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DISCLOSURE

| HAVE NO RELEVANT FINCANCIAL RELATIONSHIP OR AFFILIATIONS WITH
COMMERCERICAL INTEREST TO DISCLOSE



OBJECTIVES

e BY THE END OF THIS ACTIVITY, PARTICIPANTS SHOULD BE ABLE TO:

i

DEFINE PHYSICIAN IMPAIRMENT AND DELINEATE HOW THIS DIFFERS FROM
PHYSICIAN ILLNESS.

LIST THE SIGNS AND SYMPTOMS OF PHYSICIANS WITH SUBSTANCE USE
DISORDERS.

DESCRIBE A STRUCTURED STRATEGY FOR INTERVENING WHEN PHYSICIAN
IMPAIRMENT IS SUSPECTED.

DESCRIBE THE RECOMMENDED ACTIVITIES FOR MONITORING OF PHYSICIANS
WITH SUBSTANCE USE DISORDERS.



AMERICAN MEDICAL ASSOCIATION (AMA)

DEFINES IMPAIRMENT AS:

“THE INABILITY TO PRACTICE MEDICINE WITH REASONABLE SKILL AND SAFETY DUE
TO.

1. MENTAL ILLNESS

2. PHYSICAL ILLNESS, INCLUDING BUT NOT LIMITED TO DETERIORATION THROUGH
THE AGING PROCESS

3. EXCESSIVE USE OR ABUSE OF DRUGS, INCLUDING ALCOHOL"”

AMA Code of Ethics



Federation of

STATEESN

ILLNESS VERSUS IMPAIRMENT MEDICAL
BOARDS

e |LLNESS:
e THE EXISTENCE OF A DISEASE

e |LLNESS IS NOT ALWAYS SYNONYMOUS WITH IMPAIRMENT

e IMPAIRMENT:

* FUNCTIONAL CLASSIFICATION THAT IMPEDES ABILITY TO PERFORM SPECIFIC
ACTIVITIES

* REPRESENTS A CONTINUUM WITH ILLNESS POTENTIALLY PREDATING IMPAIRMENT
BY YEARS

Federation of State Medical Boards. Policy on physician impairment. 2011



EXAMPLES

1. MENTAL ILLNESS:

e MAJOR DEPRESSION, GENERALIZED ANXIETY, SPECIFIC PHOBIAS, BIPOLAR
DISORDER

2. PHYSICAL ILLNESS:

e CHRONIC VS AcCUTE, MEDICATION SIDE EFFECTS, CHRONIC SLEEP
DEPRIVATION

3. SUBSTANCE USE DISORDERS:
e OPIOIDS, ALCOHOL, COCAINE, BENZODIAZEPINES




SYMPTOMS OF PHYSICIAN IMPAIRMENT

Deteriorating personal hygiene Emotional lability
Frequent Absences or Tardiness Appearing sleep-deprived

Increased professional errors Inaccessibility for Patients or Staff
-inappropriate orders, prescriptions, -not responding to calls/pages
clinical judgment -rounding at odd hours
-decline in bedside manner -missing appointments

Decreased concern for patient well- Conflicts with Co-Workers or patients
being

Disorganized Schedule or Missed Multiple Prescriptions for Family Members
Deadlines

Heavy Drinking at Social Functions Many ‘accidental’ injuries

Baldisseri MR. Impaired healthcare professional. Crit Care Med. 2007; 35: S106-116.



FAMOUS ADDICTED DOCTORS

* DR. WILLIAM HALSTEAD — FATHER OF MODERN * DR. SIGMUND FREUD — FATHER OF
SURGERY PSYCHOANALYSIS

* ADDICTED TO COCAINE, THEN MORPHINE * ADDICTED TO COCAINE AND TOBACCO



http://www.latimes.com/local/california/la-me-doctors-addiction-20170720-story.html accessed April 24, 2018
http://www.modernhealthcare.com/article/20160514/MAGAZINE/305149988



http://www.latimes.com/local/california/la-me-doctors-addiction-20170720-story.html
http://www.modernhealthcare.com/article/20160514/MAGAZINE/305149988
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OP-ED CONTRIBUTORS

Why Aren't Doctors Drug Tested?

By Daniel R. Levinson and Erika T. Broadhurst

“HOSPITALS CAN DO MORE TO PROTECT PATIENTS.
IMPROVED SECURITY, SUCH AS SURVEILLANCE OF DRUG
STORAGE AREAS, TIGHTER CHAIN OF CUSTODY ON
DRUGS, AND BETTER TRACKING OF CONTROLLED
SUBSTANCES ARE OBVIOUS AREAS TO TARGET.

BUT WE SHOULD GO FURTHER. WE BELIEVE HOSPITALS
SHOULD BE REQUIRED TO PERFORM RANDOM DRUG
TESTS ON ALL HEALTH CARE WORKERS WITH ACCESS TO
DRUGS. THE TESTS SHOULD BE COMPREHENSIVE
ENOUGH TO SCREEN FOR FENTANYL AND OTHER
COMMONLY ABUSED DRUGS AND MUST KEEP UP WITH
EVOLVING DRUG ABUSE PATTERNS.”

https://www.nytimes.com/2014/03/13/opinion/why-arent-doctors-drug-tested.html



PREVALENCE OF SUBSTANCE USE DISORDERS (SUD)

PREVALENCE OF SUD IN PHYSICIANS BETWEEN 6-15%
e SIMILAR TO GENERAL POPULATION

e ALCOHOL — MOST COMMONLY ABUSED DRUG
* |LLICIT DRUGS — LESS COMMONLY ABUSED THAN THE GENERAL POPULATION

 RATES OF BENZODIAZEPINE AND OPIATE USE ARE UP TO 5X HIGHER THAN
GENERAL POPULATION

e PHYSICIANS IN SOLO PRACTICE, ANESTHESIOLOGY, EMERGENCY MEDICINE
AND PSYCHIATRY MAY BE MORE IMPACTED

* LOWEST RISK — PEDIATRICIANS, PATHOLOGISTS, RADIOLOGISTS, OBSTETRICIANS,
SURGEONS

Flaherty JA, Richman JA. Substance use and addiction among medical students, residents, and physicians. Psych clin North Am. 1993; 16: 189-197.
Hughes PH, Brandenburg N, Baldwin DC Jr. et al. Prevalence of substance use among US physicians. JAMA. 1992; 267: 2333-39.

Hughes PH, Storr CL et al. Physician substance use by medical specialty. J Addict Dis. 1999; 18(2): 23-37

Oreskovich MR, Shanafelt T, Dyrbye LN, et al. The prevalence of substance use disorders in American physicians. Amer J Add. 2015; 24: 30-38.

ACONIOETS



PREVALENCE OF SUBSTANCE USE DISORDERS (SUD)

* FENTANYL ABUSE = 95% ARE EITHER ANESTHESIOLOGISTS OR SURGEONS

e 43% OF OPIOID-USING DOCTORS HAD BEEN USING OPIOIDS FOR MORE THAN 2 YEARS BEFORE
DETECTION

e |IMPAIRED FEMALE PHYSICIANS
e SLIGHTLY YOUNGER (40 VS 44 YEARS OLD)
e MORE LIKELY TO ABUSE SEDATIVE-HYPNOTICS (11.4% Vs 6.6%; OR = 1.87)
e MORE LIKELY TO HAVE A COMORBID PSYCHIATRIC DISORDER (42% VS 27%)

e MORE LIKELY TO REPORT PAST (51.8% Vs 29.9%; OR = 2.51) OR CURRENT (11.4% vs 4.8%; OR
= 2.54) SUICIDAL IDEATION

Wilson et al. Psychiatrically impaired medical practitioners. Australasian Psychiatry. Vol 17, No 1 . February 2009
Garcia-Guasch et al. Substance use disorders in anaesthetists. Current Opinion in Anesthesiology. 25: 2, April 2012
Wunsch et al. Women phsyicians and addiction, Journal of Addicitve Disease, 2007. 26:2; 35-43.



RISK FACTORS

 FAMILY HISTORY OF SUBSTANCE ABUSE

e STRESS AT WORK AND HOME

* EMOTIONAL PROBLEMS

e UNTREATED PSYCHIATRIC CONDITION

e SENSATION SEEKING BEHAVIORS

1. Flaherty JA, Richman JA. Substance use and addiction among medical students, residents, and physicians. Psych clin North Am. 1993; 16: 189-197.
2. Hughes PH, Brandenburg N, Baldwin DC Jr. et al. Prevalence of substance use among US physicians. JAMA. 1992; 267: 2333-39.

3. Hughes PH, Storr CL et al. Physician substance use by medical specialty. J Addict Dis. 1999; 18(2): 23-37

4. Oreskovich MR, Shanafelt T, Dyrbye LN, et al. The prevalence of substance use disorders in American physicians. Amer J Add. 2015; 24: 30-38.



SYMPTOMS OF PHYSICIAN IMPAIRMENT

Changes in sleeping or eating patterns Discrepancy in drug orders or charting

Poor physical condition or hygiene Inconsistent drug wasting procedures

Fatigue Never returning waste at the end of a case

Consistently dilated vs. pinpoint pupils Excessive volunteering for extra cases or
shifts

Bloodshot or watery eyes Strained communication
Mood swings Defensiveness, apathy, or lack of discipline
Personality changes Manipulative

Post op pain out of proportion to opioid dose

1. Baldisseri MR. Impaired healthcare professional. Crit Care Med. 2007; 35: S106-116.
2. Berge KH. Et al. Chemical dependence and the physician. Mayo Clin Proc. 2009; 84(7): 625-631.



DR. MARVIN SEPPALA — CMO HAZELDEN BETTY FORD FOUNDATION

"THERE'S AN INVULNERABILITY: "WELL, I'LL JUST DO THIS THE RIGHT WAY, AND 1T'LL NEVER BE A
PROBLEM. I'LL JUST DO THIS THE RIGHT WAY AND I'LL NEVER OVERDOSE," "

"SOMEHOW THEY BELIEVE THEIR KNOWLEDGE 1S GOING TO BE MORE POWERFUL THAN ADDICTION."

“THAT'S WHERE THE RISK LIES, BECAUSE THESE PEOPLE ARE REALLY BRIGHT, AND BECAUSE THEY
KNOW ILLNESSES AND DO ALL THESE THINGS TO TRY AND HIDE IT ... THE OBVIOUS THINGS ARE

ALWAYS REALLY LATE"

INJECTING DRUGS =2 WEAR LONG-SLEEVED SHIRTS

ABNORMAL PUPIL SIZE = EYE DROPS TO COUNTERACT

http://www.latimes.com/local/california/la-me-doctors-addiction-20170720-story.html. Accessed April 24, 2018



http://www.latimes.com/local/california/la-me-doctors-addiction-20170720-story.html

ADDICTION

The 4 C’s of Addiction:

* Loss of Control

« Compulsive use or Craving

 Continued use despite adverse
Conseqguences

PRIMARY, CHRONIC BRAIN
DISEASE CHARACTERIZED BY
COMPULSIVE DRUG SEEKING AND
USE DESPITE HARMFUL
CONSEQUENCES

INVOLVES CYCLES OF RELAPSE
AND REMISSION

40-60% GENETIC

WITHOUT TREATMENT,
ADDICTION IS PROGRESSIVE AND
CAN RESULT IN DISABILITY OR
PREMATURE DEATH

American Society of Addiction Medicine. April 12, 2011. www.asam.org
NIDA. August, 2010. http://www.drugabuse.gov/publications/science-addiction


http://www.asam.org/

ADDICTION CHANGES BRAIN
STRUCTURE & FUNCTION

Decreased Heart Metabolism
in Coronary Artery Disease

Nl

Lomr

Healthy Disease
Heart HEdI'I

Decreased Brain
Metabolism in Addiction

Healthy
Brain

Diseased
Brain




BARRIERS TO SEEKING CARE

1. STIGMA

2. FEAR OF DISCIPLINARY ACTION
3. AVERSION TO THE PATIENT ROLE
4. DENIAL

“YOU'RE ON A PEDESTAL AS A PHYSICIAN, AND
YOU'VE GOT ALL THESE SOCIETAL
EXPECTATIONS ... IN SOME WAYS 1T'S HARDER
TO ASK FOR HELP BECAUSE NOBODY EXPECTS
YOU TO WANT OR NEED HELP"

* DR. PETER GRINSPOON, BOSTON

VICODIN ADDICTION

“THE 1SSUE WITH PHYSICIANS OR ANYONE
INVOLVED WITH PUBLIC SAFETY 1S THAT
ADDICTION 1S SO STIGMATIZED THAT THE RISK
OF LOSING YOUR JOB OR YOUR PRACTICE 1S
VERY GREAT"

e DR. MICHAEL LOWENSTEIN




BARRIERS TO REPORTING

KNOWN COLLEAGUE IMPAIRMENT REASONS FOR NOT REPORTING

THOUGHT SOMEONE ELSE
WOQOULD DO IT

BELIEVED NOTHING WOULD

HAPPEN
Reported

No Reporting FEAR OF RETRIBUTION

NOT THEIR RESPONSIBILITY
\ \

0% 5% 10% 15% 20%

DesRoches CM et al. Physicians perceptions, preparedness for reporting and experiences related to impaired and incompetent
colleagues. JAMA. 2010; 304(2): 187-193.



FAILURE TO REPORT AN IMPAIRED
PHYSICIAN

REPORT PHYSICIAN
WITHOUT IMPAIRMENT

PATIENTS

* LOOSE ACCESS TO COMPETENT
PHYSICIAN

e LIMIT ACCESS TO CARE e PATIENTS

PHYSICIAN » HARM - DEATH - SAFETY

e BOARD OF MEDICINE e PHYSICIAN
INVESTIGATION

e LOSS OF INCOME e DoES NOT SEEK HELP/TREATMENT

e PuBLIC IGNOMINY e DEATH

e STRAINED PERSONAL & e HARM TO PHYSICIAN FAMILY

PROFESSIONAL RELATIONSHIPS

* LEGAL BILLS

COLLEAGUES

*  OVERWHELMED WITH COVERAGE
RESPONSIBILITIES

DesRoches CM et al. Physicians perceptions, preparedness for reporting and experiences related to impaired and incompetent
colleagues. JAMA. 2010; 304(2): 187-193.
Federation of State Medical Boards. Policy on physician impairment. 2011.



AMERICAN MEDICAL ASSOCIATION

POLICIES RELATED TO PHYSICIAN HEALTH:

e DuTY TO PRACTICE MEDICINE UNIMPAIRED

e H-30.960: PHYSICIANS ENGAGING IN PATIENT CARE SHOULD HAVE NO SIGNIFICANT BODY
CONTENT OF ALCOHOL AND SHOULD AVOID SITUATIONS THAT CREATE A “HANGOVER EFFECT”

e ETHICAL OBLIGATION AND DUTY TO REPORT IMPAIRED COLLEAGUES
« H-275.952

e DuTY TO PRESERVE OUR OWN PERSONAL HEALTH AND PERFORMANCE
 H-140.886

PHYSICIANS’ RESPONSIBILITIES TO COLLEAGUES WHO ARE IMPAIRED BY A CONDITION THAT INTERFERES WITH THEIR ABILITY TO ENGAGE
SAFELY IN PROFESSIONAL ACTIVITIES INCLUDE TIMELY INTERVENTION TO ENSURE THAT THESE COLLEAGUES CEASE PRACTICING AND
RECEIVE APPROPRIATE ASSISTANCE FROM A PHYSICIAN HEALTH PROGRAM (PHP)....

ETHICALLY AND LEGALLY, IT MAY BE NECESSARY TO REPORT AN IMPAIRED PHYSICIAN WHO CONTINUES TO PRACTICE DESPITE
REASONABLE OFFERS OF ASSISTANCE AND REFERRAL TO A HOSPITAL OR STATE PHYSICIAN HEALTH PROGRAM.
THE DUTY TO REPORT...MAY ENTAIL...REPORTING TO THE LICENSING AUTHORITY

American Medical Association. Opinion 9.031 Reporting impaired, incompetent, or unethical colleagues. Code of Medical Ethics. http://www.ama-assn.org/ama/pub/physician-
resources/medical-ethics/code-medical-ethics/opinion9031.page. Accessed December 1, 2013.




ACGME: COMMON PROGRAM REQUIREMENTS

* V|.B PROFESSIONALISM

e VI.B.4 RESIDENTS AND FACULTY MEMBERS MUST DEMONSTRATE AN
UNDERSTANDING OF THEIR PERSONAL ROLE IN THE:

e VI.B.4.C) ASSURANCE OF THEIR FITNESS FOR WORK, INCLUDING:

* VI.B.4.C).(2) RECOGNITION OF IMPAIRMENT, INCLUDING FROM ILLNESS, FATIGUE,
AND SUBSTANCE USE, IN THEMSELVES, THEIR PEERS, AND OTHER MEMBERS OF THE
HEALTH CARE TEAM.

ACGME Common Program Requirements. availble at:
http://www.acgme.org/Portals/0/PFAssets/ProgramRequirements/CPRs_Section%20VI_with-Background-and-Intent 2017-01.pdf



OKLAHOMA

¢

OKLAHOMA ADMINISTRATIVE CODE — TITLE 435

435:10-7-4. UNPROFESSIONAL CONDUCT

THE BOARD HAS THE AUTHORITY TO REVOKE OR TAKE OTHER DISCIPLINARY ACTION AGAINST A LICENSEE OR CERTIFICATE HOLDER FOR
UNPROFESSIONAL CONDUCT. PURSUANT TO 59 O.S., 1991, SECTION 509, “UNPROFESSIONAL CONDUCT” SHALL BE CONSIDERED TO
INCLUDE:

(21) AIDING OR ABETTING THE PRACTICE OF MEDICINE AND SURGERY BY AN UNLICENSED, INCOMPETENT, OR IMPAIRED PERSON.

(40) THE INABILITY TO PRACTICE MEDICINE AND SURGERY WITH REASONABLE SKILL AND SAFETY TO PATIENTS BY REASON OF AGE, ILLNESS,
DRUNKENNESS, EXCESSIVE USE OF DRUGS, NARCOTICS, CHEMICALS, OR ANY OTHER TYPE OF MATERIAL OR AS A RESULT OF ANY MENTAL
OR PHYSICAL CONDITION. TO ENFORCE THIS PARAGRAPH, THE BOARD MAY, UPON PROBABLE CAUSE, REQUEST A PHYSICIAN TO SUBMIT TO
A MENTAL OR PHYSICAL EXAMINATION BY PHYSICIANS DESIGNATED BY IT. IF THE PHYSICIAN REFUSES TO SUBMIT TO THE EXAMINATION, THE
BOARD SHALL ISSUE AN ORDER REQUIRING THE PHYSICIAN TO SHOW CAUSE WHY HE WILL NOT SUBMIT TO THE EXAMINATION AND SHALL
SCHEDULE A HEARING ON THE ORDER WITHIN THIRTY (30) DAYS AFTER NOTICE IS SERVED ON THE PHYSICIAN. THE PHYSICIAN SHALL BE
NOTIFIED BY EITHER PERSONAL SERVICE OR BY CERTIFIED MAIL WITH RETURN RECEIPT REQUESTED. AT THE HEARING, THE PHYSICIAN AND HIS
ATTORNEY ARE ENTITLED TO PRESENT ANY TESTIMONY AND OTHER EVIDENCE TO SHOW WHY THE PHYSICIAN SHOULD NOT BE REQUIRED TO
SUBMIT TO THE EXAMINATION. AFTER A COMPLETE HEARING, THE BOARD SHALL ISSUE AN ORDER EITHER REQUIRING THE PHYSICIAN TO
SUBMIT TO THE EXAMINATION OR WITHDRAWING THE REQUEST FOR EXAMINATION. THE MEDICAL LICENSE OF A PHYSICIAN ORDERED TO
SUBMIT FOR EXAMINATION MAY BE SUSPENDED UNTIL THE RESULTS OF SUCH EXAMINATION ARE RECEIVED AND REVIEWED BY THE BOARD.

(42) FAILURE TO INFORM THE BOARD OF A STATE OF PHYSICAL OR MENTAL HEALTH OF THE LICENSEE OR OF ANY OTHER HEALTH
PROFESSIONAL WHICH CONSTITUTES OR WHICH THE LICENSEE SUSPECTS CONSTITUTES A THREAT TO THE PUBLIC.

(43) FAILURE TO REPORT TO THE BOARD UNPROFESSIONAL CONDUCT COMMITTED BY ANOTHER PHYSICIAN.

http://www.okmedicalboard.org/download/457/MDRULES.pdf. Last amended 12/1/2015



http://www.okmedicalboard.org/download/457/MDRULES.pdf

OKLAHOMA

e THE OKLAHOMA OSTEOPATHIC MEDICINE ACT - O.S. TITLE 59 SECTIONS 620 — 645; 650
e SECTION 637 - REFUSAL, SUSPENSION, OR REVOCATION OF LICENSE - WITNESSES AND EVIDENCE

e A. THE STATE BOARD OF OSTEOPATHIC EXAMINERS MAY REFUSE TO ADMIT A PERSON TO AN
EXAMINATION OR MAY REFUSE TO ISSUE OR REINSTATE OR MAY SUSPEND OR REVOKE ANY LICENSE ISSUED
OR REINSTATED BY THE BOARD UPON PROOF THAT THE APPLICANT OR HOLDER OF SUCH A LICENSE:

* 8. IS INCAPABLE, FOR MEDICAL OR PSYCHIATRIC OR ANY OTHER GOOD CAUSE, OF DISCHARGING THE FUNCTIONS
OF AN OSTEOPATHIC PHYSICIAN IN A MANNER CONSISTENT WITH THE PUBLIC'S HEALTH, SAFETY AND WELFARE;

e 12. HAS BEEN GUILTY OF HABITUAL DRUNKENNESS, OR HABITUAL ADDICTION TO THE USE OF MORPHINE, COCAINE
OR OTHER HABIT-FORMING DRUGS;

e 13. HAS BEEN GUILTY OF PERSONAL OFFENSIVE BEHAVIOR, WHICH WOULD INCLUDE, BUT NOT BE LIMITED TO
OBSCENITY, LEWDNESS, MOLESTATION AND OTHER ACTS OF MORAL TURPITUDE; AND

 14. HAS BEEN ADJUDICATED TO BE INSANE, OR INCOMPETENT, OR ADMITTED TO AN INSTITUTION FOR THE
TREATMENT OF PSYCHIATRIC DISORDERS.

1. https://www.ok.gov/osboe/documents/The%200klahoma%200steopathic%20Medicine%20Act.pdf
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MODEL FOR INTERVENTION

EVALUATE AVAILABLE INFORMATION
UNDERSTAND YOUR INSTITUTIONAL POLICIES

UNDERSTAND YOUR STATE MEDICAL BOARD
POLICIES

DECIDE IF IT SHOULD BE A GROUP OR
INDIVIDUAL INTERVENTION

PREPARE BEFORE THE INTERVENTION — HAVE
A PLAN

PROBLEM IDENTIFIED = REFER TO A PHP

The American Medical Association’s
(AMA) Code of Medical Ethics

Physicians’ responsibilities to colleagues who
are impaired by a condition that interferes
with their ability to engage safely in
professional activities include timely
intervention to ensure that these colleagues
cease practicing and receive appropriate
assistance from a physician health program
(PHP)....

Ethically and legally, it may be necessary to
report an impaired physician who continues
to practice despite reasonable offers of
assistance and referral to a hospital or state
physician health program.

The duty to report...may entail...reporting to
the licensing authority

VandenBos GR and Duthie RF. Confronting and supporting colleagues in distress. Professionals in Distress, Washington, DC: American Psychological Associaton (1986), 211-232.

Berge KH et al. Chemical dependency and the physician. Mayo Clin Prac. 2009; 84(7): 625-631.

American Medical Association. Opinion 9.031 Reporting impaired, incompetent, or unethical colleagues. Code of Medical Ethics. http://www.ama-assn.org/ama/pub/physician-

resources/medical-ethics/code-medical-ethics/opinion9031.page. Accessed December 1, 2013.




MODEL FOR INTERVENTION

. EVALUATE AVAILABLE INFORMATION

. UNDERSTAND YOUR INSTITUTIONAL POLICIES

. UNDERSTAND YOUR STATE MEDICAL BOARD POLICIES

DECIDE IF IT SHOULD BE A GROUP OR INDIVIDUAL INTERVENTION
PREPARE BEFORE THE INTERVENTION — HAVE A PLAN

o oA W NP

PROBLEM IDENTIFIED => REFER TO A PHP

(=

VandenBos GR and Duthie RF. Confronting and supporting colleagues in distress. Professionals in Distress, Washington, DC: American Psychological Associaton (1986), 211-232.
Berge KH et al. Chemical dependency and the physician. Mayo Clin Prac. 2009; 84(7): 625-631.

American Medical Association. Opinion 9.031 Reporting impaired, incompetent, or unethical colleagues. Code of Medical Ethics. http://www.ama-assn.org/ama/pub/physician-
resources/medical-ethics/code-medical-ethics/opinion9031.page. Accessed December 1, 2013.

w N



INTERVENTION

» GOAL — GET INDIVIDUAL A FORMAL

EVALUATION
1.Contact the state PHP; take advantage of your access to this important resource
) STR ESSFU |_ : D EL| CATE . N EVER Sl M PLE | 2. Recruit others to assist you; avoid confronting the physician alone

3.Express positive regard for the physician’s abilities; demonstrate your respect for

» NEVER JUST SEND THEM HOME (HIGH

4. Describe specific, observable problem behaviors of concern; consider using a
SUICI DE RISK) script to assist with this step

5. Avoid accusation or blame; be kind and empathic

- S USP ECTE D AC UTE I NTOXI CATI O N ? 6. Avoid negotiating, arguing, or bargaining; do not engage the individual in attempts

to avoid the intervention

() I M M EDlATE REM OVAL FOR TH E PATI ENT 7.Present a specific plan of action for assessment and treatment; consider working
CARE ENVIRONMENT with the state PHP to develop a plan first

o
FO LLOW P O Ll CY FO R l N STlTUTI O N 9.Insist on immediate action; do not consider requests for “one more chance”
10. Provide for safe transition and transportation to the next step in the plan; typically,
R E F E R FO R T R EAT M E N T assist the physician in attending a professional assessment

PHF, Physician Health Program.

8.Indicate clearly the conseguences of not following through with the plan; do not be
afraid to use coercion—it works!

1. Boisaubin EV, Levine RE. 2001. http://www.ncbi.nlm.nih.gov/pubmed/11465244
2. Berge et al. Chemical dependency and the physician. Mayo Clin Proc. 2009;84(7):625-631
3. Merlo et al. Successful treatment of physicians with addictions. Psychiatric Times. Vol. 26 No. 9



http://www.ncbi.nlm.nih.gov/pubmed/11465244

Federation of

PROVIDER HEALTH PROGRAMS (PHP) SIATEE

BOARDS

FEDERATION OF STATE MEDICAL BOARDS:

*  PROVIDES GUIDELINES ON REFERRAL, EVALUATION, TREATMENT AND LONG TERM MONITORING

ALL BUT 3 STATES (CALIFORNIA, NEBRASKA AND WISCONSIN) HAVE PHP

DUAL PURPOSE

* PROMOTE THE HEALTH AND WELL-BEING OF PHYSICIANS (ESPECIALLY THOSE WITH
SUBSTANCE USE AND MENTAL HEALTH ISSUES)

e PROTECT THE PUBLIC FROM PHYSICIANS WHO MIGHT BE IMPAIRED.

REPORTING TO THE APPROPRIATE REGULATORY AGENCY FOR ANYONE NOT
ABLE TO COOPERATE

PUBLIC INTEREST BEST SERVED IF:

* THERE IS A “CONFIDENTIAL PROCESS ALLOWING FOR EARLY INTERVENTION, EVALUATION, TREATMENT
AND MONITORING.”

Federation of State Medical Boards. Policy on physician impairment. 2011



STATE MEDICAL BOARD VS. PHYSICIAN HEALTH
PROGRAM

Mission: Protect Public Mission: Protect Public,
Health, and Careers of
Physician

Public Proceedings Confidential Proceedings

Reports to National Many report to Medical
Practitioner Data Bank Board; Does not report to
(NPDB) NPDB




MODEL FOR PHP

Federation of State Medical Boards. Policy on physician impairment. 2011



MONITORING OF SUD

REQUIRED

b

ABSTINENCE FROM ALL DRUGS OF ABUSE

PSYCHIATRIC CARE AND INDIVIDUAL
PSYCHOTHERAPY

GROUP THERAPY
SELF HELP MEETINGS (12-STEP PROGRAM)
MONITORING MEETING WITH THE PHP

RANDOM AND FOR CAUSE DRUG
SCREENING

WORKPLACE MONITOR

Federation of State Medical Boards. Policy on physician impairment. 2011

. Berge et al. Chemical dependency and the physician. Mayo Clin Proc. 2009;84(7):625-631

POTENTIAL

RESTRICTED WORK HOURS (PARTICULARLY IN
THE BEGINNING TO MEET REQUIRED
ELEMENTS)

WORKPLACE LIMITATIONS
PRESCRIBING LIMITATIONS

NEUROCOGNITIVE TESTING



OKLAHOMA HEALTH PROFESSIONALS PROGRAM
(OHPP)

e ESTABL'SHED 1983 Jome Sl ARut DHRE S Contact s 7 (405) 60

e SERVED > 900 PHYSICIANS & HEALTH CARE
PROVIDERS WITH DRUG AND CHEMICAL
DEPENDENCE

e  SUPPORT AND MONITOR

e MEDICAL & ALLED HEALTH PROFESSIONALS IN
OKLAHOMA

e SUBSTANCE ABUSE, MENTAL HEALTH, DISRUPTIVE
BEHAVIOR, BOUNDARY [SSUES, STRESS
MANAGEMENT

e FUNDING SOURCES

*  STATE MEDICAL SOCIETY http://www.okhpp.org/

e STATE LICENSING AGENCY

e  MALPRACTICE INSURANCE COMPANIES v Operated by state medical society

* HOSPITAL AND PRIVATE CONTRIBUTIONS v' Formal contractual relationship with state

*  PARTICIPANT FEES medical board



CADUCEUS MEETING

PHYSICIANS SEEKING SUPPORT FROM OTHER
PHYSICIANS IN RECOVERY

OKLAHOMA CItY — ROBERT WESTCOTT, MD
405-650-6681

MEDICAL DIRECTOR

CADUCEUS — EVERY MONDAY 7:00 P.M.

TULSA — MERLIN KILBURY, MD
918-605-5716

ASSOCIATE DIRECTOR

CADUCEUS — EVERY THURSDAY 7:30 P.M.

LAWTON
CADUCEUS — EVERY TUESDAY 6:00 P.M.
LAWTON, OKLAHOMA

ENID — PAUL CHENG, MD
405-412-1233
CADUCEUS — EVERY TUESDAY 6:00 P.M.

ADA—- LYNN BADDETT, MD
405-201-8165
CADUCEUS — EVERY TUESDAY 6:00 P.M

MUSKOGEE — DAVID WHATLEY, MD
918-351-9323
CADUCEUS — EVERY OTHER WEEK 6:00 P.M.



PROGNOSIS FOR SOBRIETY IN PHP

FOR PHYSICIANS COMPLETING A 5-YEAR MONITORING PERIOD:

e /8% WERE STILL LICENSED AND PRACTICING MEDICINE
 11% HAD MEDICAL LICENSE REVOKED
e 19% TESTED POSITIVE DURING DRUG OR ALCOHOL MONITORING

* NO SIGNIFICANT DIFFERENCES BETWEEN SURGEONS VS NON-
SURGEONS

1. MclLellal AT. et al. Five year outcomes in a cohort study of physicians treated for substance use disorders in the United States.
BMJ. 2008; 337: a2038.

2. Buhl A. et al. Prognosis for the recovery of Surgeons from Chemical Dependency. Arch Surg. 2011; 146(11): 1286-1291.

3. Journal of Substance Abuse Treatment. 2009



PROGNOSIS

IMPAIRED PRACTITIONERS PROGRAM,
FLORIDA, 1991-96

* 68 PHYSICIANS (59 MALES, 7 FEMALES),
AGES 25-63

e 32% IVDU, 12% CRACK, 7% BOTH

* FIVE-YEAR OUTCOMES BASED ON
FACILITATOR REPORTS,
PHYSICIAN/PSYCHIATRIST EVALUATIONS,
AA/NA ATTENDANCE, RETURN TO
WORK, NEGATIVE DRUG TESTS

e 88% POSITIVE OUTCOMES

* COERCION EQUALLY EFFECTIVE AS
VOLUNTARY TREATMENT

Gold et al. Urine testing confirmed 5 year outcomes in impaired
physicians. World Psychiatric Association, Florence Italy , Nov
2004

IMPORTANCE OF RANDOM URINE TESTING

e 1-800 NUMBER A PHYSICIAN CALLS
DAILY, HE/SHE IS RANDOMIZED TO
URINE TEST OR NO TEST BUT GIVEN
AT LEAST 1 URINE TEST WEEKLY

* SUCCESS WITH URINE TESTING =
96% SOBRIETY

* \WITHOUT URINE TESTING = 64%
SOBRIETY

Shore et al. The Oregon experience with impaired physicians on
probation. JAMA. 1987 Jun 5;257(21):2931-4.



RISK FACTORS FOR RELAPSE

Family History of SUD 2.29 (1.44 - 3.64)
Drug of Choice = Major Opioid 1.80 (1.03 - 3.13)
Parenteral Drug Use 4.36 (2.55 - 7.44)

Dual Diagnosis (93% Axis | Disorder) 2.12 (1.33 - 3.36)

Major Opioid Use + Dual Diagnosis 5.79 (2.89-11.42)

Major Opioid Use + Dual Diagnosis + Family 13.25 (5.22-33.59)
History of SUD

Factors not associated with increased risk: Sex, Age, Resident Status, Specialty

Domino KD et al. Risk factors for relapse in health care professionals with substance use disorders. JAMA. 2005; 293(12): 1453-1460.



ETHICAL CONSIDERATIONS WITH PHP

1. CONCERNS FOR POTENTIAL COERCION
2. COsT

3. FUNDING OF PHP POTENTIALLY TIED TO THE STATE
MEDICAL BOARDS

e CONFLICT OF INTEREST?

4. ILLNESS VS. IMPAIRMENT
5. VOLUNTARY VS. MANDATED PARTICIPATION

Boyd JW and Knight JR. Ethical and managerial considerations regarding state physician health programs. J Addict Med. 2012; 6(4): 243-246
Lenzer J. Physician health programs under fire. BMJ; 353: i3568.



PHP PROBLEMS

* PHYSICIAN HAVE NO REAL OPTION BUT TO COMPLY IF THEY HOPE
TO CONTINUE PRACTICING

* MEDICAL BOARDS DEFER TO PHPs

* FAILURE TO COMPLY WITH ANY ASPECT OF CONTRACT AND
LICENSING BOARD LIKELY WILL BE NOTIFIED, OFTEN REQUIRING
PHYSICIAN TO STOP PRACTICING MEDICINE

e OFTEN NO EFFECTIVE MEANS OF APPEALING A PHP
RECOMMENDATION

Boyd JW and Knight JR. Ethical and managerial considerations regarding state physician health programs. J Addict Med. 2012; 6(4): 243-246
Lenzer J. Physician health programs under fire. BMJ; 353: i3568.



PHP PROBLEMS

e OFTEN HAVE NO EXTERNAL OVERSIGHT

 PHPS OFTEN HAVE FINANCIAL TIES WITH EVALUATION AND
TREATMENT CENTERS, CREATING POTENTIAL FOR SIGNIFICANT
CONFLICT OF INTEREST

e LITTLE TO NO SCRUTINY, GIVEN THAT MOST PHYSICIANS DON'T
KNOW ABOUT PHPS UNTIL THEY ARE REFERRED

e COMPLAINTS ABOUT PHPS THEN ARE OFTEN SEEN AS NOT
LEGITIMATE.

Boyd JW and Knight JR. Ethical and managerial considerations regarding state physician health programs. J Addict Med. 2012; 6(4): 243-246
Lenzer J. Physician health programs under fire. BMJ; 353: i3568.



FEDERAL CLASS ACTION LAWSUIT AGAINST

MICHIGAN PHP

HEALTH CARE PROFESSIONALS “ARE FORCED INTO EXTENSIVE AND
UNNECESSARY SUBSTANCE ABUSE/DEPENDENCE TREATMENT UNDER THE
THREAT OF THE ARBITRARY APPLICATION OF PRE-HEARING DEPRIVATIONS,”
WHICH INCLUDE SUSPENSION BY THE MICHIGAN LICENSING BOARD.

UNITED STATES DISTRICT COURT
FOR THE EASTERN DISTRICT OF MICHIGAN
CLASS ACTION LAWSUIT AND JURY DEMAND

Carol Lucas, RN ; Tara Vialpando, R.N_;
and Kelly Ann Schultz, P A,

Plaintiffs,
vs. Case No. 2015-

Ulliance, Inc. (Official and Individual Capacity);

Stephen Bat tra inistrator;

Health Professional Recovery Committee;

Susan Bushong, Contract Administrator,

Health Professional Recovery Program; and

Nikki Jones, LMSW (Official and Individual Capacity).

Defendant.
CHaPMAN Law Group

mar VEroup.com




PHP PROBLEMS

e OFTEN HAVE NO EXTERNAL OVERSIGHT

e PHPS OFTEN HAVE FINANCIAL TIES WITH EVALUATION AND
TREATMENT CENTERS, CREATING POTENTIAL FOR SIGNIFICANT
CONFLICT OF INTEREST

e LITTLE TO NO SCRUTINY, GIVEN THAT MOST PHYSICIANS
DON’T KNOW ABOUT PHPS UNTIL THEY ARE REFERRED

e COMPLAINTS ABOUT PHPS THEN ARE OFTEN SEEN AS NOT
LEGITIMATE.

Boyd JW and Knight JR. Ethical and managerial considerations regarding state physician health programs. J Addict Med. 2012; 6(4): 243-246
Lenzer J. Physician health programs under fire. BMJ; 353: i3568.



PROGNOSIS FOR SOBRIETY IN PHP

FOR PHYSICIANS COMPLETING A 5-YEAR MONITORING PERIOD:

e /8% WERE STILL LICENSED AND PRACTICING MEDICINE
 11% HAD MEDICAL LICENSE REVOKED
e 19% TESTED POSITIVE DURING DRUG OR ALCOHOL MONITORING

* NO SIGNIFICANT DIFFERENCES BETWEEN SURGEONS VS NON-
SURGEONS

1. MclLellal AT. et al. Five year outcomes in a cohort study of physicians treated for substance use disorders in the United States.
BMJ. 2008; 337: a2038.

2. Buhl A. et al. Prognosis for the recovery of Surgeons from Chemical Dependency. Arch Surg. 2011; 146(11): 1286-1291.

3. Journal of Substance Abuse Treatment. 2009



"WHAT WE END UP DOING 1S PRETENDING THESE PROBLEMS
DON'T EXIST"

"BUT WHAT'S REALLY UNSAFE 1S A PHYSICIAN THAT NOBODY
KNOWS 1S ADDICTED ... IT'S THE UNTREATED PHYSICIAN WHO'S
REALLY DANGEROUS.

DR. PETER GRINSPOON

http://www.latimes.com/local/california/la-me-doctors-addiction-20170720-story.html
http://www.modernhealthcare.com/article/20160514/MAGAZINE/305149988
Dr. Peter Grinspoon - Free Refills: A Doctor Confronts His Addiction.

PETER GRINSPOON, M.D.


http://www.latimes.com/local/california/la-me-doctors-addiction-20170720-story.html
http://www.modernhealthcare.com/article/20160514/MAGAZINE/305149988

PUBLIC POLICY AND AWARENESS

THE FIRST LEGAL AND ETHICAL OBLIGATION OF A CLINIC OR HOSPITAL 1S TO
SAFEGUARD PATIENTS

o5
BY REMOVING THE PHYSICIAN FROM PRACTICE
AND COUNSELING THE PHYSICIAN

TO TAKE A LEAVE OF ABSENCE FOR TREATMENT.




FINAL THOUGHTS

“IFf WE DON'T POLICE OURSELVES, SOMEONE ELSE 1S GOING TO DO 1T, AND THEY'LL DO 1T MORE
HARSHLY THAN WE MIGHT. IT'S A MATTER OF PROFESSIONAL PRIDE, AS WELL. | DON'T WANT
BAD DOCTORS TO GIVE ALL DOCTORS A BAD NAME.”

&

“IN THE END, WE WILL REMEMBER NOT THE WORDS OF OUR ENEMIES, BUT
THE SILENCE OF OUR FRIENDS.”

- MARTIN LUTHER KING JR.
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