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Objectives

- Review history of development of 

safety-sensitive professional 

monitoring programs

- Critical factors in effectiveness of 

programs 

- Review what we have learned 

from alternatives programs, 

positive and negative

- Future implications 



SAFETY-SENSITIVE WORKERS’
KEY QUALITIES

Qualities that lead to distinct treatment needs for this special population

1.All safety-sensitive workers, by definition, have a responsibility to the 
public.

2.Safety-sensitive workers do best when offered cohort-specific 
treatment, which facilitates adequate self-disclosure and the 
subsequent repair of damage produced by past substance-related 
behaviors.

3.Some safety-sensitive workers have direct access to addicting 
substances.

4.Health care professionals commonly have difficulty adopting the role 
of a patient.



Background 

�Substance use disorders are considered an occupational 
hazard among physicians, pharmacists, dentists, nurses, and 
other healthcare providers

• Baldisseri, Crit Care Med, 2007; 35(2), S106-116

�Previous research showed physicians were at greater risk of 
becoming addicted to narcotics than members of the general 
public

• Hughes  et al., JAMA, 1992;267:2333–9.

• The prevalence of psychiatric comorbidity appears to 
be increasing among physicians

• Angres et al. J Addict Dis, 2003; 22(3):79-87 

�Addiction can cause significant distress and impairment in the 
lives of health professionals, their patients, and their loved 
ones



History of Safety Sensitive Programs

- Some attention to issue in 1950s and 60s

- Concept of “conspiracy of silence”

- 1973 Landmark paper “The Sick Physician: Impairment 

by Psychiatric Disorders Including Alcoholism and Drug 

Dependence

- 70s-90s = increase in programs for other safety-sensitive 

occupations (pilots, nurses)

- HIMS (Human Intervention Motivational Study): 1970’s 

program for pilots with SUD. Culture of “fly hard and play 

hard”.

- History of programs is closely intertwined with history of 

treatment and drug testing

- More recent increased criticism of state PHPs







“Impairment”

• Currently defined as:

– “Any physical, mental, or behavioral disorder that interferes with ability 

to engage safely in professional activities” [American Medical 

Association (2007)]

– “The inability or impending inability of a health professional to practice 

his or her health profession that conforms to acceptable standards of 

practice because of substance abuse, chemical dependency, or mental 

illness” [Baldisseri (2007). Crit Care Med]
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Impairments
Problems that may impact the workplace

• Alcohol & other drugs (~80% of referrals in Florida)

• Psychiatric issues – depression

• Neurologic/Cognitive - strokes

• Physical problems – paralysis, pain

• HIV Infection

• Sexual boundary issues

• Disruptive professionals 



Consequences of 
Impairment/Distress

�Not all health professionals with addiction display 
“impairment” in their work, especially at first

�However, eventually addiction will inevitably lead to 
distress and lower quality of life

�Mood disturbance/suicidality

�Finances 

�Relationships

�Spiritual fitness

�Physical health
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Job is last to go!Job is last to go!



Concerns About Reporting

• Health professionals have an ethical responsibility 

to report colleagues suspected of 

incompetence/impairment

• Survey of 1,891 physicians conducted (64% 

response rate) to assess beliefs/practices

• Less than 70% felt prepared to deal with impaired 

colleague

• Over 1/3 of physicians who knew of an impaired/ 

incompetent colleague failed to report them

DesRoches, Rao, Fromson, Birnbaum, Iezzoni, Vogeli, Campbell (2010). JAMA.
12



ASAM Public Policy on 
Professionals’ Drug Diversion for 
Self-Administration

“Experience has clearly shown that a 

non-punitive, confidential entry into 

monitored recovery promotes early 

detection and promotes public health 

and safety.”



Special Considerations

friendsfriends

colleaguescolleagues

spousespouse

hospitalhospital

36 year old Internist 
bleeds to death trying to get 
IV access.
Wife state “It wasn’t like he
used everyday.”



Addiction Today

• The biological attraction of drugs of abuse is 

universal for all mammals, including all people

• Not everyone chooses to use drugs and not 

everyone who uses drugs nonmedically 

becomes addicted

• The treatment challenge: improve long-term 

outcomes and promote lifetime recovery

• Professional Health Programs (PHPs) set the 

standard with the New Paradigm



• Only 1 in 10 Americans who need treatment 

receive it

• Of those that need it, approximately 95% 

don’t think they do

• Of the 5% who believe they need it,  2/3 

made no effort to obtain it

• Less than 50% of those admitted to 

publically funded treatment successfully 

completed treatment

Treatment Today



Relapse Rates Are Similar for Drug Dependence 
And Other Chronic Illnesses

Relapse Rates Are Similar for Drug Dependence 
And Other Chronic Illnesses
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Addiction Treatment Does WorkAddiction Treatment Does Work



Gateway Drug



Why Study Professionals?

•Population is easier to track with 90+ percent follow-up rates. (As compared to the 
general population, 50-70% of participants are lost to follow-up).

•Very high incidence of suicide in substance abusing professionals.

•Almost constant access to drugs of abuse, often the very drugs they 
were using.

•Treatment protocols are different than the general population- usually longer

•Professionals who participate in the PHP model have the highest recovery rates 
(between 70 and 96%, measured over prolonged periods of time (1 to 5 years).

Reference from William White



Impaired Professionals

• ~15% of healthcare professionals are 

impaired by drugs at some point in their 

lives

• About same as general population
•Gastfriend, D.R., Physician substance abuse and recovery: What does it mean for physicians-and 

everyone else? . JAMA 2005. 293(12): p. 1513-1515.
•Brooke, D., Why do some doctors become addicted? Addiction, 1996. 91(3): p. 317-319.

•Hughes, P.H., et al., Physician substance use by medical specialty. J Add Dis, 1999. 19(2): p. 23-37.
•Lloyd, G., One hundred alcoholic doctors: A 21-year follow-up. . Alcohol Alcohol, 2002. 37(4): p. 370-

374.
•Schuckit, M.A., New Findings in the Genetics of Alcoholism. JAMA, 1999. 281(20): p. 1875-1876.

•Kenna & Wood, Alcohol use by healthcare professionals. Drug Alcohol Dependence 2004 Jul 
15;75(1):107-16 



Risk Factors

• Factors promoting success may also be  

factors predisposing to mental health 

problems

– Drive for achievement

– Exceptional conscientiousness

– Ability to deny personal problems
• Boisaubin EV,  Levine RE.    Identifying and assisting the impaired 

physician.   Am J Med Sci. 2001 Jul;322(1):31-6.



Bad Teaching        The problem

Delay gratification Endure

Perform under duress Avoid showing feelings

Solve problems ourselves Can’t ask for help

Defer our needs Caretakers

Get good grades Quick learners

Forced to mature quickly Lack basic coping skills

Discount the ‘lesser’ Can’t identify with others

Confidence in understanding 
drugs

Underestimate consequences

Become teachers Can’t listen

Rely on evidenced based science Struggle with spiritual ideas



Sigmund Freud (1880s)

COCAINE … treatment for 
morphine addiction.

Prescribed it to his 
fiancée and sisters



Can’t 
ask for 
help!

Denial, “success” in medicine, and a general 
disdain for “psychiatric” treatments keep impaired 
professionals from seeking treatment on their own.



Only after his secret diary was 
opened in the 1960s did we 
discover that, after cocaine, 

Halstead had become addicted 
to morphine, and remained so 

for the remainder of his life. 



Abraham Lincoln on 
Alcoholism

… “In my judgment such of us as 
have never fallen victims have 
been spared more from the 
absence of appetite than from any 
mental or moral superiority…."

… “I believe if we take habitual 
drunkards as a class, their heads 
and their hearts will bear an 
advantageous comparison with 
those of any other class. 

…“The victims of it were to be pitied 
and compassionated, just as are 
the heirs of consumption and 
other hereditary diseases.."

From Lincoln's address 
to the Washington 

Temperance Society, 
Springfield, Ill.

February 22 1842 



Professionalized Treatment of Addiction 
in the Nineteenth Century



Keeley Home Cure Bottles



• Inadequate Clinical Technology/Science

• Fragmentation of Field

• Ethical Abuses/ Public Exposure

• Failure of Leadership Development

• Social Policy Shifts--Criminalization

• Economic Depressions

Fall of 19th Century Treatment



The Modern Alcoholism 
Movement

• Alcoholics Anonymous

• Research Council on Problems of Alcohol

• Yale Center for Alcohol Studies

• National Committee for Education on 

Alcoholism



A primary, chronic disease of brain reward, 

motivation, 

memory and 

related circuitry



Healthy Heart Diseased Heart

ADDICTION IS A DISEASE OF THE BRAIN
As other diseases, it affects tissue function

Decreased Brain Metabolism in Drug Abuse Patient

Sources:  From the laboratories of Drs. N. Volkow and H. SchelbertSources:  From the laboratories of Drs. N. Volkow and H. Schelbert

High

Low

Decreased Heart Metabolism in Heart Disease Patient

Control Cocaine 
Abuser



Stimulants (Ritalin, Adderall) Act like Cocaine

Directly in the Dopamine Cells

Distribution in the Human Brain of Cocaine and Ritalin

Ritalin

Cocaine

Cocaine and Ritalin Act on the Same Sites in Brain
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Hypofrontality in Cocaine Dependent Patients

Reduced Metabolic activity at baseline in cocaine dependent subjects



Cocaine Addiction

Nature VideoNature Video Cocaine VideoCocaine Video

AmygdalaAmygdala

not lit upnot lit up
AmygdalaAmygdala

activatedactivated

Activated amygdala � cravings





Phase I: What are Professional 
Health Programs (PHP)?
• Not treatment, disciplinary, law enforcement or licensing 

organizations

• Active care managers overseeing long-term care including drug 
testing

– They select and communicate with caregivers including 
treatment programs, monitoring organizations and 
doctors/therapists/counselors

• Professionals who enter PHP care face serious consequences for 
any noncompliance including any alcohol or drug use



PHP Structure

� Professionals accept the care management of the 
PHP in return for verification of the physicians’
abstinence from alcohol and/or drug use

� If the professionals fail to adhere to the PHP’s 
recommendations or return to alcohol and/or drug use, the 
safe harbor provided by the PHP is removed

� PHPs have no sanctions to impose

� When participants fail they simply leave the PHP – to face 
whatever consequences other involved institutions mete out 
to them – often loss of their medical license



PHP Goals

• Early detection of substance use disorders through:

– Assessment and evaluation of potential 

problems

– Referral to the best evidence-based treatment

– Identification and treatment of comorbid 
conditions

– Long-term contingency monitoring

– Reporting monitoring results to credentialing 

agencies 



PHP Addiction Care

• Evaluation & Intervention 

– Discussions with colleagues, family or employers

– Interventions include Medical Director or other senior person from PHP 
discussing issues raised leading to formal evaluation

– Formal evaluations generally include full diagnostic interview with 
collateral assessment for substance use and other psychiatric medical 
conditions

• Monitoring  Contract 

– Length usually 5 years 

– Consequences for failure to adhere to recommendations:

• Further evaluation and/or treatment

• Reporting to the state licensing board

• Other serious consequences

– “Safe Harbor” provision: postpone/defer impending sanctions



PHP Addiction Care

� Formal Treatment

� Most state PHPs refer to a short list of excellent treatment 
programs

� All require total abstinence from alcohol and from nonmedical 
drug use

� 69% of participants began treatment in residential care; 31% 
began treatment in intensive  outpatient  treatment 

� Long-Term Support & Monitoring

� 95% of PHP participants participated in AA, NA, etc.

� 70% required worksite monitors

� Drug tested average 4 times/month in first year (48 tests/year); by 
fifth year average was 20 tests/year 



Treatment
• Must be performed by facilities and addictionists 

familiar with professionals

• Must offer specialized groups for professionals

• Duration and intensity must be controlled by progress 
and not financial issues

• Discharge planning needs to address ability to 
practice with reasonable skill and safety

• Arrange for follow-up including monitored 
professional meetings, chemical screens and AA



SAFETY-SENSITVE OCCUPATIONS 
ISSUES IN TREATMENT

• SETTING

• SUPPORT SYSTEMS

• STAFF

• THERAPIES

• ASSESSMENT/TREATMENT PLAN REVIEW

• DOCUMENTATION



Goals of Treating 
Professionals

• Restore them to health (physical, emotional, 

spiritual)

• Provide skills to prevent them from relapsing

• Determine under what conditions they may 

return to their profession

• Connect them to advocacy/monitoring 

agency



Voluntary Treatment of 
Professionals is an Oxymoron



What do healthcare professionals 

think about their addiction 

treatment experiences?

46



“What I Wish I’d Known Before 
Treatment”
� That I wasn’t so bad that I was beyond help / Recovery is possible

� I had a problem / It’s okay to be honest

� Addiction is a disease; I can’t outsmart or control it

� How much better life is in recovery

� That the PHP existed

� How expensive / time-consuming it is

� I don’t have to fix everything / How to ask for help / I can’t do it alone

� To trust God / God loves me

� That recovery is a process and it takes time / It works if you work it

� Not to use alcohol or drugs in the first place / That “self-medicating” was 
dangerous

� 12-step philosophy

� That I wasn’t alone / I’m not unique / There are other professionals like me

� Everything I learned DURING treatment
47



“What Surprised Me Most About 
Treatment”
• Learning I’m an addict and have a medical disorder / I ACTUALLY had a problem

• That I could relapse, even with all the consequences

• That I can stay sober / How little I miss drugs & alcohol 

• The team is here to help (non-judgmental), you can tell them anything

• Importance of honesty / The truth will set you free / I’m only as sick as my secrets

• How my character defects affected myself and my family

• That I can enjoy life/sleep/feel good about myself without drugs or alcohol

• Learning about the role of early experiences in development of addiction

• Spirituality / Acceptance of a higher power

• How appreciative I became of what I learned from being an addict

• Feel better now than ever / How much I (and my life) have changed for the better

• Laughing/having fun; Treatment was (mostly) a blast!

• Great people I met; Friendships I formed; All the support I received

• The benefit of group therapy / The number of people (professionals) just like me

• How long it lasted! 48



NIDA’s 13 Principles of Effective 
Drug Treatment

1. No single treatment is effective for all individuals

2. Treatment needs to be readily available

3. Effective treatment attends to multiple needs

4. Treatment needs to be flexible

5. Remaining in treatment for an adequate period of 
time is critical for treatment effectiveness

6. Individual and/or group counseling and other 
behavioral therapies are critical components of 
effective treatment for addiction 



NIDA’s 13 Principles cont...

7. Medications are an important element of treatment for many patients

8. Addicted or drug-abusing individuals with co-existing mental disorders 

should have both disorders treated in an integrated way

9. Medical detox is only the first stage of addiction treatment

10. Treatment does not need to be voluntary to be effective

11. Possible drug use during treatment must be monitored continuously 

12. Treatment programs should provide assessment for HIV/AIDS, 

hepatitis B and C, tuberculosis and other infectious diseases

13. Recovery from drug addiction can be a long-term process



Might Not Meet Today’s FDA 
Standards



Components of Monitoring

•With Behavioral Monitoring, we follow:

-Time and adherence to daily call in (to determine if screening is requested).

-Support group attendance

-Therapy attendance

-Submission of other self-reports

•For chemical monitoring:

-Screen frequently, tailored to past use pattern

-Screen using multiple methodologies (urine, hair, nails, etc.)



Views Regarding Helpfulness of 
Treatment/Monitoring

53Merlo, Klingman, Conwell, & Rivenbark (2012). American Psychological Association Annual Meeting. Orlando, FL.



Blueprint Project, Paper #1

•DuPont RL, McLellan AT, White WL, Merlo LJ, Gold MS. Setting the
standard for recovery: Physicians’ Health Programs. Journal of 
Substance Abuse Treatment. 20-9 Mar;36(2):159-71.

A sample of 904 physicians consecutively admitted to 16 state 
Physicians’ Health Program (PHPs) was studied for 5 years or longer to 
characterize the outcomes of this episode of care and to explore the elements 
of these programs that could improve the care of other addicted populations. 
The study consisted of two phases: the first characterized the PHPs and their 
system of care management, while the second described the outcomes of the 
study sample as revealed in the PHP records. The programs were abstinence-
based, requiring physicians to abstain from any use of alcohol or other drugs of 
abuse assessed by frequent random tests typically lasting for 5 years. Tests 
rapidly identified any return to substance use, leading to swift and significant 
consequences. 



Physician Health Program Study 

- 904 MDs (16 states) studied ≥ 5 years

· Family Medicine – 20%

· Internal Medicine – 13%

· Anesthesiology- 11%

· Emergency Medicine- 7%

· Psychiatry- 7%

- 86% male



Physician Health Program Study 

-Drugs of Choice

- Alcohol: 50%

- Opiates: 33%

- Stimulants:  8%

- Other : 9%

88 percent met criteria for dependence

• 50 percent with 1 or more substances

• 14 % intravenous use

• 17 % legal action for substance-related offense

• 39 % treated previously



Blueprint Project, Paper #1

•Conclusion:  “Remarkably, 78% of participants had no positive 
test for either alcohol or drugs over the 5-year period of 

intensive monitoring. At post-treatment follow-up 72% of the 

physicians were continuing to practice medicine. The unique 

PHP care management included close linkage to the 12-step 

programs of Alcoholics Anonymous and Narcotics Anonymous 
and the use of residential and outpatient treatment programs 

that were selected for their excellence.”



Blueprint Project, Paper #2

•McLellan, Skipper, Campbell, and DuPont. Five year outcomes in a

cohort study of physicians treated for substance use disorders in the 
United States. British Medical Journal 2008;337;a2038

- Results:  155 of 802 physicians (19.3%) with known outcomes failed the 
program, usually early during treatment. Of the 647 (80.7%) who completed 
treatment and resumed practice under supervision and monitoring, alcohol or drug 
misuse was detected by urine testing in 126 (19%) over five years; 33 (26%) of 
these had a repeat positive test result. At five year follow-up, 631 (78.7%) 
physicians were licensed and working, 87 (10.8%) had their licenses revoked, 28 
(3.5%) had retired, 30 (3.7%) had died, and 26 (3.2%) had unknown status.



Blueprint Project, Paper #2

•Conclusion: About three quarters of US physicians 

with substance use disorders manage in this subset of 

physician health programs had favorable outcomes at five 

years. Such programs seem to provide an appropriate 
combination of treatment, support, and sanctions to 

manage addiction among physicians effectively.



Physician Health Program Study

• 50% completed 5 year contract with 

no subsequent monitoring

• 22% extended or signed new contract

• 28% non-completion

• 4% died (6 suicides)

• 19% relapsed under contract (1 in 5 

of those would have 2nd relapse)



Physician Health Program Study

• 72% with license without restriction

• 91% of completers were practicing      

vs

• 28% of non-completers practicing 

medicine

•18% of original group not practicing 

at all



Essential Ingredients of the 
PHP Model

• Contingency management with positive 
consequences for abstinence and active intervention 

for any use of alcohol or other drugs of abuse

• Frequent random drug testing

• Abstinence standard – drugs and alcohol

• Link to 12-step programs

• Active management of relapse

• Long-term continuing care and monitoring

• Focus on life-long recovery



What do physicians and other 

healthcare professionals think 

about their PHP experiences? 
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Results & Implications

• Despite mandated participation in most cases, almost 80% 
“satisfied” with experience:

– 44.6% Very Satisfied

– 33.8% Satisfied

– 6.2% Neutral

– 4.6% Dissatisfied

– 10.8% Very Dissatisfied

• Over 90% would recommend the program:

– Helpfulness of monitoring

– Advocacy/assistance in legal/licensure issues
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Satisfaction With PHP Participation

65Merlo, L.J. & Greene, W.M. (2010). Physician views regarding substance use-related participation in a state physician health program. 
American Journal on Addictions, 19, 529-33. PMCID: PMC2959195 / PMID: 20958849 

Online survey of current participants & graduates from single state 
physician monitoring program 

85.1% male; Ages 29-76 (M =49.8, SD = 9.8)
90.9% Caucasian, 6.1% Hispanic/Latino, 3.0% Asian

Various medical specialties represented

Despite mandated participation in most cases, almost 80% “satisfied” with 
experience:

44.6% Very Satisfied
33.8% Satisfied

6.2% Neutral
4.6% Dissatisfied

10.8% Very Dissatisfied

Over 90% would recommend the program

Percent

Method of helping endorsing

Maintaining sobriety 85.9%

Job security 59.4%

Restoring healthy relationships 42.2%

Improving spiritual foundation 42.2%

Managing legal issues (not malpractice) 15.6%

Managing malpractice issues 6.3%

Other 2.5%

PHP Was NOT Helpful 4.7%



PHP Participation & Monitoring

IN THE END, IT IS WORTH THE BURDEN/HASSLE TO PARTICIPATE:
– It’s been a journey and it’s really…I can clearly say, now it’s voluntary that I’m a 

member, and…prior membership was like mandatory and I was dragged in kicking
and screaming.

– Even though sometimes, I’m like, “Damn it!  I have to come here. Shit!” It’s either 
laboratory, PRN, psychiatrist, therapist… But, you know, like, it is worth it.

– The bottom line is… if you’re not in recovery, [the program’s] a thorn in your ass. If 
you’re in recovery, it’s no big deal.

– Their advocacy is phenomenal… just do what you’re supposed to do, you pay for 
urines, and they’ll go through the fire for you and with you.

IT IS ONLY ONE COMPONENT OF A SUCCESSFUL RECOVERY PROGRAM:

– The fear of getting caught keeps you sober for a while, but, eventually, if you 
don’t have a program of recovery, fear alone will not keep you sober. 

– [The program] gives you all the tools that you need, but you have to be willing 
to use them.

– I think [the program], to me, has been of assistance, but not the most 
important part of my becoming sober.

66Merlo, Cummings, Cottler. (2010). College on Problems of Drug Dependence Annual Meeting.



Changes in Quality of Life

67

Change in QOL related 

to:

Much 

Worse

(%)

A Little Worse 

(%)

No Change 

(%)

A Little Better 

(%)

Much 

Better (%)

Physical Health 0.0 2.1 11.7 27.7 58.5

Emotional / Psych 

Health

1.1 1.1 5.3 20.2 72.3

Romantic Relationships 8.6 5.4 24.7 19.4 41.9

Sexual Satisfaction 3.2 10.8 38.7 17.2 30.1

Family Relationships 1.1 4.3 8.5 27.7 58.5

Social Life 4.3 16.1 16.1 29.0 34.4

Work/Career 9.7 9.7 8.6 24.7 47.3

Financial Situation 12.8 18.1 19.1 17.0 33.0

Spiritual Well-being 0.0 1.1 5.3 16.0 77.7

Merlo, Klingman, Conwell, & Rivenbark (2012). American Psychological Association Annual Meeting. Orlando, FL.



Recovery = a voluntarily maintained lifestyle 

characterized by:

•Sobriety

– Early (1-11 months)

– Sustained (1-5 years)

– Stable (> 5 years)

•Personal health

– Physical 

– Mental 

– Social 

•Citizenship

– “Giving-back”

– Quality of life

What is recovery? A working definition from the Betty Ford 
Institute

The Betty Ford Institute Consensus Panel.  Journal of Substance Abuse Treatment , 
2007; 33:221-228.
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What Works

- NEED good, trusting relationship with Board 
and DOH- integrity

- TESTING TESTING TESTING

- Support groups

- Quality Evaluations and treatment options



Nurses Special Considerations

• Literature lags behind physicians

• Front line with more access

• Often more severe & frequent sanctions

• Financial barriers to treatment (often primary breadwinners)

• Shame/ Guilt/ Fear

• Childcare issues

• Working in high-risk areas

• Workplace hostility secondary to restrictions

• Increase incidence of trauma history 





Lessons from the PHPS

1) Zero tolerance for any use of alcohol and other drugs

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

3) Prolonged, frequent random testing for both alcohol and other 
drugs

4) Effective use of leverage

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

6) Goal of lifelong recovery rooted in the 12-Step fellowships



The New HIGHER Standard

• The new paradigm has been successfully 

used in the criminal justice system – a 

population entirely different than healthcare 

professionals



New Paradigm in the CJS

� Hawaii’s Opportunity Probation with Enforcement 
(HOPE) and South Dakota’s 24/7 Sobriety Project

� These programs uphold the zero tolerance standard 
through drug tests and immediate, brief, 
incarceration for any drug use

� Treatment is available on offender request but only 
required for individuals who demonstrate the need, 
using “Behavioral Triage”

� 12-Step participation is optional but encouraged



Future Directions and Uses

• Use this model in settings where there is leverage similar to that 

provided in the PHP model:

– Criminal justice system – 5 million Americans on probation and 

parole

– Employment settings – 130 million Americans with jobs

– Substance abuse treatment – an option for all patients

• Leadership of  Treatment Centers

– Family-based leverage

• Youth, estate planning, child custody and visitation

– Health insurance companies



Mandatory Naltrexone Policy

• In 2005, the State of Florida PHP implemented a policy whereby 

anesthesiologists referred for opiate use disorders were obligated to take 

naltrexone for 2 years as part of their contract

• Policy later extended to pharmacists 

– Anesthesiologists are over-represented among physicians with opiate 

abuse/ dependence (McAuliffe et al., Med Hypotheses, 2006)

– Fewer than ½ of anesthesiology residents who attempt to return to 

anesthesiology following treatment for an opiate use disorder are successful 

(Menk et al., JAMA, 1990; Collins et al., Anest Analg, 2005; Fry, Anest 

Analg, 2006)

– Lifetime opiate misuse higher among pharmacists than other healthcare 

providers (Kenna and Wood, J Am Pharm Assoc, 2004)

– Pharmacists under monitoring for opiate use disorder describe work 

environment as highly tempting (Merlo et al., J Am Pharm Assoc, 2012)
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Anesthesiologist Study

� Chart review of 18 anesthesiologists and 4 anesthesiology 
residents (N = 22; 95% male) under contract with PHP for 
opiate use disorder

� ½ mandated to take naltrexone as part of contract, ½ not

0

1

2

3

4

5

6

7

8

9

10

Had relapse on opiates 

(N)

Returned to anesthesia 

(N)

Years opiate-free in 

anesthesia (M)

Naltrexone Group

No Naltrexone Group

Merlo, Greene, & Pomm (2011). J Addict 
Med.
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“So, how do you like being an anesthesiologist?”



“So, how do you like being an anesthesiologist?”



Relapse (Naltrexone Group)

• The 1 anesthesiologist who relapsed on opiates despite 
naltrexone treatment did so after his wife’s death. He 

admitted that he “didn’t even get high.”

• 1 other anesthesiologist taking naltrexone did relapse on 
an inhalant (Nitrous Oxide).  

• It is noteworthy that 5 of the 11 anesthesiologists who 
took naltrexone had previously experienced a relapse on 

opiates or other drugs prior to beginning treatment with 

naltrexone. 
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Pharmacist Study

• Study approved by UF IRB and PRN, Inc.

• Compared: 

– 14 pharmacists who were mandated to take naltrexone 

– 11 pharmacists who took no medication

– 7 pharmacists who took buprenorphine

• Reviewed charts to assess for: 

– relapse on opiates 

– relapse on other drugs

– use of naltrexone / buprenorphine 

– return to work in pharmacy 81



Any Relapse

• 3/14 pharmacists taking naltrexone (21.4%) and 

6/11 pharmacists taking no medication (54.5%) 

experienced any  relapse 

– Results are clinically significant (rate of relapse > 2x as high in 
the no-medication group)

– Reflect statistical trend (χ² = 2.93,  p < .10)

• Rates of relapse were more than twice as high among 
individuals treated with buprenorphine (4/7: 57.1%) 

compared to naltrexone (3/14: 21.4%)

– Results reflect non-significant statistical trend (χ² = 2.68, p = 
.10) 82



Return to Work in Pharmacy

• 14/14 pharmacists taking naltrexone (100%) 

and 9/11 pharmacists not taking medication 

(81.8%) returned to pharmacy practice 

– Results demonstrated a trend in the expected direction, but 
failed to reach significance (χ² = 2.77,  p < .10)

• Only 3/7 buprenorphine-treated pharmacists 

(42.9%) returned to pharmacy practice

– Chi-square analyses demonstrated significant results (χ² = 9.88,  
p < .002)
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History – Medical Students

• 77% of medical students report illicit drug use 

• 5% have history of dependence

• More drug use and more drug problems than 

pharmacy students (Keeve,JP. J Occup Med. 1984;26:503-508)

• Medical students drink more than other students 

• Medical students smoke more marijuana than 
cigarettes



Pundits

• Public focus on medical errors and “Bad 

doctors”

• Citizens action committee 

• State Boards (all health care 

professionals) sensitive to issue. i.e. 

California



Pundits

• Anderson, Pauline. (2015).“ Physician Health Programs: More Harm 

than Good?” Medscape. 

• Bowd, Wesley. 2015. “A Call for National Standards and Oversight of 

State Physician Health Programs”. Journal of Addiction. 00,0. 

• Wible, Pamela. 2015. “Do Physician Health Programs Increase 

Physician Suicides?”. Medscape. 

PHPs have been accused of being “coercive, controlling, secretive, with 

conflicts of interest”… “The system leaves physician without rights, 

depersonalized and dehumanized.”

“Kafkaesque Nightmare”



Not all participants are grateful…

“Scotty!! THANK YOU for getting my YouTube videos taken down! 

Geez, I’m glad I saved your email address, or else I would’ve had to 

mail you a thank you note. Inconvenient, and slow! Those pictures 

were really getting stale, anyway. You deserve something much 

fresher and more representative, anyway. Just you wait, I think you’ll 

be surprised ;)…. Sorry, distracted. As I was saying, you can imagine 

how genuinely sorry I am to learn all of your adult children are

mentally and physically sick. 

Schizophrenia? ‘Emotional problems’? Cancer?? Oh dear, that is a 

tragic trinity, isn’t it? It’s almost as if the demon hell-spawn of your 

withered, deformed loins have suffered the ill effects of crack-infused 

DNA. Or could it just be that they’re of the proverbial “poor stock”? It 

does make one wonder. Some might chalk it up to karmic justice, but 

I’ll leave that to the superstitious. 

Best of luck to you and your mentally unstable, cancer-riddled kids! “





More gratitude…

• “I am going to sue you for all you’ve 

got… you lying sack of ****… I will not 

stop until your family feels the pain that 

my family felt… There is no limit to the 

amount of money I will spend to take you 

down…I am going to crush you like the 

cockroach you are. You are about to face 

an unprecedented takedown! You are 

going to beg me to stop.”



Lessons Learned & Future Challenges

• BALANCE public health (priority), advocacy for treatment and 

recovery and rights of participants 

• Acceptance of pundits attacks from both sides

• Ensure people have access to due process procedure and document

it

• Separation of Evaluation & Treatment 

• Ensure Quality of Evaluation & Treatment (site visits)

• Avoid Perception of conflict of interests

• Audit? 





THE 

END


