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Working With Impaired Residents: Trials,
Tribulations, and Successes

Robin O. Winter, MD, MMM,; Bruce Birnberg, MSW

Impairment of physicians' ability to practice medicine safely and effectively isrelatively common. Chemi-
cal dependency, the leading cause of physician impairment, has a lifetime preval ence of approximately
10%—-15% among physicians. Statisti cs from physician health programsindicate that family physicians
are overrepresented among impaired physicians. It is therefore important for family practice residen-
ciesto monitor for and deal with physician impairment. Over the past 11 years, we have worked with
eight impaired residents: five with chemical dependency, two with cognitive impairment, and one with
an affective disorder. Seven of the eight residents are currently practicing medicine, six in family prac-
tice. Based on our experience and the literature, we have developed an algorithm that includes the
recognition, intervention, and aftercare of impaired residents. The long-term success of the majority of
impaired residents with whom we have worked suggests that the trials and tribulations of working with
this potentially difficult group of residents are well worth the effort.

(Fam Med 2002;34(3):190-6.)

Physician impairment was defined by the American
Medical Association (AMA) in 1973 as “the inability
to practice medicine with reasonable skill and safety to
patients by reason of physical or mental illness, includ-
ing alcoholism and drug dependence.”* Chemical de-
pendency isthe leading cause of physicianimpairment,
with alifetime prevalence of approximately 10%-15%,
which is similar to that of the genera population.?*
Compared to the generd population, however, thereis
a higher rate of abuse of benzodiazepines and opiates
due to self prescribing by physicians.*® Another strik-
ing difference between the general population and im-
paired physiciansis that female physicians have an al-
coholism rate approximately equal to that of male phy-
sicians.? Other impairments, such as mental illness,
cause physician impairment but at amuch lower rate.5®
Data from the California Physicians Diversion Pro-
gram, which had 239 active participants as of Decem-
ber 31, 1998, showed that family practice was the sec-
ond most common specialty behind anesthesiology for
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physicians involved in their program.® Statistics from
Georgia'sImpaired Physician Program about their first
1,000 physicians also indicated that family physicians
and anesthesiol ogistswere overrepresented among phy-
siciansparticipatingin their program.*® Given the preva-
lence of physician impairment and the overrep-
resentation of family physicians among impaired phy-
sicians(Table 1), itisimportant that the faculty of fam-
ily practiceresidency programs be knowledgeabl e about
working with impaired physicians.

Between 1989 and 2001, the JFK Family Practice
Residency Program had the experience of working with
eight residents who fit the AMA definition of an im-
paired physician. Thisarticle describes our residency’s
experience in working with these impaired residents
and presentsan algorithm to assist family medicine edu-
cators with the recognition, intervention, and subse-
quent aftercare of impaired residents.

JFK Family Practice Residency’s Experience

Over the past 11 years, the faculty of JFK Family
Practice Residency have worked with eight impaired
residents (Table 2).

Residents 1 and 2 were identified as having impair-
ments due to chemical dependency, resident 1 from
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prescription drugsand resident 2 from alcohol. Both of
theseresidentswereidentified because of behaviorsthat
included excessive work absenteei sm, conflict with staff
and peers, patient complaints, and poor academic per-
formance. Resident 3 was identified as having an af-
fective disorder and displayed symptoms of anxiety,
depression, and mania in conjunction with weak aca-
demic performance and poor organizational kills. Resi-
dents 4 and 5 were identified with cognitive impair-
ments, including varying degrees of learning disabili-
ties. Their behaviors consisted of poor organizational
skills, being unusually slow when seeing patients in
the family practice center, and having trouble remem-
bering assigned tasks. Based on a pattern of these sus-
picious behaviors, each of the residents, regardless of
impairment, was confronted with a planned intervention.
The program director, with one other participant,
conducted each of the interventions. The second par-
ticipant was either the program’s behavioral scientist,
theresident’smedical faculty advisor, or the program’s
administrative secretary. The director was always the
primary spokesperson; the interventions occurred pri-
vately in the director’s office. The goals of the inter-
vention varied depending on the particular resident in-
volved and ranged from further assessment to being
required to enter atreatment program, with compliance
required as a condition of remaining in the residency.
The beginning of each intervention consisted of re-
viewing the documented behaviorsthat precipitated the
intervention. Theinterventionswere alwaysdonefrom
the perspective of genuine concern for the well-being
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Table 1
Impairment by Specialty—Comparative Data
From Two States

Specialty CaliforniaData®  Georgia Datal®
Anesthesiology 40 (16.7%) 121 (12.1%)*
Family practice 38 (15.9%) 257 (25.7%)*
Interna medicine 32 (13.4%) 137  (13.7%)*
Psychiatry 24 (10.0%) 64 (6.4%)
Emergency medicine 16 (6.7%) 48  (4.8%)
OB-GYN 13 (5.4%) 61  (6.1%)
Orthopedics 10 (4.2%) 31 (31%)
Pediatrics 7 (2.9%) 32 (32%)
Surgery 6 (2.5%) 77 (7.7%)
Ophthalmology 6 (2.5%) 16 (1.6%)
General practice 5 (21%) *x **
Dermatol ogy 4 (1.7%) — —
Radiology 4 (1.7%) 32 (32%)
Cardiology 3 (1.3%) — —
Ear, nose, and throat 2 (.8%) 17 (1.7%)
Pathology 2 (8%) 16 (1.6%)
Urology 2 (.8%) — —
Plastic surgery 1 (4%) 15 (1.5%)
Neurological surgery — — 13 (1.3%)
Thoracic surgery — — 12 (1.2%)
Other 24 (10.0%) 51  (5.1%)
Total participants 239 1,000

* |n the Georgia study, theincidence of physician impairment in anesthesa
and family practice was found to be greater than expected based on a
comparison to the American Medical Association’s database of the number
of physicians in each specialty. The incidence of impairment for internal
medicine was within the expected number.10

** Included in family practice (above)

Table 2

JFK Family Practice Residency’s Experience With Impaired Residents (1989-2001)

Entered program  Yes

Entered program  Yes

Completed
JFK’sProgram  Long-term Outcome

No Completed training elsewhere, practicing, in
recovery

No Completed training elsewhere, practicing, in
recovery

No Left medicine

Yes Practicing

No Practicing

Practicing, in recovery

Practicing, in recovery

I dentified Training Prior  Aftercare
Resident by JFK  Impairment to JFK While at JFK
1 Yes Chemical dependency Yes Relapsed
2 Yes Chemical dependency No Relapsed
3 Yes Affective disorder No Relapsed
4 Yes Cognitive impairment Yes Successful
due to organic disease
5 Yes Cognitive impairment Yes None
6 No Chemical dependency Yes
during aftercare
7 No Chemical dependency Yes
during aftercare
8 No Chemical dependency Yes

Entered program  Yes

Practicing, in recovery

during aftercare
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of the resident, aswell asfor the safety of the patients
and staff. Frequently, the director was in the role of
disciplinarian, allowing the second participant to offer
emotional support to the resident. As part of the inter-
vention, the resident wastold that the New Jersey Phy-
sicians Health Program would be contacted and that
his/her cooperation with the program was mandatory
for remaining in the residency.

Each resident’s assessment, treatment, and aftercare
program was uniqueto theindividua’simpairment and
needs. Continuing care contracts were established with
each resident that included verification of active par-
ticipation in his/her treatment and aftercare programs.
Remaining in the residency was contingent on compli-
ance with his/her continuing care contracts. For resi-
dentswith chemical dependency, there were additional
parameters established by the State Board of Medica
Examinersfor the residents to continue in training. In
addition, residents with chemical dependency had an
active, random urine testing program that was admin-
istered by the New Jersey Physicians Health Program
in conjunction with the residency.

Resident 4 wasthe only impaired resident identified
within the residency who successfully completed JFK’s
program. Thisresident had acognitive impairment due
to an organic disease and was successful after under-
going a cognitive rehabilitation evaluation and treat-
ment program. Resident 5 was also identified with a
cognitive impairment but chose to leave the residency
rather than cooperate with an assessment and treatment
program. Residents 1, 2, and 3 all showed signs of re-
lapse after their initial identification and treatment in-
tervention. These relapses manifested themselves as
poor compliance with their aftercare contracts and a
continuation of suspicious behaviors. Some of theresi-
dents were also unable to overcome academic deficits
as aresult of their impairments. Each of the residents
who failed to comply with higher aftercare program
was dismissed from the residency.

Residents 6, 7, and 8 entered our program at the rec-
ommendation of the New Jersey Physicians' Health
Program because we were known as a residency will-
ing to work with impaired residents. All of these resi-
dentshad completed an inpatient rehabilitation program
and were in various stages of their personal recovery.
They entered the program with a continuing care con-
tract from the New Jersey Board of Medical Examin-
ers and the New Jersey Physicians Health Program. It
was clearly established when they enrolled that they
could remain in the resdency only if they complied with
their continuing care contract. Each of theseresidentsful-
filled his or her contract and successfully graduated.

Overal, JFK had four impaired residents success-
fully complete the program and four who did not. It is
important to note that the three residents with chemical
dependency who compl eted theresidency (residents 6,
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7, 8) entered the program in alater stage of their recov-
ery process than those chemically dependent residents
initially identified by our residency (residents 1, 2).
Even though the two residents identified with chemi-
cal dependency by our residency did not complete JFK's
program, they did complete another family practice
residency when they werefurther along in their recovery.

Algorithm for Working With Impaired Residents

We have found that the model of care developed for
chemically dependent physicians has been equally ap-
plicable to residents impaired due to cognitive diffi-
culties or mental illness. The “Algorithm For Working
With Impaired Residents” drawsfrom our own experi-
ence and from the literature about chemically depen-
dent physicians®*® (Figure 1).

Recognition

The literature suggests many “red flags’ that occur
in the lives of chemically impaired physicians.® The
first sphere of a person’s life influenced by the addic-
tive process appears to be the family, making recogni-
tion at the workplace difficult in the earliest stages of
addiction.* Signsthat appear in the family include with-
drawal from family activities, hostile/abusive behav-
ior, wide mood swings, and prolonged absences from
home. Marital separation and divorce are more-public
family disruptions.

Astheaddiction progresses, theindividua may with-
draw from or neglect community activitiesor may pub-
licly embarrass himself/herself duetointoxication. Loss
of longstanding friendships, or at least a shift in peers,
may be evident at this point. Arrests for driving while
intoxicated (DWI) are also common &t this stage. Per-
sonal health consequences soon follow and may include
deterioration in appearance, medical complications of
the addiction process, and outward signs of intoxica-
tion/withdrawal. Emotional crisesand mood swingscan
also be seen.

Notably last, impairment begins to show up in the
workplace.? For residents and attending physicians, this
may be manifested as deterioration in work perfor-
mance. Arriving late and/or leaving early is common,
as are ever-expanding mood swings and argu-
mentativeness. Patient complaints may increase, and
inappropriate prescribing patterns may emerge, particu-
larly with controlled substances. Physician function-
ing in the hospital often deteriorates; problem behav-
iors that may emerge include rounding at inappropri-
ate times, writing/giving inappropriate orders, poor
patient management, inappropriate response to phone
calls, and even relocating one's practice or changing
residency to avoid detection.'

Many barriersto recognition exist, most significantly
denial by both the addicted physician and colleagues.®*?
A code of silence may complicate the identification of
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Figure 1

Algorithm for Working With Impaired Residents

RECOGNITION
Withdrawn from friends, family, community
Wide mood swings

Erratic work behavior
Inappropriate medical care or prescribing of controlled substances

|
v

PLANNING AN INTERVENTION

Document suspicious behaviors

Timing: as soon as possible after acrisis, resident must be sober
Location: quiet, private, nonthreatening

Nonjudgmental, disease model

Two or more participants

Decide who will say what

Determine intervention goalsin advance

v

|
v

CONDUCTING THE INTERVENTION
Present examples of impairment
Focus on behavior, not the person’s character
Anticipate reactions of denial, anger
Present alternatives for assessment and treatment
Demonstrate genuine concern and appropriate hope
Involve ingtitutiona or state physician health program
Protect patient safety

| |
v v

REFERRAL FOR TREATMENT
* Inpatient favored

FURTHER ASSESSMENT
¢ Physician health programs
¢ Consulting addiction specialist
« Enhanced supervision

 Cost: insurance, medical society grants

v
> ¢
AFTERCARE PROGRAM
Continuing care contract IMPAIRMENT CONFIRMED NO IMPAIRMENT
Remaining in program contingent on compliance * Referra for treatment * Return to work

AA mesting or equivalent
Random urine testing
Involve physician health program

|
v

OBSERVE FOR RELAPSE
* Poor compliance with aftercare contract
 Return of suspicious behaviors
 Family disruption

* Medical problems
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impaired physicians/residents, as does lack of addic-
tion training for most physicians.3***3 The gradual pro-
gression of addictive diseases from family to commu-
nity and then finally to workplace impairment creates
abarrier to early recognition in the workplace.

Planning an Intervention

Once the functional impairment of the resident has
been recognized, the next step is to plan an interven-
tionin which the resident is confronted about problem
behaviors. At least two people should be part of the
intervention team. These participants should approach
theintervention with adisease model perspective. They
should be prepared to present specific, well-documented
examples of suspicious behaviors. Intervention goals,
including further assessment and/or trestment alterna-
tives, should be clearly established prior to the meet-
ing. Thispreparation must beaccomplishedinatimely
manner, since the intervention should be done as soon
as possible after a crisis. Ideally, the intervention is
conducted when the resident is sober, and it should be
donein aquiet, private, nonthreatening setting.

Conducting the Intervention

Both the literature and our experience suggest a
model of intervention that combines both confronta-
tion and concern.® First, pre-documented suspicious
behaviors should be presented to the resident in a
nonjudgmental fashion, focusing on the resident’s be-
havior and not the resident’s character. Faculty should
demonstrate a genuine concern during theintervention.
Reactions of anger and/or denial are common and
should be anticipated.

A familiarity with the disease model of addiction is
essential to being able to remain nonjudgmental be-
causetheimpaired physician has often developed strong
defenses and excusesfor his’her behaviors, which may
trigger reactions of anger/frustration during the inter-
vention. It may also be necessary to report theresident’s
behaviorsto state regulatory agencies. Appropriate state
agencies to contact can be identified through the Na-
tional Federation of State Physician Hedth Programs
at the American Medical Association, Science Quality
and Public Health, 515 North State Street, Chicago, IL
60610, phone: 312-464-4574.

Faculty must be able to clearly and calmly commu-
nicate thefacts of the problem behaviors, their concern
for the resident, and their concern for patient safety.
Protection of patients must be the highest priority and
may necessitate a summary suspension or immediate
leave of absence pending further investigation. Thein-
tervention should result in either further assessment
under enhanced supervision, consultation with an ad-
diction specialist, or immediate referral for treatment.

Family Medicine

Treatment Considerations

Physician health programs can sometimes offer con-
creteresources, including accessto grant money to help
fund treatment.’* This is vital since treatment options
are usually limited by current health insurance prac-
tices. Longer treatment is associated with greater suc-
cess for addictive disorders.2®* There are physician-
only inpatient treatment programs that have expertise
in dealing with physician addicts, but general treatment
programs have the advantage of reinforcing thefact that
physicians are not unigque people. There are no datato
suggest that either approach is superior. However, there
isastrong bias toward treating physician addictsin in-
patient treatment programs.©6

In the case of residents with other psychiatric or or-
ganic disorders underlying their impairment, consulta-
tion with or referral to mental health professionals,
learning disability consultants, etc, is generally indi-
cated.

Aftercare Program

A successful aftercare program is contingent on hav-
ing a continuing care contract that clearly spells out
the consequences for noncompliance.*'” Remaining in
the residency and obtaining a medical license should
be made contingent on fulfilling the contract.

Continuing care contractsare usually individualized
to meet each physician’s needs and vary from state to
state. Comparative state regul ations have not been pub-
lished. A typical contract will usually include attendance
at Alcoholics Anonymous meetings, random urinetest-
ing, and/or outpatient individual psychotherapy and/or
family therapy when appropriate. Urine testing varies
by state but is often similar to New Jersey’s policy of
twice per week for 6 months, then once per week for
18 months, followed by an individualized program for
up to 5 years of testing. Personal face-to-face contact
on aregular basis with the state physician heath pro-
gram is often required.

Sgns of Relapse

Relapse is associated with strong and persistent de-
nial of having a problem by the impaired physician, a
dysfunctional family system, an untreated medical or
secondary addiction, a weak aftercare contract, and a
general inability to install alternative coping strategies
for dealing with stress.'” Often, the relapsing impaired
physician will once again display suspicious behaviors
that necessitate another intervention and treatment
program.

Discussion

Five of our program’s eight impaired residents were
impaired due to chemical dependency. The success of
each of these residents in the 3-year period of our resi-
dency correlated directly with his/her personal stage of
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recovery. Those residents with chemical dependency
who wereinitially identified by our program had ashort-
term failure rate but were ultimately successful in their
recovery. While we had only one resident with an af-
fective disorder and two with cognitiveimpairment, our
experiencerai sesthepossibility that residentswith these
impairments may not have as successful a long-term
prognosis as those physicians with chemical depen-
dency. No literature addresses this issue, making it an
areafor further research.

State physician health programs that have published
their experiences show successful outcomes. For ex-
ample, New Jersey’s Physicians Health Program expe-
rience for 1989 and 1990 included 80 chemically de-
pendent physicians. They had arecovery rate of 83.8%
with no relapses after 2 years and had a 97.5% 2-year
success rate, when including the 13.8% of physicians
who had one relapse.* They noted that in the chemical
dependency field, one posttreatment relapse is consid-
ered part of the disease process and often seen as help-
ful to long-term sobriety and recovery. Physician re-
lapse is often associated with a break in the recovery
program and nonacceptance of the disease modd.*’

Overall, national statistics report physicians having
an 83% total abstinence 1 year after receiving a com-
prehensive treatment program. In the nonphysician
population, the figure drops dramatically to a 62% ab-
stinence rate.® A 5- to 10-year follow-up study from
Georgiaof 100 physiciansfound that 77 had maintai ned
documentable abstinence from all mood-altering sub-
stances.'’ It has been hypothesized that physicians do
better than the general population because of (1) fre-
quent, in-person contact with physician health program
staff to monitor and update treatment plans, (2) formal,
structured, addiction-informed outpatient psycho-
therapy, and (3) a highly structured urine monitoring
program.**> However, the frequent use of inpatient
treatment may also contribute favorably to better phy-
sician outcomes. More study is necessary to firmly es-
tablishif thisistrue; if itis, it would have implications
for the treatment of all addicts.

It is not clear why family physicians are overrepre-
sented in physician health programs.®® Nationa sta-
tistics do not exist about the number of impaired phy-
sicians divided by the total number of physiciansin a
specialty. Therefore, we do not know if family physi-
cians have a higher rate of impairment than other spe-
cialties or are just identified more frequently. Better
identification of impaired family physicians could be
due to the specialty’s emphasis on the behavioral sci-
ences, including addiction training, and is worthy of
further study.

In dealing with impaired physicians, it is important
to be aware of the American With Disabilities Act
(ADA). The ADA does not apply to physicians who
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are currently using illegal substances. It does apply to
physicians who are actively in a recovery program.
When interviewing applicants for the residency pro-
gram, itisillegal toinquiredirectly about an applicant’s
impairment. You can ask the applicant, “Do you require
any job accommodations?” aswell asask for an expla-
nation of any gaps in hisher CV. Reasonable accom-
modations that are not a burden to the program are re-
quired to be made. Medical drug testing can only be
done when an offer to hire is pending but cannot be
done as a prerequisite for offering a position.

Most importantly, we have an obligation to protect
patients when making decisions concerning impaired
residents. When a program cannot ensure pati ent saf ety
due to animpaired resident, that is the time to suspend
or dismissthe resident from theresidency. |deally, this
should be done with the support of a physician health
program in conjunction with encouraging the resident
to seek appropriate treatment that could help him/her
return to the practice of medicine.

Conclusions

A long-range view of successisessential to working
with impaired residents and physicians. It isimportant
to recognize that suspension or dismissal may be only
atemporary setback on the resident’s long road to re-
covery. Short-term failure, including relapse, may in
fact lead to long-term success.

Personality disorders, affective disorders, and cog-
nitive impairment may represent a potentially more-
difficult subset of impaired residentsto deal with, com-
pared with chemical dependency. Further research is
needed on the long-term outcomes of physicians with
theseimpairments. Overall, the rewards of working with
impaired residents has outweighed the trials and tribu-
lations, and we would encourage other residencies to
bewilling to work with this potentialy rewarding group
of residents.
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