 1/2 times more likely
to mention substance abuse as a
diagnosis than those with no such
training; however, the percent
diagnosing substance abuse was still
very low (6.7 percent compared with

1.9 percent of physicians with no

Chart 5
PhysiciansMost Likely To Diagnose
Adult’s Substance Abuse

Family practitioner (11.5 percent)
Felt most prepared to diagnose substance abuse
(8.6 percent)
Strong believer in effectiveness of treatment for
substance abuse (8 percent)
Received CME training in past five years (7.6
percent)
Received substance abuse training in medical
school (6.7 percent)




substance abuse instruction in medical school). Physicians who had CME training in substance
abuse within the past five years were more likely to pick substance abuse as a potentia diagnosis
(7.6 percent) compared to those who had not had this training in the past five years (4.4 percent)
and those who never had it (4.3 percent). However, thistraining did little to raise the diagnosing
capability. Family practitioners were the specialty most likely to mention substance abuse (11.5
percent) and most likely to have received CME training (62.7 percent) in the last five years.
(Chart 5)

The vast mgjority of physicians lack confidence in their ability to diagnosis substance
abuse. Lessthan athird (30.2 percent) feel they are very prepared to identify prescription drug
abuse, 19.9 percent fed very prepared to diagnose acoholism and only 16.9 percent feel very
prepared to diagnose illegal drug use. This contrasts dramatically with the level of confidence
these same physicians expressed when asked how prepared they felt to diagnosis other chronic

conditions: 82.8 percent
Chart 6

Conditions Physicians
“Very Prepared” To Diagnose

feel "very prepared” to
diagnose hypertension;
82.3 percent, diabetes.
(Chart 6) 100% -

CASA wanted to
know whether

82.8% 82.3%

80%

.. 60% -
physicians could assess

44.1%

accurately their own 40% 1

19.9% 16.9%

ability to diagnose 20%

substance abuse in a

0%

Hypertension Diabetes Depression Prescription Alcoholism  Illegal Drug Use

patl ent ThOSG WhO Drug Misuse

thought they were most

prepared to diagnose

substance abuse identified the symptoms more frequently than those who thought they were least
prepared (8.6 percent compared to O percent). Of those who said they were moderately prepared,
5.5 percent mentioned substance abuse as a possible diagnosis. Even those who consider
themselves the best prepared could diagnose less than one in 10 times.



Hypothetical 17-year-old patient with
classic symptoms of illegal drug use:

* red eyes, runny nose
» frequent sore throat
» headache, chronic fatigue

* loss of appetite, loss of interest in

school

* worsening relations with parents

Diagnosing Teen Substance Abuse

Pediatricians were presented
with avignette of afictional teenager
with classic symptoms of drug abuse:
red eyes, runny nose, frequent sore
throat, headache, chronic fatigue, loss
of appetite, loss of interest in school
and worsening relations with
parents®. Half of the pediatricians
were presented with the vignette for a
female patient and half with amale
patient.

A majority (59.2 percent) of pediatricians mentioned substance abuse as a potential

diagnosis. Still, 40.8 percent of adolescents with these drug abuse symptoms would not have

been diagnosed by their pediatrician. Gender made a difference here aswell. For femae

patients, pediatricians were more likely to diagnose depression (62.9 percent) than illegal drug

use (50.6 percent). For male patients, illegal drug use was the most common diagnosis (64.4

percent) compared to depression (52.2 percent). (Chart 7) Because the vignettes of the adult and

teens differed, it is not possible to compare performance of pediatricians with other primary care

specialties.

Those pediatricians who had both family and close friends or colleagues who experienced

substance abuse problems were more
likely to choose substance abuse as a
diagnosis (71.4 percent). Those who
believed strongly in the effectiveness of
available treatments for substance abuse
(59.6 percent) were twice as likely to
pick substance abuse than those who did
not believe in its effectiveness (33.3
percent). Those who received medical
school training in substance abuse were
more likely (66.2 percent) than those

Chart 7

Pediatrician Response To

Vignette of Teen With Drug Problem

70% -

60% +

50% +

40% -

30% -

20%

10% -

0% -

Boys Abusing Drugs

64.4%

50.6%

Girls Abusing Drugs

10




Chart 8 who never received it (48.8 percent) to

Pediatricians Who M entioned identify substance abuse as a possible

Abuse As Possible Di ' , :
Substance Abuse As Possible Diagnosis diagnosis. (Chart 8)

80% - 66.2% The gender of the physician had
70% -
60% | an impact as it did with adult patients.
50% -
40%
30% -

Female pediatricians were far more likely
to mention substance abuse for male

20%
10% 4
0% -

patients (78.3 percent) than for female

Received Substance Abuse No Substance Abuse

Training in Med School Training in Med School patlentS (407 percent) Male

pediatricians were somewhat more likely

to mention substance abuse for female patients (66.7 percent) than for male patients (55.9
percent). (Chart 9)

Patients Perceptions of Physician Diagnoses

More than half (54.8 percent) of patients currently in treatment for substance abuse
agreed that physicians don't know how to detect addictions and end up treating the physical
symptoms of addiction rather than the addiction itself. (Chart 10)

A maority of patients (53.7 percent) said their primary care physician did nothing about
their substance abuse. Nearly half (43 percent) said their physician never diagnosed their
substance abuse and another 10.7 percent believe their physician knew about their condition but
failed to offer assistance.

Treatment Needs

) Chart 9
Of patients surveyed, 71.9 percent Pediatricians Diagnosis of

were addicted to both drugs and alcohol. Boy/Girl Drug Problem
Only 16.7 percent had been addicted to
drugs alone and only 11.4 percent only to

78.3%

80% ~

acohol. (Chart 11) There were some 60%1 BBoys
differences by age. Older patients--adults 40% | meirls
over 50--were more likely to be involved 20% 1

only with alcohol (47.3 percent) than v L —

younger patients (4.1 percent for ages 18- *Physician provided five diagnoses

34 and 7.5 percent for ages 35-49).
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Almost half of older adults (49.1
percent) reported abusing both drugs
and alcohol compared to nearly three
quarters of the younger patients (78.1
percent of 18 to 34 year oldsand 73.4
percent of 35 to 49 year olds). While

differences by racial/ethnic group were
also significant, the pattern is harder to

discern. Fewer white patients reported
having abused only drugs (8.5 percent)
compared to African-American (25.3

percent) and other racial/ethnic groups

Chart 10

Physicians Do Not Know How To Detect
Addiction; Just Treat Symptoms of Addiction

60% -

50% -

40% -

30% -

20% -

10% -

54.8%

45.2%

Agree Disagree

(24.4 percent). Women, older patients, inpatients and those with insurance were the most likely

to report being helped with their substance abuse problem by their primary care physician.

Chart 11

Patients Addicted To:

90% 1
80% -
70%
60% 1
50% -
40% ~
30% +
20% ~
10% -

0% -

Alcohol only Drugs only

71.9%

Drugs & Alcohol

Few Physicians |mmediately
Refer Patientsfor Substance
Abuse Treatment
Counsdling Patients

Primary care doctors are
far more likely to counsel patients
with acohol or drug problems than
refer them for counseling or
treatment. About two-thirds of
primary care physicians (63.2
percent) say their first choice of
action isto counsel their patients

who have alcohol abuse problems; more than half (57.1 percent) counsel patients with drug

problems. About one quarter of physicians (26.4 percent) say that counseling patients about their

tobacco addiction is the most effective course of action.
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For patients under
age 18 with alcohol or drug
problems, physicians were
most likely to counsel them

Most Effective In Getting
Adolescent Patients To Quit Smoking

to quit (45.6 percent for 40% 1T 36.2%
35%
30%
drugs). To help patients 25% -
20%
15% -
primary care physicians first 10% |

preferred counseling (33 5% 1
0% -

Nothin Patient
percent) (Chart 12) Availablegor Counseling
Don't Know of

Significantly, 36.2 percent Anything

33.0%

alcohol and 47.2 percent for

under age 18 quit smoking,

Nicotine Patch  Prescription
Drugs

indicated they had found

none of the available treatments or interventions for smoking to be effective for adolescents.

Pediatricians are much more sanguine about their ability to counsel patients with tobacco-

related problems. Four out of five pediatricians (79.4 percent) indicated their first responseto a

patient with a tobacco-related problem would be to counsel them about the dangers of smoking

and encourage them to stop.

Chart 13

What Physicians Do When Adult
Patient Is Abusing Alcohal

70% - 63.2%
60% -

50% -

05 4
40% 28.6%
30% H
20% H

10% H 2.0%

0% -
Counsel About Dangers Refer Elsewhere Provide Educational
Materials/Contact

Family/Prescribe RX

13

Treatment Referral
When
physicians diagnose
an alcohol problem,

only 28.6 percent
say their first
response isto refer
thelr patients
elsewhere for
treatment. (Chart
13) Those who do
refer make referrals
to a substance abuse
counselor (22.4




percent), another Chert 14
physician or
psychiatrist (21.6
percent), a self-
help group (18.6 50% - 45.6%

percent),

What Physicians Do When Adolescent
Patient Is Abusing Alcohol

40% -|
counselors or

psychologists 30%
(16.6 percent),
outpatient services

31.4%

20%

(13.8 percent), and 10%

inpatient services

(4.8 percent). 0% -

Counseling To Quit Refer Contact Family
Member/Inform Parents

For

patients with drug

abuse problems, 31.9 indicate that their first response isto refer them elsewhere. When such a
patient is referred, most often it is to substance abuse counselors (28.4 percent), other physicians
or apsychiatrist (24.4 percent) or outpatient services (17.3 percent). Only 5.8 percent say they
refer to inpatient services and 3.8 percent to self-help groups. Most physicians who referred
(78.2 percent) were satisfied with the treatment their substance-abusing patients received.

For patients under age 18, 31.4 percent of physicians would refer them elsewhere for
treatment for an alcohol or drug problem; most to a counselor or psychologist and next to a
substance abuse counselor. About 10 percent said they would contact afamily member if the
teen had an acohol (or drug) problem. (Chart 14)

About one in ten physicians (9.6 percent) indicated that refering adult patients for
treatment or counseling to quit smoking or other tobacco use is the most effective course of
action. For patients under age 18, only 9.6 percent of primary care physicians said that the most
effective strategy would be to refer a patient for counseling or treatment for smoking. Only 8.8
percent of pediatricians would refer their patients who smoke for treatment or counseling. Of the
small number of physicians who would refer their patients, 50 percent preferred a smoking
cessation program to referral to another physician or psychiatrist (25 percent).

14



Chart 15

Patient Satisfaction With Primary Care
Physician’s Advice, Referralsand/or Treatment

Patients' Satisfaction
with Referral

Of those patients
who saw a primary care

60% -

51%

50% A

40% 36.1%

30% -

20% A

10% -

0% -
Very Somewhat

Not too Not at all

physician while they were
abusing alcohol or drugs,
46.3 percent reported that
the physician at some
point offered referral or
treatment for their

addiction problems. Most
patients (87.1 percent)
were satisfied with the

advice, referral or treatment they received from their physicians. (Chart 15) Most of these

patients believe their physician was qualified to help them (38.7 percent said "very qualified" and

38.2 percent said "somewhat qualified") and very concerned with their well being (61 percent).

Seventy percent of patients who were referred felt their physician did everything that he or she

could to help them overcome their substance abuse or addiction and 73.3 percent said they never

felt "put down" by the primary care physician because of their addiction.

Patients Treatment is Delayed
The combination of low
rates of diagnosis of a substance
abuse problem and delayed
referral means that atypical
patient in the CASA survey had
a substance abuse problem for
ten years before receiving
treatment. When asked who
was most involved in the
patient's decision to seek
treatment, only 9.3 percent

surveyed cited their primary

Chart 16

I ndividuals/Groups Who Were Involved A
Lot in Patient’s Decision To Seek Treatment

Your self 78.0%
Family

Spouse/Significant Other

30.4%

Friend(s)
Criminal Justice System
11.3%
9.3%
9.0%

Employer

Primary Care Physician
Other physician
Co-workers

Clergy

0% 20% 40% 60% 80%

15




care physician. (Chart 16) Nearly 75 percent said their physician was not involved in their
deciding to seek treatment and 16.7 percent said the physician was involved alittle.

The Use of Pharmaceuticals

A majority of patients (54.5 percent) said that physicians end up prescribing drugs that
may be dangerous to them. Thirty (29.5) percent of patients say their physician knew about their
addiction and still prescribed

The ignorance of most physicians of even the basic pharmacol ogy of )
mood-altering drugs remains nothing short of remarkable. psychoactive drugs, such as

- Bary Simmel, M.D. sedatives or Valium. On the

Dean for Academic Affairs at the Mt. Sinai School of Medicine, in a paper

published in a 1995 report for the Josiah Macy, Jr. Foundation. other hand, two-thirds of

physicians (67.2 percent)
indicated that they withheld prescribing analgesics to some patients over the past 12 months out
of concern they might become addicted to them.

For adult patients with tobacco-related problems, 28.7 percent of physicians indicated
that they would prescribe medications; roughly one in five identified the nicotine patch as the
most effective treatment (19.5 percent). For patients under the age of 18 who want to quit
smoking, 8.1 percent of primary care physicians indicated that they preferred the patch and 5.1
percent preferred prescription medications. (Chart 17)

Brief Interventions Chart 17

What's M ost Effective In Getting
Adult Patientsto Quit Smoking

Brief interventions have
been shown to be effective for

acohol and smoking.?® For the 3506 -
limited number of patients who 28.7%

26.4%

their physician identified as
having a substance abuse
problem, two-thirds (66.8
percent) of physicians report
using brief interventions for
patients with alcohol-related

probl ems and (826 percent) Prescription Drugs Counseling Nicotine Patch Referral to

Treatment/Counseling

with smoking-related problems.
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(See Chart 18 for breakdown by speciality.) Brief interventions are defined as five to ten
minutes of counseling delivered by physicians about drinking levels or tobacco use and
associated problems. Physicians who are more likely to employ brief interventions for alcohol-
related problems are those who believe available treatment methods are effective (70.8 percent);
find it least (36 percent) or moderately (67.8 percent) difficult to discuss substance abuse with
their patients; have received CME training within the past five years (74.9 percent); or reported
personal experiences with both family and close friends/colleagues that involved substance abuse

(74.1 percent).

Chart 18

Physicians Who Use Brief | nterventions for
Alcohol and Smoking-Related Problems

100% -

89.6% 86.7%
81.1%

77.5%

80% -

60% -

[ Cigarettes

40% -
O Alcohol

20% -

0% -
Family Internal Pediatrics General OBGYN
Practice Medicine Practice

17



18



[11. Why Is The Opportunity Lost?

The CASA survey of physicians and patients provides some important clues about why
physicians are missing the substantial opportunity to reduce substance abuse and its costs and
consequences. Barriersthat contribute to primary care physicians missing or misdiagnosing a
patient's substance abuse include: lack of adequate training in medical school, residency and
CME courses; failure to recognize a cluster of symptoms that may signal substance abuse;
skepticism about the effectiveness of treatment; discomfort discussing substance abuse with
patients; time constraints; fear of losing patients; and lack of insurance coverage. Patient
resistance compounds the problem.

Lack of Adequate Training

The vast majority of physicians (89.7 percent of those who graduated in the past ten
years, 79.2 percent who graduated 11 to 20 years ago) say they received some level of substance
abuse training in medical school or residency. (Chart 19) Since 1980, many medical schools
have introduced at least one hour of substance abuse curricula®* A majority (59.5 percent) also
said they received substance abuse training as part of a CME program and nearly half (46.9
percent) received this training within the past five years. (Chart 20) The survey did not ask the

physicians about the
Chart 19
nature of their substance .. .
buse training. H Physicians Who Received Substance
Heetraning. However, Abuse Training in Medical School
CASA's 1996 survey of
primary care physicians 100% - 89.7%
revealed that 67 percent

80% -

of primary care physicians 64.5%

said the most recent 60% 1
training they received in 40%
substance abuse took no

20% -
more than a day®. ’

0% -

Within last 10 years  11-20 years ago 21-30 year s ago Morethan 30 years
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Chart 20

Received Continuing Medical Education (CME)
Training in Substance Abuse Within Last 5 Years

100% -

80%
62.7%
60%

40% -

20% ~

0% -

| 46.9%
average

Family General Pediatricians

Practitioners Practitioners

Internists

Ob-Gyns

The most recent
study of substance abusein
medical education defined a
curriculum unit as "any
formal teaching activity,
including alecture, grand
rounds, or aworkshop as
well as clinical experiences
in atreatment program or a
detoxification unit."
According to this study, a
total average for all medical

schools was 7.2 curriculum

units in substance abuse in 1992. Yet many in primary care received far less than that. Family

medicine had on average three curriculum units; pediatrics had 3.5; internal medicine had 3.9

units. For OB-GY N, 45 percent of schools had at |east one unit but there was no indication of an

average number of curriculum units in substance abuse.?®

(Chart 21)

While most physicians report having received some level of substance abuse training in

medical school or through
CME courses, they are still
missing the substance abuse
diagnoses. Thisisin spite of
the fact that most physicians
(55.2 percent) said they
incorporated this training to
some extent in their daily
practice and 37.4 percent said
they incorporate it to a great
extent. Two-thirds (67.8
percent) of physicians say they

Chart 21

M edical Education
Curriculum Unitsin Substance Abuse--1992

At least Average
one unit Curriculum
(%) Units
Psychiatry 95 4.3
Family medicine 87 3.0
Pediatrics 59 35
Internal medicine 47 3.9
Obstetrics/gynecol ogy 45 NA
All medical schools 93 7.2

Source: Fleming, M., Barry, K., Davis, A.. (1994). Medical education about
substance abuse: Changes in curriculum and faculty between 1976 and 1992. Acad

Med 69: 362-369.

would like more CME training in substance abuse.
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Failureto I dentify Cluster of Symptoms

As CASA discovered in a 1996 survey of physicians conducted for its report Substance

Abuse and the Mature Woman, most physicians focus on individual symptoms that point to

Chart 22

Conditions For Which Physicians
Consider Treatment “Very Effective’

100% -

85.7%

80% -

60% -

42.5%

40% H

20% +

0% -

Hypertension Diabetes Depression Smoking Alcoholism Illegal Drug Abuse

they expect to see and feel confident they know how to treat.?’

common conditions
such as gastro-
intestinal problems
or anxiety (in 1996,
depression was
frequently
mentioned), rather
than considering the
symptoms together
and recognizing that
the combination
indicates the
possibility of
substance abuse.
Physicians may tend
to diagnose illnesses

Skeptical About Treatment Chart 23
Only 3.6 percent of physicians Patients and Physicians Agree That
say treatments for alcoholism are very PatientsLie About Addiction

effective. Only 2.1 percent believe
that treatments for illegal drug abuse

100% + 84.9%
90% -
80% -
70% -
60% -
50% -
40% -

arevery effective. By contrast,
primary care physicians have

tremendous confidence in treatments 28; :

for hypertension (85.7 percent) and 18;

diabetes (69 percent). Even 42.5 Patients

57.7%

Physicians
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percent say treatment for depression is very effective. Physicians have more confidencein
treatments to help adult patients quit smoking (8.2 percent) but far fewer (2.8 percent) believe
that treatments to assist adolescents in quitting smoking are very effective. (Chart 22)

Patient Resistance

Almost 58 percent (57.7 percent) of physicians say they don't discuss their patients
addictions because they believe that patients lie to them about it. A vast majority of patients
(84.9 percent) admit lying to their physicians. (Chart 23) When asked why they don't discuss
substance abuse with their physicians, patients say that a major obstacle to getting help is of their
own making. Besides admitting they lie to their physicians about their substance abuse
problems, 84 percent won't discuss their substance abuse because they are ashamed, 54.3 percent
because they don't want to stop using drugs and 34.3 percent for fear their physician will tell
their families. Only alittle more than one-third (36.8 percent) blamed their physician saying he
or she was not sympathetic. (Chart 24)

Lying to

Chart 24 .. .
physiciansis not

Reasons Patients Have Difficulty restricted to the

Discussing Addiction With Physician

problem of substance
abuse. Patients

100% - » frequently lie about

eating habits, sexual
practices and medical

80% -

o 54.3% . H
60% compliance. This

36.8% 34.3% does not necessarily

40%
21.9% 21% 18.1% mean that phySI Cl ans
20% -
do not discuss these

0% - issues with patients.

Ashamed Do Not Want To  Physician not Afraid doctor  Would not know Not enough time Afraid of
Stop Using sympathetic ~ would tell family how to help Physician
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Discomfort Discussing Substance Abuse with Patients

Forty-one (40.7) percent of physicians find it difficult to discuss alcohol abuse with their

patients; 46.6 percent find it difficult to discuss prescription drug abuse. By contrast, less than

Chart 25

Many Physicians Have Difficulty Discussing
Substance Abuse With Patients

60%

50% -

40% -

30% -

20% -

10%

0% -

17.9%

46.6%
40.7%

Depression Alcohol Abuse Prescription Drug

Abuse

onein five primary care
physicians fedl difficulty
discussing depression (17.9
percent). (Chart 25) Over half
of patients (54.4 percent)
surveyed said that they, not their
physician, had initiated
discussion of their substance
abuse/addiction.

Doctors are
uncomfortable discussing
substance abuse with patients for

avariety of reasonsincluding fear of alienating or loosing the patient. Some do not want to

guestion a patient's integrity (29.5 percent) or do not want to frighten or anger a patient (25

percent). Othersthink that raising the issue will encourage a patient to seek another doctor (11

57.7%:
35.1%:
29.5%:
25%:

15.7%:
12.6%:
11%:

10.6%:

Y Y Y Y Y Y Y Y

Chart 26

Why Physicians Do Not Discuss Alcohol or

Drug Abuse With Patients

Patients often lie

Time constraints

May question patients’ integrity

Don’t want to frighten/anger patient
Uncertainty about treatments
Personally uncomfortable with subject
May encourage patient to see other MD

Insurance doesn’t reimburse physician’s
time

percent).

Physicians with
personal experiences with
substance abuse--both friends
and family members--were
more likely to screen for
substance abuse, to have
identified substance abuse as a
potential diagnosis and to
employ brief interventions.
This personal experience may

make a physician more

sensitive to a substance-abusing patient and more likely to confront the problem.
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Time Constraints

One-third of physicians (35.1 percent) cite time constraints as reasons for not discussing
substance abuse with their patients. (Chart 26) Thirty-five (35.3) percent of patients thought
their physician was too busy to detect their addiction.

Screening and counseling a patient takes time and physicians estimate they spend an
average of 11.7 minutes per patient visit just talking with the typical patient (and the parents of
adolescent patients) in addition to time spent examining them. Many primary care physicians are
overwhelmed by the growing responsibilities and time demands of being a gatekeeper for a
patient's health care needs.?® Managed care isimposing ever more severe time constraints on
primary care physicians. This pressure to save time and minimize unreimbursed costs deters
physicians from paying anything but the briefest attention to the problem--and only when it has
reached its more severe, costly and obvious stages.?®

Lack of Insurance Coverage
Eleven (10.6) percent of physiciansindicated that they do not talk to patients about
substance abuse because they are not always reimbursed for the extra time spent dealing with

substance abuse problems. Physicians
. . Chart 27
surveyed also said that nearly onein

five patients (17.6 percent) referred for

treatment had been denied it by

Patients Referred For Treatment

insurance companies. Patients were 60% - 53.9%
more likely to be referred to treatment if 50% | o
they have insurance (53.9 percent) 40% |

compared with those without insurance
(39.9 percent). (Chart 27)
According to a 1999 report of

30% A

20% A

10% -
health care beneflts prOVided empl OyeeS No health insurance Had health insurance

in atypical medium to large U.S.
company by HayGroup, addiction treatment benefits decreased by 74.5 percent from 1988 to
1998. Asaproportion of the total health benefits, addiction treatment benefits decreased from
0.7 percent in 1988 to 0.2 percent in 1998.%° Lack of insurance may discourage physicians from
discussing substance abuse with patients and referring them for treatment.
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The Stacked Deck

Time constraints, lack of insurance coverage and fear of losing patients all may translate
into the specter of lost revenues for physiciansif they take the time to address the problem.
The combination of physicians who don't believe substance abuse treatment works, severe time
constraints placed on them by managed care, the failure of insurance companies to adequately
cover substance abuse counseling and treatment and patients resistance al stack the deck against
physicians diagnosis of substance abuse and addiction.
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V. Taking Advantage

To take advantage of the opportunity facing primary care physicians to reduce the costs

and consequences of substance abuse and addiction in America, CASA recommends that:

» Medical schools and residency and continuing medical education
(CME) programs step up training in substance abuse. Training for
primary care physicians should include effective methods of substance
abuse diagnosis and treatment beginning in medical school and continuing
through residency and CME programs. Training should include all types
of drugs--tobacco, alcohol and licit and illicit drugs--and include
techniques for recognizing the signs and symptoms of substance abuse
including gender differencesin symptoms and tolerance levels, ways to
break through patient resistance and knowledge about treatment.

» Licensing boards and residency review committees of the primary
car e specialtiesrequire substantial training for primary care
physiciansin knowledge, attitudes and skillsrelated to substance
abuse and addiction. Questions about substance abuse should be on

every exam for licensing physicians.

» Medicare, Medicaid, private insurers and managed car e expand
coverage for arange of substance abuse treatment services. In order
to assist physicians in addressing the substance abuse problems of their
patients, a broad range of effective treatment services must be available,
tailored to individual needs and covered under health insurance plans.

» Medicare, Medicaid, private insurers and managed car e or ganizations
pay physiciansto talk to patients about substance abuse. Without
institutional support to address the lack of time and money to compensate
physicians for their efforts, physician training alone will be insufficient.

» Primary care physicians screen their patientsfor substance abuse and
learn to recognize the cluster of symptomsthat may signal abuse.
27



Physicians should ask about substance abuse--including the quantity and
frequency of use--on health history forms at least once a year, regularly
use screening instruments to determine whether a patient has a substance
abuse problem and test for drugs when appropriate. Rather than
diagnosing individual symptoms of disorders, primary care physicians
should look for clusters of symptoms that provide clues to substance abuse
and addiction.

Primary care physicians be held liable for negligent failureto
diagnose substance abuse and addiction. While it may not be asimple
matter to diagnose substance abuse and addiction, screening and
diagnostic tools and protocols are available to help make the diagnosis.
Physicians should be held accountable for using these tools and protocaols,
for screening and for testing where indicated, just as they are held liable
for not diagnosing cancers and other health conditions and conducting

appropriate tests to detect such conditions.
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Appendix A

M ethodology

The physicians and patient survey was conducted between April and August of 1999. To inform
the survey, focus groups were conducted with primary care physicians, patients currently receiving
substance abuse treatment and primary care support staff in the Chicago area. Key informant interviews
also were conducted with physicians who had expertise in substance abuse. Pretesting of the instrument
and eligibility screening took place between August 1998 and March 1999. This study was approved by
the Institutional Review Boards (IRBs) at both CASA and the University of Illinois at Chicago.

Physician Survey

Theinitial survey design anticipated 750 completed interviews divided equally among the five
primary care specialties as defined by the American Medical Association: internal medicine, general
practice, family practice, obstetrics/gynecology and pediatrics. The sample was purchased from Medical
Marketing Services and included randomly selected physicians. It included office-based MDs and DOs
(Doctor of Osteopathic Medicine) practicing in the United States but excluded federal physicians and
those practicing in territories of the United States.

The sample was screened between October 1998 and April 1999. The screening was necessary to
verify that the physicians were in one of the five specialties and saw patients at least ten percent of the
time. Of the 3,936 cases set up, only 2,913 were dligible to participate. Cases were set up for
interviewing in replicates of 300 between March 31, 1999 and June 13, 1999. In
order to obtain an adequate sample size, an additional 894 cases were set up for screening/interviewing in
July and August 1999.

In an effort to achieve the highest response rate possible, physicians were asked to identify a
charitable organization to which $10 would be donated on their behalf. Each physician also received an
advance letter from the Survey Research Laboratory (SRL) that included aletter endorsing the survey
from one appropriate medical specialty organization: the American Medical Association, The American
Academy of Family Physicians, the American Society of Internal Medicine, The American College of
Obstetricians and Gynecologists or The American Academy of Pediatrics.

The response rate--the proportion of eligible respondents who completed the interview--was 18.3
percent. This response rate reflects the practical difficulties of conducting personal interviews with busy
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primary care physicians who see an average of 24 patients per day.” To assure that the survey results
were nationally representative, data from the physician survey were weighted to the proportionate

distribution of primary care physicians by specialty in the United States.

Patient Survey

Patients were surveyed at ten facilitiesin four states (California, Illinois, Minnesota and New
York). The surveysincluded patients who lived in 29 states and five foreign countries. The survey of
current patients receiving inpatient or outpatient treatment for a substance abuse addiction was conducted
using convenience sampling methods. Although the results are not nationally representative, they provide
useful insights regarding the experiences of these patients and their interactions with primary care
physicians.

SRL staff visited most of the treatment facilities to explain the study to patients and request their
participation. At most sites, the researcher was introduced to a group of patients who were gathered for a
lecture or group session. After briefly explaining the purpose of the study, patients were asked to
participate by filling out the paper and pencil survey. The researcher emphasized that participation was
voluntary and confidential. Those who chose to fill out surveys received $10 in cash once surveys were
completed. Completion of the surveystook approximately 15 minutes, and the response rate was 88.24

percent.”

Analysis

A comparison of the weighted survey data with known statistics for the total population of
primary care physicians in the United Statesis presented in Table 1. Only non-federal physicians were
interviewed. As Table 1 indicates, our sample somewhat under-represented female physicians. They
constituted 24.4 percent of the final weighted survey sample, but actually represent 30.2 percent of all
non-federal primary care physiciansin the U.S. according to the most recent estimates published by the
American Medical Association. The AMA statistics also suggest that physicians practicing in
metropolitan (or in urban/suburban) locations were under-represented in the survey sample (70.1 percent

in the sample vs. 74.6 percent according to AMA estimates). In evaluating this difference, it isimportant

" Estimate based on survey findings of 96.1 patients seen per week in the office-based practice of the typical survey respondent and assuming
four working days per week.

" In this survey, the response rate represents the total number of completed surveys divided by the total number of patients who were eligible to
participate. Therefusal rate, on the other hand, istheratio of refusalsto eligible cases, and the cooperation rate is the ratio of completed
interviews to the sum of completed interviews and refusals.
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to note that physician's self-reported status as practicing in an urban or suburban area may not be
precisely equated with the definition of "metropolitan” employed by the AMA.

Table 1 aso compares the distribution of our sample across Census regions with the known
geographic distribution of al primary care physicians. This information was not available for non-federal
physicians only. Nonetheless, the geographic composition of our sample was fairly representative of the
known distribution of primary care physiciansin the U.S. Our sample s less consistent, however, with
the estimated age composition of primary care physicians, as measured by length of time since graduation
from medical school. Although it isimportant to note that the comparison being made is between a
survey sample of non-federal physicians and the estimated proportions of federal and non-federal

physicians, Table 1 nonethel ess suggests that the survey sample under-represents younger physicians.
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Table 1. Comparison of physician sampleto the American Medical Association’s
distribution statistics

Characteristics AMA* Our Sample
Female 30.2%° 24.4%
M etropolitan © 74.6%° 70.1%
Region
Northeast 20.9%" 23.5%
Midwest 22.4%" 24.9%
South 33.8%" 31.9%
West 22.9%" 19.7%
Med School Graduation
Within last 10 years 27.4%° 13.0%
11-20 years ago 29.6%° 33.6%
21-30 years ago 21.1%° 26.0%
More than 30 years ago 21.9%° 27.4%

% Non-Federal Physicians 1998
®  Total Physicians (Federal and Non-Federal) 1998
¢ Contains AMA'’s “Metropolitan” category and our “Urban” and “Suburban” categories

" Pasko, T., Seidman, B., & Birkhead, S. (2000). Physician Characteristics and Distribution in the US.
American Medical Association, Chicago, IL.

Sample weighted for physician specialty. Sample contains nonfederal physicians only.



Comparison of our patient sample with known estimates of racial distribution in publicly funded
substance abuse treatment programs are presented in Table 2. These comparisons suggest that our sample
over-represented female and African-American patients. 1n evaluating these differences, it isimportant to

note that some of the treatment programs included in the patient survey were not publicly funded.

Table 2. Comparison of patient sample to the Substance Abuse and Mental Health Services
Administration (SAMHSA) distribution statistics

Characteristics SAMHSA* Our Sample*
Female 30.0% 43.8%
Race
White 56.0% 49.5%
African-American 26.0% 41.1%
Other 10.5% 9.4%

*  Substance Abuse and Mental Health Services Administration (SAMHSA), Office of Applied Studies.
Retrieved October 19, 1999 from the World Wide Web: http://www.samhsa.gov/oas/oasftp.htm.

* Our patient survey sample was a convenience sample from 10 inpatient and outpatient treatment
facilitiesin four states.
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Appendix B

The tables in this Appendix provide further detail for material presented in the text. The tables
appear in the same order as they are discussed in Chapters |1 and I11. Questions in the tables are
referenced to questions in the survey instrument by the notation (Q) followed by the relevant
guestion number from Appendix C.

(Tablesrelated to Chapter 11)

Tablel Indicator s used to identify physicians who are “ car eful screeners’
(1). Screening via discussions with patients Physicians
(%)

“During the past 12 months, with how many of your patients
whom you know or suspect have a problem with alcohol abuse
have you raised that topic?’ [percent reporting “almost all”]....................... 65.6 (Q20a)

“During the past 12 months, with how many of your patients

whom you know or suspect have a problem with drug abuse

have you raised that topic?’ [percent reporting “almost all”].............cccccee.. 69.8 (Q20b)
(2). Screening via annual health history forms

“How often do your patients complete a health history
form?’ [percent reporting at least once ayear]..........oooeveiiiiiiiiie i 534  (Q7a)

Of physicians completing health history forms at least annually:
“Do you ask about quantity and frequency of alcohol

use?’ [percent responding “YeS] ... ....oe et 45.3 (Q7b)
“Do you ask about use of psychoactive

medications?’ [percent responding “YeS ] ... ...vvii i 41.1 (Q7c)
“Do you ask about tobacco use?’ [percent responding “yes’].......c.veeviennnn. 494  (Q7e)

“Do you ask about illegal drug use or
addiction?’ [percent responding “Yes'] ... ..o ceuieiii i 40.5 (Qf)

(3). Screening via standardized instruments

“Do you ever administer any alcohol or drug use screening
instruments to the patientsin your practice?’ [percent responding “yes’]........ 31.8 (Q8a)

(4). Screening of pregnant patients

“With how many of your pregnant patients do you discuss
alcohol use?’ [percent reporting “amost all”].......oooviiiiiii i, 784  (Q6b)

“With how many of your pregnant patients do you discuss
tobacco use?’ [percent reporting “almost al”] ... 87.3 (Q6c)

“With how many of your pregnant patients do you discuss
drug use, including illegal, over-the-counter, and
prescription drugs?’ [percent reporting “almost all”]...........ccooviiiiii i 78.5% (Q6d)
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Table?2 Characteristics of primary care physicians classified as " car eful screeners’
for substance abuse (Q6-8, Q20)

Characteristics (N) " Careful" Not " Careful”
Screeners Screeners
(%0) (%0)
Total Sample (648) 321 67.9
Physician Specialty**
Internal medicine (120) 24.8 75.2
General practice (91) 225 775
Family practice (136) 34.0 66.0
OB/GYN (122) 40.2 59.8
Pediatrics (279) 26.1 73.9
Medical School Graduation
Within last 10 years (81) 39.3 60.7
11B20 years ago (209) 36.1 63.9
21B30 years ago (178) 271.7 72.3
More than 30 years ago (279) 28.0 72.0
Physician Gender**
Mae (483) 294 70.6
Female (165) 40.4 59.6
Belief in effectiveness of available
methods for treating substance abuse*
High Believer (189) 34.5 65.5
Medium Believer (378) 35.0 65.0
Low Believer (50) 234 75.6
How prepared to diagnose
patients with substance abuse**
Most Prepared (249) 39.8 60.2
Moderately Prepared (312) 29.2 70.8
Least Prepared (78) 211 78.9
Difficulty discussing substance
abuse with patients***
Find it most difficult (210) 214 78.6
Find it moderately difficult (280) 333 66.7
Find it least difficult (153) 43.8 56.2
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(Table 2, continued)

Characteristics (N) " Careful" Not " Careful”
Screeners Screeners
Practice Type
Solo private practice (206) 27.2 72.8
Two-physician practice (63) 27.0 73.0
Group practice (365) 36.1 63.9
Practice L ocation
Urban area (200) 32.6 67.4
Suburban area (241) 32.9 67.1
Small town (130) 29.8 70.2
Rural area (68) 35.1 64.9
Patients in managed care plans
0B 33 percent (272) 30.4 69.6
34B66 percent (203) 311 68.9
67B100 percent (159) 38.3 61.7
Patientsin Medicaid plans
0B9 percent (291) 33.0 67.0
10 or more percent (339) 31.8 68.2
Medical school instruction
regarding substance abuse
Yes (430) 34.0 66.0
No (206) 284 71.6
CME training regarding
substance abuse**
Y es—within past 5 years (319) 38.2 61.8
Y es—but not within past 5 years (81) 29.5 70.5
No—never received (234) 26.7 73.3
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(Table 2, continued)

Characteristics (N) " Careful" Not " Careful”
Screeners Screeners
(%0) (%0)
Physician smoking status
Current smoker 14 28.6 71.4
Former smoker (144) 30.3 69.7
Never smoked (490) 32.7 67.3
Physician drinking status
Currently drinks alcohol on aregular basis (124) 29.9 70.1
Previously drank acohol on aregular basis (51) 27.8 72.2
Has never drank alcohol on aregular basis (463) 335 66.5
Personal experience with some-
oneinvolved in substance abuse*
No (163) 24.7 75.3
With either family or friends (218) 314 68.6
With both family and friends (263) 36.9 63.1

*p<.05** p<.0l, *** p<.001

Note: "Careful screeners’ are defined as those physicians who report at least three of the four following activities: (1)
they claim to "almost always" ask patients about their substance use when necessary; (2) they claim to administer a
health history form to their patients at least annually that contains questions about the use of alcohol, psychoactive
medications, illegal drug use, and family history of substance abuse; (3) they report ever administering substance
abuse screening instruments to their patients; (4) they report "almost always" discussing tobacco, acohol, and drug

use with pregnant patients.
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Table3 Substance abuse diagnoses in adult vignette

" Next, based on your experience, 1'd liketo ask you to suggest up to five likely diagnosesthat cometo
mind for the following hypothetical patient. The patient isa married, 38-year-old [male/female] with recurrent
abdominal pains. [He/She] hasintermittently elevated blood pressure, and gastritis visible on gastr oscopy, as
well aswaking up frequently at night and irritability. [He/She] also reports normal libido, and no previous
psychiatric history. Based on thisinformation alone, what are the top five diagnoses that cometo mind?" (Q1)

Characteristics (N) Mentioned Did Not Mention
Substance Substance Abuse
Abuse (%)
(%)
Total Sample (462) 6.2 93.8
Gender of Vignette*
Mae (170) 10.2 89.8
Female (292 4.7 95.3
Physician Specialty
Internal medicine (119) 6.8 93.2
General practice (90) 25 975
Family practice (135) 115 88.5
OB/GYN (118) 4.3 95.7
Medical School Graduation
Within last 10 years (52) 9.4 90.6
11B20 years ago (157) 6.8 93.2
21B30 years ago (122) 4.6 954
More than 30 years ago (132) 4.8 95.2
Physician Gender
Mae (378) 55 94.5
Female (84) 9.0 91.0

Belief in effectiveness of
available methods for
treating substance abuse

High Believer (115) 8.3 91.7
Medium Believer (277) 5.6 94.4
Low Believer (40) 47 95.3

How prepared to diagnose
patients with substance abuse*

Most Prepared (208) 8.6 914
Moderately Prepared (201) 6.5 935
Least Prepared (46) 20 98.0

Difficulty discussing substance
abuse with patients

Find it most difficult (137) 5.2 94.8
Find it moderately difficult (212) 6.1 93.9
Find it least difficult (110) 6.9 93.1
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(Table 3, continued)

Characteristics (N) Mentioned Did Not Mention
Substance Abuse Substance Abuse
(%) (%)
Practice Type
Solo private practice (162) 55 94.5
Two-physician practice (49) 7.4 92.6
Group practice (243) 6.6 934
Practice L ocation
Urban area (156) 7.4 92.6
Suburban area (146) 5.0 95.0
Small town (102) 5.4 94.6
Rural area (52) 22 97.8
Patientsin managed car e plans
0B33 percent (208) 5.6 94.4
34B66 percent (151) 6.3 93.7
67B100 percent (95) 7.6 92.4
Patientsin Medicaid plans
0B9 percent (219) 55 94.5
10 or more percent (232) 7.1 92.9

Medical school instruction
regar ding substance abuse*

Yes (315) 6.7 93.3
No (137) 19 98.1
CME training regarding
substance abuse
Y es-within past 5 years (229) 7.6 92.4
Y es-but not within past 5 years (60) 4.4 95.6
No-never received (164) 43 95.7
Physician smoking status
Current smoker (13) 0.0 100.0
Former smoker (109) 4.2 95.8
Never smoked (340) 6.8 93.2
Physician drinking status
Currently drinks alcohol on aregular basis (87) 5.0 95.0
Previoudly drank acohol on aregular basis (40) 21 97.9
Has never drank alcohol on aregular basis (326) 6.7 93.3
Personal experience with someone involved in
substance abuse
No (107) 4.2 95.8
With either family or friends (158) 1.7 92.3
With both family and friends (194) 6.1 93.9
* p<.05.
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Table4 Per ceived prepar edness to diagnose/identify various conditions

“How prepared do you feel you are to [diagnose/identify] patients with ? Would you say you are
very prepared, somewhat prepared, not too prepared, or not at all prepared?’ (Q2a-f)

Very Somewhat Not too Not at all
Prepared Prepared Prepared Prepared N

(%) (%) (%) (%)
Hypertension 82.8 15.6 13 0.3 (648)
Diabetes 82.3 17.2 0.4 0.1 (647)
Depression 441 51.6 3.9 04 (645)
Misuse of
prescription drugs 30.2 57.2 12.0 0.6 (644)
Alcoholism 19.9 61.8 17.7 0.6 (645)
[llegal drugs 16.9 58.2 24.7 0.3 (643)
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Table5 Substance abuse in adolescent vignette

" Next, based on your experience, I'd like to ask you to suggest up to five likely diagnoses that come to
mind for the following hypothetical patient. The patient, a 17-year-old [male/female], presentswith red eyes,
runny nose, and complaints of a frequent sorethroat, headaches, and chronic fatigue. [He/She] admitsto a
loss of appetite, aloss of interest in school, and wor sening relations with [his’her] mother and father. Based
on thisinformation alone, what are the top five diagnoses that come to mind?" (Q1)

Characteristics (N) Mentioned Did Not Mention
Substance Abuse Substance Abuse
(%) (%)
Total Sample (179) 59.2 40.8
Gender of Vignette
Mae (90) 63.8 36.2
Female (89) 54.4 45.6
Medical School Graduation
Within last 10 years (30) 63.2 36.8
11B20 years ago (48) 64.5 35.5
21B30 years ago (55) 57.1 42.9
More than 30 years ago (46) 53.3 46.7
Physician Gender
Mae (102) 60.0 40.0
Female (78) 58.0 42.0

Belief in effectiveness of
available methods for
treating substance abuse

High Believer (73) 59.6 40.4
Medium Believer (96) 60.7 39.3
Low Believer (9) 33.3 66.7

How prepared to diagnose
patients with substance abuse

Most Prepared (38) 62.5 375
Moderately Prepared (108) 67.4 326
Least Prepared (32) 47.7 52.3
Difficulty discussing substance abuse
with patients
Find it most difficult (72) 54.3 45.7
Find it moderately difficult (64) 61.0 39.0
Find it least difficult (42) 65.4 34.6



Table 5, continued)
Practice Type

Solo private practice (41) 61.5 385
Two-physician practice (13) 75.0 25.0
Group practice (119) 55.8 44.2
Practice L ocation
Urban area (42) 50.0 50.0
Suburban area (92 68.3 31.7
Small town (28) 44.4 55.6
Rural area (15) 50.0 50.0
Patientsin managed car e plans
0B33 percent (61) 61.5 38.5
34B66 percent (52) 70.6 294
67B100 percent (61) 475 525
Patientsin Medicaid
0B9 percent (67) 69.8 30.2
10 or more percent (106) 54.4 45.6
Medical school instruction
regarding substance use
Yes (110) 66.2 338
No (67) 48.8 51.2
CME training regarding
substance abuse
Y es—within past 5 years (66) 59.6 40.4
Y es—but not within past 5 years (20) 714 28.6
No—never received (88) 57.1 42.9
Physician smoking status
Current smoker (@D} 0.0 100.0
Former smoker (34 63.6 36.4
Never smoked (144) 58.1 41.9
Physician drinking status
Currently drinks alcohol on aregular (34 63.6 36.4
basis
Previoudly drank alcohol on aregular (11) 62.5 375
basis
Has never drank alcohol on aregular (133) 58.1 41.9
basis
Personal experience with someone
involved in substance abuse*