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KEY POINTS

� Substance use disorders (SUDs) include a family of diseases that are a source of impair-
ment and death with particular relevance to anesthesiologists.

� SUD prevention, detection, intervention, treatment, and recovery efforts must be consid-
ered and managed within the context of the 4 core principles of bioethics.

� SUD prevention programs must balance the safety of the patient while assuring that the ill
but unimpaired anesthesia provider maintains autonomy, avoids harm because of the pro-
cess, receives the benefit from recovery, and is subject of fair and equal justice.

� Continuing efforts to reduce SUD in anesthesiology should include collaboration with
department members, medical staff credentials committees, and medical boards to
ensure a fair process for addressing this challenging issue to prevent the impaired physi-
cian from harming patients while protecting the privacy of those physicians in stable
recovery.
INTRODUCTION

It has been 50 years since the Journal of the American Medical Association published
the sentinel article recognizing that physicians suffer from the same physical and
mental health issues as the general population. The article called on themedical estab-
lishment to change focus from censure and sanction to treatment and hope for the
“Sick Physician.”1 The subsequent decades saw the creation of Physician Health
Programs (PHPs) to coordinate recovery services and provide physicians with a
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Fitzsimons674
nonpunitive means to heal. In the early 1980s, the American Medical Association and
the American Psychiatric Association teamed to study physician mortality related to a
variety of issues including death by suicide.2 By the late 1990s, the Institute ofMedicine
published, “To Err is Human,” which recognized the imperfection of our systems in
addressing these challenging issueswhile acknowledging the humanity of physicians.3

These welcome perspectives not only improved the environment for physician self-
care but also identified ethical challenges to an establishment, which traditionally
placed the interests of the patient far over the health needs and privacy of the individual
provider. These ethical challenges extend from the tools that we use to detect diversion
of drugs from the perioperative environment to reporting performance or behaviors that
could indicate impairment by substances; to the initial intervention for a colleague who
may be in distress, processes of formal treatment of the condition, and into the early
period of return to a career in medicine; and finally into management of the aftermath
including reporting to authorities responsible for licensure and credentialing.
THE SCOPE OF THE PROBLEM

There are 2 major problems associated with substance use disorders (SUDs) in the
specialty of anesthesiology: misuse and addiction and the diversion of substances
from the perioperative environment for personal use or distribution to illicit networks.
Multiple studies over many years have shown that the incidence of SUD exclusive of
alcohol among faculty anesthesiologists as well as trainees in the United States is 1%
to 2%.4–6 Problem alcohol use by physicians has been increasing andmay afflict more
than 25%.7 The problem is not limited to the United States because similar results are
reported in other countries.8 The consistent incidence is especially troubling because
increases in education and enhanced substance control measures have not appeared
to have an impact on the incidence of these serious clinical problems.4

Opioids have remained the primary substance of misuse and abuse among anesthe-
tists including faculty, trainees, and certified registered nurse anesthetists (CRNAs).4,9

At the same time, there have been a number of reports documenting that abuse of other
substances such as propofol, remifentanil, ketamine, benzodiazepines, and volatile
agents are increasing.10,11

The outcome of SUDs among anesthetists is often tragic. Death is the presenting
factor in 9% to 16% of cases of SUDs, indicating how challenging it is to identify
and intervene in cases of SUD.4,5 Among those residents who survive their initial diag-
nosis of SUDs and complete training, nearly 40% will experience at least one relapse
within 30 years while 19% will die from a substance use-related condition.12

The second major problem associated with SUDs in the perioperative environment
is the diversion of substances away from appropriate use for illicit purposes.
Healthcare facilities have many points of vulnerability, which can be exploited by indi-
viduals to direct substances from the normal chain of control for personal use or to
another individual for illegal purposes.13,14 These points begin in the pharmacy system
and include exploitation of procurement, storage, preparation, prescribing, and
wastage. Anesthesia personnel are more vulnerable because of their access and daily
procurement of drugs from medication dispensing systems or a satellite pharmacy,
administration to patients, or during the wastage process.13 Berge and colleagues
note that health-care facilities are placed at risk through “failure to prevent, recognize,
or address signs of diversion or of an impaired or addicted employee.”15 Patients can
also be innocent victims of practices by impaired health-care workers including risk of
infection with communicable diseases.15 Hospitals have paid millions of dollars in
fines due to the diversion of substances by workers.
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Management of SUDs in Anesthesiology 675
Designing and implementing systems to deter, detect, and treat SUDs have been
very challenging; doing so also raises significant ethical issues that must be consid-
ered for the patient, healthcare system, and the individual provider.

ETHICAL CHALLENGES IN THE PREVENTION AND MANAGEMENT OF SUDs IN
ANESTHESIOLOGISTS

Ethical issues related to healthcare bioethics are addressed through the concept of
Principlism.16 Bioethical dilemmas are addressed through 4 core principles: Autonomy,
nonmaleficence, beneficence, and justice.16 These principles must be addressed
through the perspectives of both the patient as well as the physician (Table 1).
Autonomy refers to the concept that an individual has the right to make their own

decisions and take their own actions. This does not mean that a physician has the right
to harm a patient or to damage the health-care system. Autonomy may also refer to a
patient’s right to accurate information regarding their physician and whether that
physician provides their care. Embedded within autonomy is an individual’s right to
privacy. Whether the patient has the right to know if a physician suffers from a condi-
tion that may impair their performance or is in recovery, is unclear.
Nonmaleficence refers to the obligation of the medical establishment to prevent

harm. Patients have been harmed by impaired individuals working in health care.15

The extent of the ethical dilemma that arises relates to the degree to which actions
may be taken to prevent potential harm. Nonmaleficence also applies to the process
of identification, management, and reporting of medical conditions that health-care
workers suffer from. Physicians are reluctant to seek care for themselves due to the
stigma of identification as an impaired provider or even the potential damage to a
reputation associated with merely being the subject of an inquiry.17

Beneficence is a physician’s obligation to do good. This can be extended to the obli-
gation to perform at the highest level. Patients are entitled to physicians who perform
to certain identified standards defined by license requirements and community
Table 1
Principlism and SUD in anesthesiology

Principal Patient Physician

Autonomy Right to safety
Right to select a physician
Right to information

Right to report their own impairment
Right to choose or reject treatment
Right to confidentiality

Nonmaleficence Right to freedom from
harm or risk by an
impaired physician

Right to freedom from undue intrusion
Right to freedom from false accusation
Right to recovery systems without harm
Right to avoidance of stigma associated

with an SUD
Right to health after treatment
Right to freedom from excessive cost

Beneficence Removing potential harm
Higher vigilance
Improving systems
Lower health cost

Treatment with the highest likelihood
of recovery

Treatment with the highest chance of
reentry into a career

Justice Right of patient over
physician rights

Rights of society over
individual

Equal application of policy regardless
of position

Due process for an impaired physician
Risk of conflicts of interest in recovery

programs
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standards of care that impact the right to practice. Beneficence is also a factor in
detecting and treatment of SUDs in anesthesiology. Tools and practices aimed at
reducing SUD should have proven benefits or studied for benefit rather than merely
accepted. Treatment practices should demonstrate success.
Justice refers to the right of all individuals, including those in recovery to receive

equal care and that policies and regulations designed to address the problem are
equally applied. This right implies that one individual should not be placed at more
risk than another. Justice also refers to the need to balance the rights of society
with those of an individual. Professional careers, including law and medicine, require
licensure through the state to attain the right to practice in those jurisdictions. These
regulatory bodies must ensure the competency of their applicants as well as the safety
of those individuals utilizing the service. The principle of justice addresses the lengths
to which those bodies can extend their reach to assure competence and safety.
Leaders, educators, colleagues, regulatory bodies, credentialing offices, medical

boards, and individuals suffering fromanSUD faceethical issues related toSUDs.These
include substances to consider,methods to detect diversion, reportingpotential impair-
ment among colleagues, performing a professional intervention, treatment, monitoring,
and ultimately determining whether a colleaguemay return to the practice of anesthesi-
ology, another field in medicine, or whether a career change is in their best interest.

Substances of Misuse or Abuse and Performance

There is little ethical debate about the need for facilities to fulfill the obligation to mini-
mize diversion and illicit use. When these efforts have not been adequately addressed,
patients have been harmed by impaired providers and systems have been forced to
pay significant fines related to the diversion of substances.15 Poor outcomes related
to oversight and management of SUDs in healthcare workers reduce the trust that pa-
tients and the community place in our systems. The ethical dilemma concerning sub-
stances may lie more in the appropriate use of legal substances that have the potential
to cause impairment or the use of legal substances for recreational purposes.
Cannabis is the most pertinent current example.
Cannabis remains Schedule I, an illegal substance under federal law. The federal

government does not recognize any benefit. States are continuing to legalize cannabis
use for medical use, recreational use, or both.18 The exact incidence of cannabis use
among physicians is difficult to determine because studies commonly use different
parameters to determine the prevalence of use such as “lifetime,” “regular,”
“monthly,” “weekly,” and “daily” while others survey number of times the substance
is used. Lifetime use among medical students is approximately 31% with the highest
incidence among students in the United States (48.05%).19 Among physicians
entering a PHP, the lifetime incidence was 29.1%with 20% reporting abuse or depen-
dence.20 Studies of SUDs among anesthesiologists largely focus on substances from
the perioperative area and seek less detail about cannabis, leaving the exact inci-
dence of use by practicing anesthesiology personnel unclear.
Cannabis creates the ethical justice dilemma of whether it is acceptable for a physi-

cian touseasubstance,whichcanalter factors suchasdecision-making, reaction time,
and judgment.21 No studies have been performed that evaluate the impact of cannabis
use on physician performance. Studies of performance in pilots have demonstrated a
significant decrease in performance 30 minutes after cannabis use, which persisted
for 6 hours.22 Anothermore concerning study amongpilots demonstrated that impaired
simulated performance persisted for 24 hours after the use on measures such as verti-
cal and lateral deviation on landing as well as distance off center.23 None of the pilots
were aware of their degree of impairment. Leirer and colleagues studied the impact
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of a single marijuana cigarette in 9 pilots at 15 minutes, 4 hours, 8 hours, 24 hours, and
48 hours. Twenty-four hours after use, 7 of the 9 pilots demonstrated impairment but
only one of the individuals was aware of their impairment.24 These findings were iden-
tified in simulated environments, which likely do not mirror the complexity encountered
in an actual aviation environment. An additional point of concern is the increasing po-
tency of marijuana since the time of studies.25

Physicians have made a personal decision to enter a safety-sensitive career
involving direct responsibility for another individual’s life. Patients largely accept the
anesthesiologist assigned to their case without the benefit of research about their
skills or prior performance. The Drug-Free Workplace Program in 1986 established
federal employees involved in Special Sensitive, Critical-Sensitive, or Noncritical Sen-
sitive positions including law enforcement, national security, protection of life and
property, public health or safety, or other functions requiring a high degree of public
trust are subject to drug testing.26 This was extended by the Omnibus Transportation
Employee Testing Act of 1991 to include required testing of those in safety-sensitive
industries, aviation, trucking, railroads, mass transit, pipelines, and other transporta-
tion industries.27 Drug testing without evidence of impairment for legal cannabis has
been challenged. Some states have enacted safety-sensitive “carve-outs,” which
allow drug testing for cannabis even though it is legal in those states among individuals
who work in areas dealing with the safety of the public, the elderly, or in childcare.28

Methods to Detect SUDs and Diversion

Multiple efforts are made to reduce the diversion of substances from the perioperative
arena and to detect the diversion of drugs by healthcare providers. Most of these ef-
forts are simply good practice and do not present an ethical dilemma for leaders or
clinicians. These efforts include education on the signs, risks, and impact of SUDs
on patients and clinicians, the use of automated dispensing systems, medical record
surveillance, and control mechanisms to eliminate access to wasted substances.13

Impairment is defined by the Federation of State Physician Health Program as “the
inability to practice medicine with reasonable skill and safety due to a health condi-
tion.”29 Physicians are educated on the signs of SUDs among colleagues and them-
selves to detect indicators of impairment. Education about the risks associated with
SUDs has increased over time but many anesthesiologists cannot recall receiving
the education, in many cases education is elective, and a high percentage of programs
do not involve spouses.4 Physicians often have an SUD before they are impaired by
the disease to the point that their performance is affected or identified by colleagues.
Physicians may maintain the role of the “functional addict” long before the signs are
apparent to their colleagues. Systems that maintain the autonomy of the physician
may encourage them to seek treatment at the earliest phase of their illness. Unfortu-
nately, most physicians do not enroll in PHPs voluntarily but do so because of a
mandate.30

Random drug testing has been implemented by an increasing number of healthcare
systems to reduce diversions and SUDs among employees.31,32 Feasibility and a sig-
nificant reduction in the incidence of SUDs has been demonstrated by Fitzsimons and
colleagues.31,33 Calls have also been made to implement post-incident drug testing
after significant safety events but the practice has not been implemented.34 Ethical
challenges are encountered during program implementation, throughout testing,
and when managing the results.
When the program at Massachusetts General Hospital was first designed, resident

physicians could elect to participate or not, which potentially reduced the effectiveness
of theprogram.31A strategy of “anonymous andvoluntary”was implemented toprotect
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autonomy and eliminate the fear of retaliation for nonparticipation. Faculty members
were required to participate. Trainees entering since implementation are required to
participate in all aspects of testing. For the trainees who are advised about the testing
requirement before entering theprogram, their autonomy lies in the choiceofwhether to
join the program or select another institution.
Drug testing is associated with the risk of false-positive results challenging the prin-

ciple of nonmaleficence.31,35 False-positive results can be due to many factors from
collection, analysis, and into result interpretation.36 A vigorous system must be in
place to minimize the risk of false-positive results. Split sampling is the process of
retaining a second sample obtained at the initial collection for testing at a second certi-
fied laboratory; if the testing of the first sample is positive or indeterminant. Confirma-
tory testing with gas chromatography and mass spectroscopy virtually eliminates
false-positive results associated with enzyme-linked immunosorbent assays. Initial
result review by a nonbiased, outside-certified medical review officer can detect fac-
tors that may reveal a legitimate cause of a positive result maintaining justice and non-
maleficence. Final scrutiny of results along with presentation to the individual subject
to testing provides them with additional input into the results.

Confronting the impaired colleague and reporting suspicions of impairment or SUD
Physicians are often reluctant to approach a colleague whose performance appears
impaired or for whom they have concerns about a possible SUD. In one study, nearly
one-third of physicians indicated that they would not report a colleague who they sus-
pect may be impaired.36 Cited reasons include the impression that it is not their prob-
lem, fear of reporting in error, lack of knowledge regarding how to report, the
assumption that another individual is addressing the problem, and skepticism that
the report will have any impact.36 Physicians working in hospitals and academic med-
ical centers are more likely to report than those working outside of a larger healthcare
system. Physicians from communities underrepresented in medicine and international
medical graduates (IMGs) are also less likely to report.37 The lower reporting rate by
IMGs and underrepresented physicians may reflect fears of retaliation or biased treat-
ment. Failure to report places the health of patients in jeopardy as well as the health-
care provider violating nonmaleficence as well as a patient’s right to autonomy.
The lack of reporting colleagues with a possible SUD has significant implications.

Physicians with an SUD can recover from the illness if identified and a treatment
plan is implemented. Lack of approaching a physician whose performance is impaired
or of whom an SUD is suspected denies them the autonomous opportunity to initiate
recovery early in their disease process before long-standing damage such as patient
injury, legal issues, licensing problems, and reputation damage has occurred. It also
limits the likelihood of clinical errors that harm patients. Early reporting of concerns
may ultimately maintain autonomy for the physician while addressing the problem later
may result in legal obligations that undermine autonomy.
When physician impairment is suspected, the initial intervention should be done in a

structured, supportive, and consistent manner. A confidential, nonconfrontational
approach that is focused on obtaining appropriate care ismore effective than ameeting
focused on investigation and accusation. Such an approach benefits the physician.
Approaching the impairedcolleaguewith anair of accusation reduces trust in thesystem
and risks the physician retreating from recovery ultimately violating nonmaleficence.38

Treatment
Physicians are fortunate to have the motivation and resources to enter effective recov-
ery systems. There is no ethical debate about the benefits of treatment for physicians
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suffering from the diseases of SUD. The rate of recovery for physicians with SUD who
are managed appropriately is higher than the general population.39

PHPs have been in existence since the 1970s. The Federation of State Medical
Boards has encouraged the development of these alternative pathways for physicians
who have not caused patient harm compared with immediate reporting to the medical
board. Physicians who have caused harm, refuse to receive care or pose an immedi-
ate threat to the safety of the public should be immediately reported. PHPs do not treat
physicians but manage and coordinate multiple aspects of the physician recovery pro-
cess. Anesthesiologists with SUDs whose recovery is managed through PHPs are just
as likely as other specialties to recover from a diagnosis of an SUD.30 Anesthesiolo-
gists have the same rate of program completion, disciplinary action, relapse, and
death as other specialties.30 Six key lessons from PHPs have been identified, which
can promote long-term recovery (Table 2).40 These key components address zero-
tolerance for the use of substances, individualized treatment models, ongoing drug
and alcohol testing, the use of leverage, rapid and definitive management of relapses,
and the commitment to life-long recovery through involvement with 12-step programs.
Concerns have been raised about PHP oversight, due process for physicians, and

potential conflicts of interest.41 These factors primarily risk violation of the right to jus-
tice and the potential for maleficence. PHPs do not have power over a physician’s li-
cense but work with state Medical Boards to provide coordination of the multiple
aspects of professional recovery. It is argued that state medical boards must maintain
oversight of PHPs because failure to comply with stipulations in physicians’ recovery
Table 2
Lessons from State Physicians Health Programs

Lesson Key Points

Zero-tolerance for any use of alcohol or
other drugs

PHPs have a higher standard

Thorough evaluation and patient-focused
(rather than program-focused) care

Each individual physician in recovery is
different. Blind adherence to a specific
guideline does not address the needs of
the individual

Prolonged, frequent random testing for both
alcohol and other drugs

Contracts stipulate that physicians in
recovery must undergo random drug
testing, which consists of large panels of
substances

Effective use of leverage PHPs can work with licensing agencies,
medical boards, practices, hospitals, and
leadership to assist the physician through
reentry into medicine

Defining and managing relapses: swift,
certain, and meaningful consequences for
any substance use and noncompliance

Physicians who relapse or who are identified
as in noncompliance with the stipulations
of the recovery contract are immediately
removed from practice and generally
required to enter into inpatient treatment

The goal of lifelong recovery rooted in the
12-step fellowships

Physicians are generally required to
participate in 12-step programs such as
Alcoholics Anonymous (AA), Narcotics
Anonymous (NA), or Caduceus (for
physicians in recovery)

Adapted from: Dupont RL, Skipper GE. Six lessons from State Physician Health Programs to Promote
Long-Term Recovery. J Psychoactive Drugs. 2012;44:72-8.
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contracts can lead to the loss of a medical license. Another criticism is the lack of due
process when a physician disagrees with a diagnosis or requirement. Physicians may
not be allowed to represent themselves effectively and may be victimized by pro-
cesses, which are not fully transparent. The last criticism relates to potential conflicts
of interest related to what options are offered to the physician. Even though a physi-
cian may voluntarily enter recovery coordinated through a PHP, some individuals have
felt compelled to enter specific recovery programs compromising autonomy.41 Pro-
grams that provide both diagnostic and therapeutic care may have an incentive to
identify other unrelated diagnoses to justify pursuing further expensive evaluation
and treatment alternatives.
Physician recovery can create a significant financial burden on the physician and

their family challenging the nonmaleficence and potentially creating a barrier to recov-
ery.42 Costs include assessment, detoxification, inpatient treatment, outpatient care,
drug testing, and well as legal fees.

Reentry into anesthesiology
The most challenging ethical consideration after a diagnosis of an SUD and treatment
is whether an anesthesiologist should return to the specialty of anesthesiology,
another specialty, or whether a career change from medicine is indicated. Menk
and colleagues reported a 66% relapse rate among trainees who abused parenteral
opioids, with death as the presenting factor in 16%.43 The relapse rate among those
abusing substances other than parenteral opioids is 30%.More recent data on relapse
after completion of residency show that nearly 40% will relapse and the death rate is
19%.12 Other negative outcomes include higher rates of failure to complete residency,
failure to achieve board certification, and failure to achieve subspecialty certification.12

Predicting which physicians in recovery have a higher rate of relapse is difficult. Dom-
ino and colleagues identified the use of a major opioid in the presence of a coexisting
psychiatric disorder or family history of an SUD increased the risk.44 The principle of
autonomy or justice is raised when considering a family history of SUD.
The appropriate career course after a diagnosis of an SUD and rehabilitation is

perhaps the most difficult ethical dilemma associated with impairment by substances.
Anesthesiology is the only physician specialty where the individual directly procures,
prepares, administers, and wastes substances largely on their own without the direct
observation of another provider. These substances are of high potency. Anesthesiol-
ogists observe the “good” effects of these substances throughout the remainder of
their careers and develop confidence that they can control the impact of the drug. An-
esthesiologists may have the impression that the pharmacokinetics that they witness
in the patient reflect the way a substance will act in themselves.
The long-term health of the physician and the safety of the patients under care is a

major risks. Returning a physician to an environment where they will continue to
handle the substances that were the source of their disease places them at risk
through access. The source of substances for impaired anesthesiologists is largely
due to diversion from the work environment. The risk of death from SUDs remains
throughout an anesthesiologist’s entire career.45 Calls have been made that redirec-
tion from the specialty of anesthesiology is the safest andmost compassionate course
for individuals who experience SUDs.43,46 The concept of “one strike, and you are out”
draws a single “line in the sand” that dictates individuals diagnosed with SUDs should
be redirected into another specialty. This notion lies in the impression that the return
itself risks a violation of nonmaleficence.
Other opinions leave the door open for anesthesiologists to return to the practice of

anesthesiology after a diagnosis of anSUD followedbyappropriate inpatient treatment,
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monitoring through a PHP along with drug testing, and a commitment to lifelong recov-
ery.47,48 Anesthesiologists treated through PHPS have a similar rate of contract
completion (71%), contract extension (18%), and death (6%) as other specialties after
treatment andposttreatmentmanagement through aphysician’s health program.30An-
esthesiologists’ contracts often have enhanced features that address their specific
environment including witnessed naltrexone administration, periodic hair testing, and
enhanced security features in the operating room including witnesses, automated
dispensing systems, and monitoring cameras.30

No data is indicating that patient safety is improved by permanently removing all an-
esthesiologists who have been treated for SUDs. A review of 2715 cases in the ASA
closed claims database revealed only 7 cases where an SUD or chemical dependency
was indicated. Two of these cases involved CRNAs, 4 involved an alcoholic physician,
and 1 involved a smoker. None of the cases involved opioids or other parenteral
substances.49

Anesthesiology is the specialty with the most focus on the risk of an SUD and diver-
sion from the perioperative environment. Programs are enhancing their systems
through drug testing, education, surveillance of drug transactions, and establishment
of drug diversion prevention teams. Equal rates of recovery when enrolled in effective
programs and under the guidance of a PHP favor return to the practice on a case-by-
case basis. Effective treatment that is equally applied and adheres to the 4 bioethical
principles provides the physician with the best chance of recovery.

Reporting and credentialing after a diagnosis of an SUD
Physicians returning to a career in medicine after a diagnosis of an SUD are often chal-
lenged by medical licensure at the state level and credentialing by individual hospitals.
This affects the principle of justice as well as nonmaleficence because these agencies
may impose sanctions on the licensee, which may be overly restrictive.
The United States Supreme Court addressed the issue of legal professional

licensing and compliance with the Americans with Disabilities Act (ADA) in
2014.50 This decision effectively required agencies to limit questions on mental
health to current issues, which actively impair an applicant’s ability to perform pro-
fessional duties. This decision was supported by the notion that current diagnosis
and treatment of a condition did not necessarily predict future impaired perfor-
mance. The decision also prohibited licensing agencies from imposing intrusive
and burdensome conditions on applicants. The Federation of State Medical Boards
(FSMB) released multiple recommendations in its Policy on Wellness that states
should follow.51 The purpose of these recommendations was to increase compli-
ance with the ADA as well as encourage physician wellness. Four recommendations
are key to compliance. Questions should concentrate on active impairment, and
only current conditions that are impairing should be addressed. Applications should
“not seek information about impairment that may have occurred in the distant
past.”51 There should be a safe haven for nonreporting for physicians receiving
appropriate treatment commiserate with their diagnosis and have a high likelihood
of avoiding impairment. Questions should be written in supportive language in a way
similar to questions about physical wellness and that normalized physician
wellness.
A study performed in 2009 reviewed questions addressing physical, mental health,

and substance use questions on state licensing applications.52 Nearly all applications
contained such questions (96%). More than half (69%) of the questions would be
considered “likely impermissible” or “impermissible” under the Americans With Dis-
abilities Act. A study performed 10 years later assessed state licensing applications
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Fitzsimons682
for invasiveness. Nine states were rated as an “A” indicating either the lack of ques-
tions related to mental health or containing 1 to 2 questions that addressed impair-
ment but did not mention mental health.53 Eight states still contained questions that
addressed mental health even without impairment or the questions that were phrased
in punitive, confusing, or adversarial language.
Themost recent study was performed in 2023 evaluating mental health questions on

state medical license applications and compliance with the FSMB 2018 recommenda-
tions.54 The review indicated that only 3 states or territories met all 4 major FSMB
recommendations. Approximately half (51%) met 3 recommendations. Renewal appli-
cations were more likely to address safe-haven nonreporting as well as only current
conditions than initial applications.

SUMMARY

Bioethical principles should be considered when implementing systems to identify and
treat mental and emotional illness as well as SUDs that affect a physician’s right to
practice. Autonomy must include the voluntary participation of the provider in all as-
pects of diagnosis, treatment, and reasonable return to a career in medicine when
impairment is no longer present, and recovery is sustained. Patients must maintain
the right to their protection and the assurance that our systems only allow those phy-
sicians with unimpaired competency to engage in the practice of medicine. Nonmale-
ficence includes assuring that the systems we build protect the patient and the public
while minimizing any current or future harm to a physician committed to their recovery.
Society benefits from supporting competent physicians with mental, emotional, and
substance illness by maintaining a healthcare system that encourages the ill to seek
appropriate proven care. Such systems require minimization of the stigma attached
to mental illness. When the concept of the “Sick Physician” was presented in 1973,
the need for equal treatment of ill physicians was recognized. Ill physicians are entitled
to treatment through the healthcare system with the hope that they can return to prac-
tice without the injustice of perpetual identification as an unsafe provider long after the
impairment has been managed.

CLINICS CARE POINTS
� SUDs exclusive of alcohol affect 1% to 2% of anesthesiologists. Death is a common
presentation at the time of initial discovery of the disease as well as during relapse.
Although opioids are the most common substance of abuse, the use of others is increasing
for illicit purposes.

� Prevention of SUDs and drug diversion includes multiple system-level initiatives such as
education, transaction surveillance, personal and colleague monitoring, drug testing, and
reporting when impairment is suspected.

� Anesthesiologists who suffer from SUDs can recover from the disease at a rate equal to other
specialties. PHPs can provide a safe haven where care can be managed. Key components of
recovery through PHPs include individual patient-focused care, zero tolerance for
substances, drug testing, definitive management of relapses, and a goal of lifelong recovery
rooted in 12-step programs.

� All components of SUD prevention programs should respect the rights of the patient and the
ill provider and adhere to the 4 principles of bioethics. Individual autonomy must be
maintained. Programs should not cause harm (nonmaleficence). Initiatives should benefit
society, the patient, and the physician. Justice must be a key component.
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