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LIFE PROGRAM

Alcohol & Substance Abuse


July 26, 2004

Crouching Tiger, Hidden Dragon

	Scene (fade up)

The program begins with John, a 4th year resident, approaching Jessica, another resident and colleague of his, from behind. She has been standing in a hall way looking at a chart. The place is empty.


	(Music and effects up and under)

John (calling to Jessica to get her attention)

Jessica….arrgghhh…I’ve been looking for you.



	Scene

Jessica turns. She looks John over carefully.
	Jessica

What?.....Is it your back?....again?

	Scene

Camera focuses on Webster. 


	John (deep breath)

It’s killing me. I need a prescription.

	Scene

Jessica is clearly upset with the request.
	Jessica

(Shakes her head in the negative)

	Scene

The dialogue is very rapid.
	John (begging)

Please…just one more time…I won’t ask you again.

	Scene

Camera catches her frustration. She turns away, almost to walk off.
	Jessica (retorts quickly, clearly frustrated)

That’s what you said last time. 



	Scene

She relents. Turns back
	Jessica (more subdued, more kindly)

Look, you’ve been on hydrocodone…what… for a couple of …well…at least two months that I know of….This is a very addictive painkiller…I don’t have to tell you this….



	Scene

Camera slowly moves in to focus on John’s face, which is rather pained.
	John (pleads)

Just one more time, Jessica, I promise, just one more time. I can handle this…But I can’t make it through without some help.

	Scene

As he pleads, the image freezes, fades down, and the program title fly’s in (tentative):

Crouching Tiger, Hidden Dragon 


	John (pained look)

Please, Jessica  I am dealing with it...It’s no problem. Believe me. I can handle this. …For god’s sake. C’mon…I’m a doctor 

	Scene

Image fades up and the action resumes. Camera pans to Jessica, who looks hard at John. She speaks very firmly to him.
	Jessica

Look. What I am doing…I just don’t think this is in your best interests…

	Scene

He tries to overpower her with his “logic.”
	John

What are you worried about? You think I’ll get addicted? Do I look like at addict??? Do I act like an addict??? C’mon. This is back pain. I just need to get over the hump.

	Scene

As the action resumes, Jessica motions for him to follow her.
	Jessica (clearly uncomfortable and visibly upset)

Ok. All right. Just once more, though. … But no more. I know I’ve said that before….but I mean it this time…NO…MORE….

	
	

	Scene (Small video frame)

Cut to medium shot; move slowly to close-up. Dr Pendergrast is identified by chest caption. 

Warren Pendergast, MD

North Carolina Physicians Health Program

Interim Medical Director

North Carolina Physicians Health Program

Raleigh, North Carolina


	Dr Pendergrast (to camera)

Here, we have all the ingredients for a disaster in the making: a resident on the way to a full blown addiction -- if indeed, he has not already arrived at that point-- and a well-meaning colleague who is in the process of enabling his misuse or abuse of a drug. 

	Scene (Small video frame)

Switch to Michael Wilkerson, MD. He is identified by chest caption.

Michael W. Wilkerson, MD

Medical Director

Talbott Recovery Campus

5448 Yorktowne Drive   

Atlanta 30349


	Dr. Wilkerson (to camera)

Jessica is dealing with a friend who has a problem…one with significant ramifications for his personal life, his professional friendships, and his career. Her friend’s problem has ramifications for her career as well, and could lead to a disciplinary action by a medical board or even the Drug Enforcement Administration. What should she do? What would you do in a similar situation?

	Scene (Small video frame) 

As Dr. Pendergrast says this, he fades out and is replaced by the last image of the first introductory video sequence, John’s face as he realizes that Jessica will write him a prescription.  Camera is focused on John. …Scene freezes. The sequence quickly rolls backwards, stopping as the two (right after the program title fly’s in) resume their conversation.
	Dr Pendergrast (to camera)

Let’s back up and see how Jessica might best deal with this situation. 

	Scene (Full Screen Video Sequence)

Images come to life. Jessica looks hard at John.  She speaks very firmly to him.
	Jessica

Look. What I am doing…I just don’t think this is in your best interests…

	Scene

He tries to overpower her with his “logic.”
	John

What are you worried about? You think I’ll get addicted? Do I look like at addict??? Do I act like an addict??? C’mon. This is back pain. I just need to get over the hump.

	Scene

Jessica stands firm. 
	Jessica (clearly uncomfortable and visibly upset)

John… I say this because I’m your friend… I am concerned… you’re beginning to act and sound like someone who may be addicted to a drug.  And just because you’re functional at work doesn’t mean you’re not addicted. 

	Scene

But she turns hard towards him to emphasize her resolve.
	John

Don’t be silly. You’re making a big deal out of nothing. I want a few pills for back pain.

	Scene

She moves in a bit closer.
	Jessica (emphatically)

Then GO SEE A DOCTOR. Stop asking your friends. Look. I’ll not be doing you or me any favor if I do this..  

	Scene 

Her determination becomes more and more obvious.  The scene freezes and fades down.


	Jessica (continues, firmly)

I think sometimes doctors forget that they need doctors, too.  Right now, you need to be a patient and go see a doctor. The sooner you get help, the better. My writing you a prescription would just stand in the way of you getting the help you need. And I am not going to do that…. If you don’t take that first step, then I’ll take it for you and let our program director know. And that would be an act of true friendship!!

	
	

	Scene (Small video frame)

Camera cuts to present Dr. Pendergrast (head shot). Chyron text across screen as they are articulated.

Text

LEARNING OBJECTIVES

After working through this program, you should be able to:

· Recognize signs and symptoms of substance abuse 

· Intervene effectively to prevent,  identify and manage residents with alcohol and/or chemical dependancy
Text (Button A)

Learning Objectives

(Click to see full list)


	Dr. Pendergrast (to camera)

Historically, physicians have been reluctant to get involved when their colleagues manifest symptoms of impairment unless patient safety is at risk. But the potential impact of substance abuse, whether abuse of alcohol, prescription, or illegal drugs is significant even if the quality of their medical care has not been compromised…yet.

This segment of the LIFE program has been designed to help you recognize symptoms of substance abuse and to intervene effectively so that your residents get the best help and treatment available.

	
	

	Graphic

Image of stressed physician (ie, John)




Chyron across the screen:

Physician Addiction Similar to General US Public

· 6% suffer substance use disorder

· 14% suffer alcohol use disorder.  

Regier DA et al.  Comorbidity of mental disorders with alcohol and other drug abuse. Results from the Epidemiologic Catchment Area (ECA) Study. JAMA. 1990;264:2511-8. Aach RD et al. Alcohol and other substance abuse and impairment among physicians in residency training. Ann Intern Med. 1992 Feb 1;116(3):245-54.

Text (Button AA)

Self Reported Diseases of Physicians and Employed General Population During the Past 12 Months (3313 Finnish Physicians)

Toyry S et al. Self-reported health, illness, and self-care among finnish physicians: a national survey. Arch Fam Med. 2000 Nov-Dec;9(10):1079-85

(Click on link to see statistics)
	Narrator 

Studies estimate that in the US, the prevalence of chemical and alcohol abuse for physicians is similar to that of the general public.  About six percent suffer substance use disorders and approximately fourteen percent suffer from an alcohol use disorder.  Alcohol is the number one substance that is abused followed by opiod/analgesics, amphetamines, barbiturates, cocaine, and marijuana.



	Graphic

(Still photos of John as below; alternative: crop to show only route of drug delivery)










Chyron text across graphic

Text

· Stress at home and/or at work 

· Emotional problems, self-treatment of pain, abnormal sleep patterns, and chronic fatigue 

· Psychic stimulation 

· Family history of substance abuse (genetic) 

· Easy access to pharmaceuticals (availability) 

McAuliffe W. Int J Addiction. Risk factors of drug impairment in random samples of physicians and medical students.1987;22:825-41
	Narrator

The risk factors for substance abuse in physicians are also similar to those for the general population.  Substantial percentages of both physicians and medical students report stress at work and home, emotional problems, self-treatment of pain, sleep and fatigue, psychic stimulation, and family histories of substance abuse.  Perhaps the most important risk factor for physicians is their easy access to pharmaceuticals either through diverting sample medications, self prescribing, falsifying prescriptions or obtaining prescriptions from colleagues.



	Scene (Small video frame)

Graphic




Chyron text across graphic

· Physician users remain highly functional

· Work is last area to suffer
	Dr Wilkerson (to camera)

Unfortunately, early detection of physician addiction is difficult. Addicted physicians can continue to function at high levels for a long time, and their problem is usually only identified at a late stage, when their performance becomes markedly impaired. Work is usually the last area in their lives to suffer.

	Scene (Small video screen)

Graphic




Alcohol

· Legal substance

· Socially acceptable

· Use/Misuse/Abuse

Text (Button B)

DSM-IV Criteria for Substance Abuse and Substance Dependence

(Click on link)


	Dr. Wilkerson (to camera)

Alcohol addiction is especially hard to determine.  Not only is alcohol a legal substance, but its use is, generally, socially acceptable and even encouraged through medical traditions such as “liver rounds.” The difficulty resides in separating use from misuse or abuse.  

	Graphic




Chyron text

Alcohol Addiction  

· A single episode may be the tip off to a real issue of dependency or abuse

· A “pattern of behavior” is sought, but patterns “start” with a single episode

· Complaints about residents (as with any clinicians)  and alcohol use should be taken seriously


	Dr. Wilkerson (to camera)

Most commonly, a physician’s alcohol is abuse is identified as a result of complaints. A typical situation is one or more phone calls from others… either colleagues or family members of patients … reporting a suspicious odor of alcohol  detected on a resident’s breath.   

Although such an allegation is not a confirmation, it should be taken seriously and prompt a thorough evaluation.

	Graphic



 





Chyron text across screen

Text

Professional

· Change in performance:  presentations, documentation, dictations, unexplained absences, transparent excuses

· Over-prescribes medications, especially controlled substances; 

· Asks for sample/stock medication from other healthcare professionals

· Behavior changes (becomes subject of “hospital gossip”)

Personal/Family

· Cited for DWI or other legal infractions

· Multiple accidents, motor vehicle collisions ,falls

Text (Button C)

Signs Indicative of Substance Abuse

(Click to see full list)
	Narrator

There are early signs of any substance abuse that should raise the “index of suspicion.” Signs include alterations in professional behavior, dress appearance and changes in behavior; for example, a punctual person is routinely late for appointments. Signs also include any cavalier prescribing of controlled substances. For example, any resident who prescribes a relatively large quantity of opiods for a patient with a self limiting condition needs careful evaluation.

Deterioration in personal life or in family relationships may be more subtle and difficult to detect. While substance abuse certainly affects both, unless the spouse or significant other is forthcoming with information, abuse will probably remain unidentified until work function begins to decline or social/legal problems result. A DWI and other repeated traffic violations -- speeding tickets or reckless driving, for example-- are significant red flags.

 

	Graphic




Chyron text across screen:

“Hear no evil, see no evil, speak no evil”


	Dr Pendergrast (to camera)

Identifying doctors at risk is difficult for a number of other reasons. Denial of an addiction problem is high.  In our medical culture, it’s often “hear no evil, see no evil, speak no evil, and maybe the whole thing will just go away.” Denial occurs on all levels: the institution, the resident, peers, and the family/significant others.



	Graphic




Chyron text across screen

· Institutional Denial

· Excuse a colleague’s behavior

· Fear of retribution

· Fear of causing legal problems

· Fear of risking a friendship

· Fear of ending a career
	Narrator

On the institutional level, as we saw in the first part of our scenario, colleagues—or even supervisors, for that matter-- can become enmeshed in a “conspiracy of silence.” They may make excuses for a colleague’s behavior and dismiss the accuracy of their diagnosis or intuition. They may even fear retribution if they come forward and share what they know. As well, they may be sincerely afraid of causing legal problems…they may believe -- like most others in the general population -- that physicians either don’t get ill or that they are able to heal themselves. They may also fear risking a friendship…alienating a person they value. More critically, they may be afraid that reporting a colleague’s addition will end his or her career. Unfortunately, many professionals remain unaware of the potential resources which allow physicians to continue to practice after getting the treatment help they need.

	Graphic




Continue building chyron

· Institutional Denial 

· Excuse a colleague’s behavior

· Fear of retribution

· Fear of causing legal problems

· Fear of risking a friendship

· Fear of ending a career

· Individual Denial

· Strong defenses limit ability to see problems

· Family, Significant Others, Friends Denial

· Experience a profound sense of “failure

· May be dependent upon the physician’s income
	Narrator 

Denial also exists on the level of the addicted individual.  So entrenched are their defenses that addicted doctors may be unable to recognize that they even have a problem.

Family members and friends may feel a great sense of “failure” with respect to the person’s addiction, because they are unable to either “rescue” the person or to convince that person to get the help they need. They may also be dependent on the physician’s salary and fear losing it if he or she enters treatment.

The peer relationship is particularly complex. They too may feel “failure” because of an inability to get the doc the needed help. But they also maybe involved by being asked to write, or actually writing for prescriptions agents.

	Scene (Small video screen)




	John (to camera)

...I just…don't… get it. I don't do pot, I don't drink, I don’t smoke --…But sometimes in order to work I use opiates. So what?  I’ve got a bad back. They help. They help me get through my day.  I take good care of patients. I get honors on all of my rotations.  No one ever questions I’m not a good doc. They've never caused me problems. I haven’t escalated my use.  

I can handle them.  If I had a glass of wine or a bottle of beer, nobody would say beans….look at my department, they have liver rounds every Friday.

 …. so what’s the big deal???

	Graphic




Chyron text across graphic:

“The physician who treats himself has a fool for a patient.” William Osler
	Narrator

Even when residents recognize that they are alcohol and or drug dependant, they often believe they can deal with it on their own. 

	Scene (Small video screen)




	John (to camera)

I can stop anytime I want to… I’m functioning at a really top level…at peak performance.


So why is this wrong?  Why do people try to make me feel guilty for something that isn’t doing me any harm? 


	Scene (Small video screen)

Camera in close-up


	Dr. Pendergrast (to camera)

If denial exacerbates the problem of dealing with addiction, so does a punitive approach.

	Graphic




	Narrator

Traditionally, substance abuse has been treated as though it were a moral or ethical failure instead of a disease.  Physicians who became addicted faced extreme disciplinary measures, including the loss of the medical license. As a result, doctors who desired treatment faced substantial hurdles. Now, addiction is viewed as a disease. There are medical societies and programs in every state designed to help physicians deal with substance impairment. 

	Scene (Small video frame)

Chyron across screen

· Administrative pathway 

· Policies and procedures

· Hospital by-laws

· Documentation

Text (Button D)

Principles of Intervention

(Click on link for complete list)


	Dr. Wilkerson (to camera)

All institutions should have a clearly articulated administrative and therapeutic pathway to deal with this issue. The administrative pathway requires defined policies and procedures outlining the steps to be taken once a resident (or other physician) with a potential substance abuse problem has been identified. Hospital by-laws constitute one mechanism that can spell out acceptable versus unacceptable behavior, the necessary documentation needed to avoid legal exposure, and the consequences or, “due process” if you will, if those by-laws are violated. All should be treated the same and all should be offered help.

	Scene (Small video frame)

Chyron across screen

· Therapeutic pathway

· Substance abuse treatment
	Dr. Pendergrast (to camera)

The therapeutic pathway consists of physicians and/or programs in the area that can provide substance abuse treatment once the resident with the alcohol- or drug-related problem has been identified.

	Graphic

Show still photo of Jessica as below:




Chyron across screen

· If a physician is aware of a resident who has an alcohol or drug problems, the program director should be contacted.  

· Contact should be made as soon as possible
	Narrator

In residency programs, if a physician is aware of a resident who has an alcohol or drug problems, the program director should be contacted.  The program director can, in turn, access the appropriate resources. These may include the medical society or physicians’ health program or their “systems” employee health service.  The physician health program protects physicians’ confidentiality and will clear them to return to practice once initial treatment is completed.

Residents should not hesitate to contact the program director because of a misguided sense of loyalty to their colleague.  Contact should be made as soon as possible 

	Scene (Small video screen, live action)

Fade in live action scene. (If the preceding is a photo, use a freeze that can turn into live action; or, use photos). Camera pulls away from head shot of Jessica. We see that she is in a PD’s office. She and Dr. Beck, the PD, are both standing. Dr. Beck is listening intently, with concern. Jessica’s hand is on her forehead, trying to smooth worry lines away. We catch them mid-way (evidently) through a conversation.


	Jessica (nervously, and very concerned)

…It’s just that I think John may have a problem…the hydrocodone …and I don’t want to part of the problem…I want to be part of the solution…he may need your help…it all started when he injured his back a couple of months ago…

	Scene (this can also be done with a photo and voice over)

Dr. Beck reassures Jessica.

Text (Button E)

What To Say To A Resident Suspected Of Substance Abuse

(Click on link)
	Dr. Beck

You’ve done the right thing. I’ll contact the EAP. They’ll get John evaluated by the PHP. If he’s addicted, I imagine they’ll recommend inpatient treatment. If so, I’ll arrange for a medical leave of absence for him. We’ll all pitch in and help.

	Graphic

Cut to show symbol of law




Chyron text across screen:

Obligation to report:

· Legal: duty towards patients

· Ethical: duty towards colleague
	Narrator

The obligation to report an addicted colleague has both legal and ethical dimensions. In some states, the law requires that substance abuse be reported. Physicians who have substance abuse problems risk harming a patient and patients must be protected from even potential harm. Similarly, our professional ethics require us to help our addicted colleagues.   



	Graphic

Chyron across the screen

Substance abuse 

· destroys careers

· destroys families

· destroys lives
	Narrator

If residents aren’t appropriately identified and successfully treated they risk an inevitable loss of license and their profession. 

	Graphic
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Chyron text across screen

· Reporting to state authorities should be limited to the extent required by state law

· Circumstances that are reported are usually limited to refusal of treatment, noncompliance with a treatment plan, unsatisfactory progress towards recovery, risk to patient safety, or criminal activities such as selling drugs.

Aach RD, Girard DE, Humphrey H, et al: Alcohol and other substance abuse and impairment among physicians in residency training. Ann Intern Med 116:245-254, 1992
Text (Button F)

Reporting to the NPDB: When is it required?

(Click on link)
	Narrator

Further, the professional life of the resident--or any physician--in question will generally not be compromised legally because of their addiction if they consent to and successfully participate in treatment. Most physicians’ health programs have agreements with medical societies: if they identify the problem and if they can assure that the physician receives appropriate treatment and monitoring to prevent a recurrence or relapse, the licensing board will usually not revoke the license and preserve confidentiality about the issue.



	Graphic
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Chyron

Key components of Physicians’ Health Program:

· Evaluation

· Referral for treatment

· Aftercare and monitoring


	Narrator

Physician health programs can be of enormous help. The key components of a physicians’ health program consist of evaluation, referral for treatment, aftercare and monitoring of the physician. 

	Graphic




Treatment can consist of

· Short Term Treatment – 28 days 

· Long Term Treatment – 29-90 days 

· Participation in Self-Help Organizations

Alcoholics Anonymous 

http://www.alcoholics-anonymous.org/
Women for Sobriety

http://www.womenforsobriety.org/
Narcotics Anonymous

http://www.na.org/
Alanon 

http://www.al-anon-alateen.org/
Other

· Caduceus Groups 

· Family Therapy 

· Individual Therapy 


	Narrator

Once the individual has been evaluated and referred by the physicians’ health program, treatment proceeds on an individual level of need. For example, some addicted physicians may require referral for detoxification, which calls for inpatient care.  That is then followed by a program –conducted either on an inpatient or outpatient basis—that deals with the issues of addiction, including denial and rationalization. Program resources range from groups like Alcoholics Anonymous, to Women for Sobriety, to individual therapy sessions.  Success rates appear to be higher when they are treated within their peer group. 

	Graphic

Show image of treatment team




Chyron across screen

Treatment on an Outpatient Basis

· Program may limit the addicted doctor’s medical responsibilities until he or she is proven ready to return to practice

· Physicians Health program may talk directly to the program director or an intermediary group to resolve “fitness for duty” issues 

· Resident may be given a leave of absence until he or she is ready to return to duty

· A reading or non-clinical elective may be arranged 


	Narrator

Not all residents need inpatient treatment. If that is the case, the physician is treated on an outpatient basis until the addiction is resolved satisfactorily. 

In some settings, a Physicians Health program may communicate directly with the program director. In others, it may report to an intermediary group, such as a Hospital Employee Health Service that, in tern, communicates “fitness for duty” decisions to the program director and oversees any necessary monitoring.

The program may wish to place the resident on a leave of absence until it has been determined the resident is safe to return for full duty. A program may also be able to arrange a reading elective or non clinical experience with appropriate supervision.



	Scene

Photo: Show John signing a contract.

Aftercare

· Contracts 

· Meetings 

· Drug Screens 


	Narrator

Once the physician is rehabilitated and able to safely resume his or her duties, an outpatient aftercare program for monitoring is devised. This includes a contract that outlines the recovering physician’s intervention goals, continued meetings and counseling sessions as well as random or scheduled drug screens.   

Modifications of the resident’s schedule may be desirable upon return to duty. Close supervision and monitoring is essential as outlined in the “contract”. 

	Graphic
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Chyron across screen

Oregon Experience With Impaired Physicians on Probation.

· Good Prognosis for Physicians

· Highly motivated because of licensing issues

· Support for extensive and thorough treatment

· Outcome studies show 75-95% success rate at 2-5 years, which increases with monitoring 

· 96% abstinence rate - 8 year follow-up of impaired physicians placed on probation and monitored by random urine drug screens versus 64% for treated but unmonitored

Ganley OH, et al. Outcome Study of Substance Impaired Physicians and Physician Assistants Under Contract With North Carolina Physicians Health Program for the Period 1995-2000, J. Addic. Dis. 2005; 24 (1)  In Press.
Shore JH.  The Oregon Experience With Impaired Physicians on Probation.  JAMA.  1987; 257(21) 2931-34.


	Narrator

The prognosis for addicted physicians is good. They are highly motivated because of licensing issues. Outcome studies show 75-95% success rate at 2-5 years, which increases with monitoring  In one, researchers  a 96 percent abstinence rate after an 8 year follow-up period when monitored by random urine drug screens as compared to 64% for treated but unmonitored.

 

	Graphic

Suggest show team of physicians with John




Chyron text across screen

· Monitor physician

· Monitor patient care


	Narrator

On re-entry to the residency program, monitoring should be aimed not only at the resident but also at the specific resident performance measures which include the quality of patient care the resident delivers. 

	Graphic
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Chyron text across screen

· Maintain a therapeutic and nonpunitive environment

· Accommodate the system to his or her needs.


	Narrator

Re-entry may offer particular challenges to the resident in addition to resuming duties and staying substance free. Many experience guilt due to their absences and humiliation because of their addiction. For this reason, it is important that the program director maintains a therapeutic and nonpunitive environment.

Residents may want their problems to remain confidential. Others may want to share their experience with their colleagues. Either option should be supported.

 

	Scene (Small video frame)




	John

I worried about getting back into the swing of things… When I left for treatment, I more or less had to dump my duties on the shoulders of my colleagues.  They had to take up my slack. When I got back, they had to take up slack because I had to devote time to going to counseling sessions, show up for monitoring…things like that… I also kind of wondered about what they knew…and how they felt about everything… my addiction and all… Well…you know, everybody seemed as nervous as I was…it was funny in a way…but they seemed glad to have me back…as glad as I was to BE back

	Graphic

Use still photo of John




Chyron across graphic

· Establish procedures to address substance use.

· Delineate a clear policy on substance abuse to assist in recovery

Text (Button G)

Steps Programs Can Take To Help Combat Substance Abuse


	Narrator

Substance abuse can occur in residents during their training periods. Should that occur, it is important that institutions have strategies in place to help identify and treat residents with problems. An organized plan to address the issue is imperative.  A clear policy on substance use and a defined process for addicted residents to assist them in their recovery will ensure that he or she can resume training as a drug-free professional.




Text (Button A)

Learning Objectives

	After working through this program, you should be able to:

· List the five substances most commonly abused by physicians 
· Compare the incidence of addiction in physicians to that found in the general U.S. population.

· Recognize common indicators, signs and symptoms  of substance abuse in residents.

· Describe the medico-cultural factors relative to substance abuse in physicians (e.g., conspiracy of silence, denial, etc.)

· Anticipate the favorable treatment outcomes of substance abuse in physicians

· Outline the types of policies and procedures program directors should have in place for prevenntion, identification and management of substance abuse

· List resources available for residents with substance abuse problems

· Discuss strategies for creating a non-punitive, collegial culture.




 Text (Button B)

DSM-IV Criteria for Substance Abuse and Substance Dependence
The DSM criteria are presented as a reference to program directors to help them identify at risk residents. It is intended to trigger a referral for an evaluation. It does not imply that program directors should themselves evaluate and/or attempt to diagnose or manage a resident with substance abuse or substance dependence.  We recommend program directors and  faculty remain in their educational and evaluative roles avoid seeing the resident in a physician patient relationship which risks blurring the boundaries of both relationships.
	Substance Abuse:
A maladaptive pattern of substance use leading to clinically significant impairment or distress, as manifested by one (or more) of the following, occurring within a 12-month period: 

· recurrent substance use resulting in a failure to fulfill major role obligations at work, school, or home (e.g., repeated absences or poor work performance related to substance use; substance-related absences, suspensions or expulsions from school; neglect of children or household) 

· recurrent substance use in situations in which it is physically hazardous (e.g., driving an automobile or operating a machine when impaired by substance use) 

· recurrent substance-related legal problems (e.g., arrests for substance-related disorderly conduct 

· continued substance use despite having persistent or recurrent social or interpersonal problems caused or exacerbated by the effects of the substance (e.g., arguments with spouse about consequences of intoxication, physical fights) 

The symptoms have never met the criteria for Substance Dependence for this class of substance. 

Substance Dependence:
A maladaptive pattern of substance use leading to clinically significant impairment of distress, as manifested by three (or more) of the following, occurring at any time in the same 12-month period:

· Tolerance, as defined by either of the following: 

· a need for markedly increased amounts of the substance to achieve intoxication or designed 

· effect markedly diminished effect with continued use of the same amount of the substance 

· Withdrawal, as manifested by either of the following: 

· the characteristic withdrawal syndrome for the substance 

· the same (or a closely related) substance is taken to relieve or avoid withdrawal symptoms 

· The substance is often taken in larger amounts or over a longer period than was intended 

· There is a persistent desire or unsuccessful efforts to cut down or control substance use 

American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders - Fourth Edition (DSM-IV). American Psychiatric Association, Washington D.C., 1994,


Text (Button C)

Signs Indicative of Substance Abuse

	Professional (professional behavior often the last to deteriorate) 
· Recurrent tardiness 
· Rounds either very early or very late
· displays inappropriate behavior during rounds 

· Change in  performance (poor quality of presentations, charting, dictations)
· Absenteeism; often without a viable excuse

· “Over-prescribes”  medicines, especially controlled substances

· Requests drug samples from colleagues or nurses

· Is the subject of “hospital gossip” because of behavior

· legal problems. Esp driving convinctions 
·  alcohol suspected on breath

· Does not answer pages or home phone calls

· Diverts medicines
· Medications  on unit may disappear

· patients complain that the physician “keeps their medicines” or requests that they” return any unused medicine”

Personal/Family

·  Isolated and withdrawn from family, friends, church, leisure activities

· Erractic, even violent in the home 

· May have sexual problems, including multiple sexual partners
· May separate from or divorce partner

· Behaves erratically (e.g., compulsive spending, gambling)

Social

· Behaves inappropriately at social functions

· Is cited for Driving While Intoxicate 

· “careless and reckless driving citation” may have been plea bargained ”down” from DWI charge 

· Deterioration in personal hygiene, in clothing, and dressing habits

· Accidents, fall, motor vehicle collisions 




Text (Button D)

Principles of Intervention

	Once a resident with a substance abuse problem has been identified and the problem has been documented, he or she should be confronted with the facts. Intervention should take place with the help of a team.

· Use a trained, experienced leader for the team. Consider the most experienced resource in your institution, the DIO,  Chair, Chief of medical Staff, The head of Occupational Health/Employee Health, your state Physicians Health Program  

· Leader should select, train, and coach team members from the most significant persons in the physician’s life (knowledge, objectivity) 

· The site of the confrontation should be selected carefully (eg, a quiet, non-threatening, neutral space)

· Determination of goals (all members of team must agree on the choices to be given to MD…leave of absence, required evaluation, immediate drug testing) 

· Documented information should be presented (dates, time, places, events)

· Rehearse the confrontation if possible (each team member practices role) 

· Plan for all outcomes (options, transportation, action plans, and consequences for non-compliance are agreed upon in advance and executed immediately) 

Revised from Aach RD, Girard DE, Humphrey H, et al: Alcohol and other substance abuse and impairment among physicians in residency training. Ann Intern Med 116:245-254, 1992
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Common issues involving 

residents suspected of substance abuse”
	Example of “word choices of a Program Directorconfronting a resident

“I am removing you from patient care immediately and want you to accompany me to the Employee Health Service for an evaluation. I have already spoken to the people there and Dr. ____ will see you as soon as we arrive.”
Consider walking resident over to Employee Health or ER so
a blood alcohol level (if odor is detected) or test for other substances can be obtained
Legal concerns of program director 

Some program directors express concern that ifi they”require” an evaluation, a trainee 
 might "sue,” A “good faith” referral for evaluation based on common-sense concern is not likely to constitute grounds for litigation.  Check with your own in-house counsel of course however:. 
· Start from a clinical perspective and state the concern regarding the resident's' safety and/or that of the patients under his/her care. Then cover the legal bases as necessary with appropriate documentation.

· More commonly, program directors and faculty run a greater risk byexcusing or explaining everything based on a diagnosis (i.e. personality disorder or ADD), without confronting and/or attempting to define the problematic/unsafe behavior. Avoid diagnosis; describe the behavior.
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Reporting to the National Practitioner Data Bank (NPDB): When is it required?

	Program directors are referred to their own in house counsel for community specific, state specific regulations.  In most case, the only reporting requirement that potentially applies to program directors occurs if a physician's hospital privileges are revoked or restricted. Being evaluated for a potential condition or getting treatment does not need to be required to the NPDB.
· Hospitals and Other Health Care Entities
Professional review action, based on reasons related to professional competence or conduct, adversely affecting clinical privileges for a period longer than 30 days; or voluntary surrender or restriction of clinical privileges
while under, or to avoid, investigation. Reports must be submitted to the NPDB and appropriate state licensing board within 15 days of the action.

· There is no reporting requirement for obtaining an evaluation or getting treatment
http://www.npdb-hipdb.com/npdbguidebook.html
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Steps Programs Can Take To Help Combat Substance Abuse

	· Recognizing its prevalence, be proactive, and establish procedures to address substance use and ssist in recovery.

· 
· Educate graduate medical trainees (residents and fellows) and attending faculty about substance abuse policies.   

· Increase awareness of the resident’s professional and ethical responsibility to physician colleagues with substance abuse issues in physicians including how to find assistance for a colleague they suspect is addicted 
· Differentiate myths from reality regarding substance abuse for your residents, their families, and the program attending physicians   

· Define a process for referral and self-referral of residents and faculty with substance use problems 

· 
· Consider the program’s modeling of the social use of drugs, such as alcohol. At “liver rounds” or other social events, how is responsible alcohol use  modeled and supported?. Are there social events “Without” alcohol?. Who takes responsibility for residents who drink at these homes to safely get home following these event?

· Residency directors should know the policies on substance abuse and prescribing from their state medical boards. Integrate them into residency education as part of the ACGME competency, professionalism. Orient new residents to prescribing policies from your state licensing board, on such situations as:
· “Hallway prescribing” for a colleague, team member  who you are not seeing formally as a patient and without a documented medical record is inappropriate 

· Prescribing medications for themselves, colleagues, and family members may be specifically prohibited  (even an antibiotic). 

· Consequences  in some states may include the loss of the medical license




