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This study was designed to determine if an intensive
educational seminar would have an effect on physicians’
awareness of and attitudes about colleague impairment,
specifically resulting from chemical dependence. Surveys
were distributed in an educational packet at various seminar
locations in Alabama. The seminars contained the following
topics: (a) the impaired physician; (b) legalities
concerning impairment; and (c) Alabama's impaired physician
program, the Physicians Recovery Network (PRN). Physicians
attending the seminars were randomly assigned to complete
either a pre-test or a post-test survey which contained six

scenarios. Following each of the six scenarios, the same



three questions were asked to determine: (a) ability to
recognize colleague impairment; (b) reported willingness to
intervene by speaking to a colleague suspected of
impairment; and (c) reported willingness to intervene by
calling the Alabama Impaired Physicians Program (PRN -
Physicians Recovery Network). Analysis of 1966 completed
surveys showed significant differences between pre- and
post-test surveys in the areas of recognition of impairment
and reported willingness to call the Alabama PRN about a
colleague suspected of impairment. Follow-up surveys

indicated a stability of effect over a nine-month period.
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I. INTRODUCTION

"Physician, heal thyself.” This frequently quoted phrase
takes on a special meaning in the area of physician
impairment. According to the Council on Mental Health
(1973):

It is the physician's ethical responsibility to

take cognizance of a colleague's inability to

practice medicine adequately by reason of physical

or mental illness, including alcoholism or drug

dependence....When exhortations by family and

friends are ineffective and when the physician is

unable to make a rational assessment of his

ability to function professionally, it becomes

essentially the responsibility of his colleagues

to make that assessment for him, and to advise him

whether he should obtain treatment and curtail or

suspend his practice (P 684).

Despite this mandate, physicians traditionally have
taken a "hands off" approach when confronted with colleague
impairment, whether due to alcohol and substance abuse,
psychiatric disorders, sexual impropriety, or physical
deterioration. Most states now require licensed physicians
and osteopaths to report information on any physician or
osteopath practicing medicine in a manner which endangers
the health of patients. These laws protect the reporting

physician from liability as a result of any reporting

statement made in good faith. Physicians who report a
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colleague suspected of impairment are also Protecting
themselves from future litigation because Physicians who
knowingly allow an impaired colleague to continue practice
may be liable for punitive damages (Larkin, 1991).

Recently, organized medicine has become alarmed at the
waste of medical resources and the human loss represented by
impaired and suicidal physicians {Sargent, 1979). In spite
of a high potential for recovery from impairment due to
chemical dependence (90 percent), many physicians are lost
each year through suicide or loss of license to practice.
Since most of those who do recover from chemical dependence
do so because of intervention by colleagues, this tragedy
occurs in part because of failure of unimpaired physicians
to recognize early warning signs and to intervene (Bates,
Burton, DeWitt, Mandell, & Sargent, 1979).

Because chemical dependence is the type of impairment
seen most often in the medical profession (AMA Council on
Mental Health, 1973), the focus of this review and
subsequent study is physician impairment due to chemical
dependence. This review of the literature looks at the
impaired physician movement from the viewpoint of the
unimpaired colleague to examine: (a) the reasons physicians
are reluctant to become involved with an impaired colleague,
(b) the educational efforts to raise awareness of physician
impairment both in medical school and through continuing

medical education (CME), (c) educational efforts which aim
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to change physicians' attitudes, and (d) the need for more
educational programs directed not only to medical students
but more specifically to practicing physicians in the

community.



II. REVIEW OF LITERATURE

The Congpiracy of Silence

The reasons physicians are reluctant to report
colleagues suspected of impairment have been studied
extensively. Some attribute the reluctance to: (a) fear of
how the impaired colleague would react, (b) fear of having
to interact afterwards, or (c) the belief that colleagues
would perceive the intervention as an attack (McCrady,
1989). Others cite reasons such as: {(a) patient
confidentiality, (b) fear of retaliation by the accused
colleague, (c) lack of awareness of the potential harm
caused by the impaired colleague, and (d) a lack of
confidence in the committee to which the information is
reported (Gartrell, Herman, Olarte, Feldstein, & Localio,
1987). Other factors discouraging reporting were the
unpleasantness of the task and fear of litigation (Wood,
Klein, Cross, Lammers, & Elliott, 1985) as well as: (a)
ignorance about impairment, (b) lack of awareness of
intervention and treatment alternatives, or {(c) the
reluctance of many physicians to "label a friend as ill, nor
to confront him unnecessarily" (Scheiber & Doyle, 1983, p

131).



5

Denial is one of many factors inherent in physicians'
reluctance to report a colleague suspected of impairment.
Talbott and Benson (1980) spoke of peers and colleagues who
were not only unaware of the fact that 12% to 14% of their
colleagues were impaired but who denied that the problem
could exist in their community.

The medical profession has an image to protect. It is
an image of infallibility, omnipotence, omnipresence, and
prestige (Crosby & Bissell, 1989). These expectations
subject the profession to public scrutiny and, in recent
years, increasing criticism. When threatened by public
disclosure, the medical profession has traditionally banded
together to protect their own from anything that could
tarnish the positive image (Crosby & Bissell, 1989).

In addition, physicians have traditionally placed a
high value on assuming personal responsibility and
exercising individual authority in making professional
decisions (Chappel, 1991). The philosophies of "live and
let live™ and "there but for the Grace of God go I" are also
excuses for inaction. And lifelong friendships or loss of
referral sources may be factors which deter a physician from
initiating intervention (Green, Carroll, & Buxton, 1978).
Finally, the punitive and emotional nature of a "substance
abuser” label can make physicians unlikely to confront their

colleagues or report suspected substance abuse to hospital,
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state, or professional organization authorities (Martin &

Mazmanian, 1990).

Substance Abuse and Impairment Education

Given that early intervention and the subsequent
treatment of physicians impaired by chemical dependence
have been shown nationwide to be effective in returning the
impaired physician to productive practice (Bates, Burton,
Dewitt, Mandell, & Sargent, 1979; Green, Carroll, & Buxton,
1978; Shore, 1982, 1987; Talbott, Gallegos, Wilson, &
Porter, 1985), what is being done to educate and increase
the awareness of the medical community? Educational efforts
to date can be broken down into two main categories: those
directed toward the medical student and those directed
toward the practicing physician through continuing medical
education (CME) credit. Within these groups, efforts are
specifically aimed either at recognition of and attitudes
toward the chemically dependent patient or recognition of
and attitudes toward the impaired physician. To date,
educational efforts directed toward the practicing physician
about impaired colleagues have been given the least

attention.

Impairment Education: Medical Schools

In 1976, substance abuse instruction represented 0.6%
0of the total core curriculum in medical schools (Helwick,

1985). In a recent survey of medical students, 64% of the
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students reported that there was some teaching about
substance abuse and 45% remembered there was also some
teaching about physician impairment. The study concludes
that while a majority of schools are teaching substance
abuse, they are less likely to teach about physician
impairment or have clear substance abuse policies or
pPrograms in place (Baldwin, Hughes, Conrad, Storr, &
Sheehan, 1991).

It has been recommended that medical school instruction
in alcohol abuse should begin early, continue throughout
medical school and be unambiguous (Talbot, 1989). The
program at the Medical College of Wisconsin Affiliated
Hospitals (MCWAH) demonstrates that an institution-wide
pProgram for impaired residents is feasible in spite of the
Problems of faculty and staff attitudes toward impairment,
misconceptions about the program, and a lack of authority to
enforce the program (Lohr & Engbring, 1988). A study by
Marchand (1988) on the effects of an educational program on
the desire for treatment among impaired medical students
showed retrospectively that medical students who attended
educational lectures on impairment were more likely to seek
help for their own problems. The need for formal procedures
for identification of impairment as well as the course of
action after identification has been suggested (Lamb, 1987).

Greater attention to the diagnosis and care of

addiction will make medical students and practicing
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Physicians more aware of their own vulnerability (Lewis,
1986). This need has been clearly shown in a study about
hospital house officer responses to impaired physicians in
which medical house officers were found to rely on more
senior physicians when faced with an impaired attending
Physician (Reuben & Noble, 1990). One medical school
program which involves medical students in the treatment of
impaired physicians is the Disabled Doctors Program
conducted at various treatment centers in Georgia, using
junior medical students from Emory University School of
Medicine. The students interview impaired physicians at the
treatment centers, meet with impaired physicians in group
settings, and, with their "significant others”, meet with
recovering "graduates” of the treatment programs and their
spouses (Talbott, 1982).

The problem with substance abuse curriculum in medical
school 1is that it has: (a) traditionally focused limited
time on the subject, (b) used a narrow, biomedical approach,
and (c) lacked student involvement and exposure to both
early diagnosis and current models of diagnostic treatment.
The Weekend Intervention Program (WIP) was developed at the
School of Medicine at Wright State University to present
medical students with an educational experience designed to
overcome the above deficiencies by teaching medical students
to: (a) identify early chemical dependence, (b) understand

the dynamics of the chemically dependent patient and family,
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(c) increase awareness of treatment models, and (d) examine
pPersonal drinking and drug use (Siegal & Rudisill, 1983;
Siegal, Markert, & Vojtech, 1986).

In a 28-hour course on substance abuse at the
University of Nevada School of Medicine, it was found that
changing students' attitudes about substance abuse can be
achieved in medical education provided that the course is
based on attitudinal learning through emphasis on clinical
problems and small group discussion; and that the course
does not displace the heavy load of the basic scientific
courses in the medical school curriculum (Chappel, Jordan,
Treadway, & Miller, 1977; Chappel & Veach, 1987). Neither
of the above studies included a specific course on the topic
of physician impairment, although students reported that
they had begun to examine their own drinking habits as a
result of the course (Siegal & Rudisill, 1983). In a study
done at the Johns Hopkins University School of Medicine
concerning their Model Alcohol Curriculum (MAC), the authors
suggest that experiential sessions, elective programs, and
greater emphasis during the clinical years on substance
abuse issues are needed to maintain positive educational

outcomes (Gopalan, Santora, Stokes, Moore, & Levine, 1992).

Impairment Education: Continuing Medical Education

Teaching medical students and residents to recognize

symptoms of early impairment is an effective way to ensure
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that new physicians are not only good physicians but also
healthy physicians. However, that does not solve the
problem of the physician already practicing in the
community. The typical alcohol-impaired physician has been
in practice and interacting with unimpaired colleagues for
15-18 years prior to intervention (Green, Carroll, & Buxton,

1978). Those colleagues need to be the target audience of

CME programs designed to change physicians' awareness of and
attitudes about physician impairment.

In 1975, the AMA sponsored a national conference
entitled, "The Disabled Doctor - Challenge to the
Profession™ (Steindler, 1975). For the first time, the AMA
Presented the problems of impaired and incompetent
physicians as well as the proper procedures for state and
local authorities to follow in dealing with them (Green,
Carroll, & Buxton, 1978). Since then, other conferences
about physician impairment have been sponsored by the AMA,
the American Society of Addiction Medicine (ASAM), and state
and local medical societies. Many of these CME courses have
addressed individual state programs (Casper, Dills, Soter,
Lupoll, & Shore, 1988; Gallegos, Lubin, Bowers, & Talbott,
1991; Shore, 1982, 1987;) oxr consist of retrospective
surveys about physician impairment (Bissell, & Jones, 1976;
Estep, Novack, & Helsel, 1989; Gallegos, Veit, Wilson,
Porter, & Talbott, 1988; McAuliffe, Rohman, Santangelo,

Feldman, Magnuson, Sobol, & Weissman 1986; McAuliffe,
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Santangelo, Magnuson, Sobol, Rohman, & Weissman, 1987).
Other courses have examined treatment and outcome studies of
the impaired physician (Galanter, Talbott, Gallegos, &
Rubenstone, 1990; Herrington, Benzer, Jacobson, & Hawkins,
1982; Logan, 1989; Morse, Martin, Swenson, & Niven, 1984;).

The issue is not one of a lack of continuing medical
education (CME) about substance abuse and physician
impairment. Rather, the question that needs to be asked
continually is whether or not the CME being presented to
pPhysicians is effective in changing their awareness and
attitudes about substance abuse and physician impairment. It
is in these areas that the available literature is lacking.

One study that evaluated a CME program for primary care
physicians on the management of alcoholism, attempted to
change the behaviors of physicians in their management of
alcoholic patients. The authors failed to find any
substantiation for behavior change, although there was a
consensus that participation in the program was worthwhile
and enjoyable. The results suggested that, since CME on
substance abuse is not mandatory, educators must offer
physicians stimulating CME experiences to illustrate the
importance of the topic. A suggested method of teaching
utilized a computer-simulated patient, individualized
feedback, a brief follow-up reading, and a bibliography

(Brown, 1988).
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In another study, family physicians were surveyed to
determine how information about impairment was obtained,
which sources were valued, and how exposure to impairment
relates to attitudes and beliefs. A significant relation
was found between involvement in group-oriented programs and
recognition of risk factors unique to the profession. All
Physicians surveyed had exposure to the topic from an
average of three sources. Older physicians who graduated
from medical school before the implementation of a substance
abuse curriculum were more likely to hold judgmental
attitudes about physician impairment. The authors believe
that this study offers encouraging evidence that efforts to
educate practicing family physicians about physician
impairment are successful (Butler, & Wolkenstein, 1991).

The need to reach practicing physicians through
continuing medical education is clear. Needed changes in
attitudes will not result unless the profession as a whole
commits to a fundamental change. This reeducation of
attitudes must: (a) create an awareness of high risk, (b)
create a willingness to help, (c) be based on personal and
pProfessional respect, and (d) be incorporated into the
Physician's professional image (Martin & Mazmanian, 1990).

Several strategies have been utilized to affect

attitudinal and/or behavioral changes as a result of CME
presentation. Some studies have shown that a physician who

has direct contact with the target population (i.e., a
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Physician working directly with alcoholic patients) can
favorably influence attitudes toward those populations
(Robins & Wolf, 1989; Talbott, 1982; Butler & Wolkenstein,
1991). One study made use of commitment cards, in which
respondents were asked to write three changes that they
Proposed to make as a result of attending a CME symposium.
Two months later, the cards were mailed back to the
respondents asking if those changes had been implemented.
Ninety~three percent of the respondents reported making at
least one change. The benefit of this technique is that the
commitment for change instrument provides a reinforcement of
learning and identifies the major teaching points which had
the greatest impact (Purkis, 1982).

In assessing the effectiveness of a CME program, the
following factors must be taken into consideration: (a) the
target behaviors must be changed during the course of the
evaluation, (b) the evaluation method must be able to detect
behavioral change, and (c) attitudinal and environmental
variables should be examined (Ferguson, Caplan, &
Williamson, 1984). 1In particular, CME presentations about
substance abuse and physician impairment, as well as
emotional and behavioral aspects of physical illness need to
focus on the psychosocial attitudes of the physician

attending the CME presentation (Dornbush, Singer,

Brownstein, & Freedman, 1984; Marcotte & Held, 1978).
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Recommendations in the Literature

The medical profession has recognized the need for
greater educational efforts in the areas of substance abuse
and physician impairment. More specific recommendations have
been made concerning educational objectives to include both
knowledge and attitude changes involving affective,
interpersonal, and experiential learning groups.

Attitudinal objectives should focus on high-risk signs,
self-awareness, and willingness to ask for help when
indicated as well as altered values and sensitivity in the
recognition and appropriate intervention with colleagues in
denial. Training materials and methods need to be developed
to meet these goals (Scheiber & Doyle, 1983). Additionally,
substance abuse and physician impairment materials should bhe
presented by an authoritative presenter who introduces the
subject matter with respect and regard for the target
audience (Scheiber & Doyle, 1983).

This review has shown that considerable progress has
been made toward promoting the education of physicians about
substance abuse and physician impairment. But if the goal
of physician education is to change and enhance physicians'
repertoire of knowledge, skills, and attitudes, including
those related to self-examination and life management
(Martin & Mazmanian, 1990), then the profession has a long
way to go toward meeting those goals. More studies are

needed, especially in the area of continuing medical
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education, to reach those physicians who could be the first
to recognize early impairment in colleagues. Medical
schools must participate by rigorously alerting and
educating students. Intervention through CME nmust be
designed to change deeply rooted attitudes that dictate the
behaviors that physicians develop through years of Practice
(Martin & Mazmanian, 1990). And, where possible, follow-up
studies need to be done to ensure that knowledge gained and
modified attitudes are translated into action through

behavioral change.

The Present Study

This study was designed to determine if a CME progranm
about physician impairment had an effect on physicians'
awareness and attitudes about impaired colleagues.

Utilizing some of the above suggestions, the educational
program was presented by authoritative presenters with a
high regard for the sensitivity of the material; and the
Program was designed to enhance physicians' knowledge and
awareness of potential impairment problems, while attempting
to change long-held attitudes and beliefs about colleague
impairment. Physicians who attended the educational
seminars in various Alabama locations were randomly assigned
to complete either a pre-test or post-test survey containing
six scenarios. Following each of the scenarios, the same

three questions were asked to determine: (a) ability to



16
recognize colleague impairment, (b) reported willingness to
intervene by speaking to a colleague suspected of
impairment, and (c) reported willingness to intervene by
calling the Alabama Impaired Physicians Program (PRN -~
Physicians Recovery Network). In addition, follow-up
surveys were mailed to all members of the Medical
Association of the State of Alabama nine months after the
first seminar had been presented. Analysis of the completed
surveys is expected to show that: (1) physicians who
attended the seminar would be more likely to report a
recognition of professional impairment than those who did
not attend the seminar; (2) physicians who attended the
seminar would be more likely to report a willingness to
intervene anonymously on an impaired colleague by calling
the Alabama Physicians Recovery Network (PRN) than those who
did not attend the seminar; (3) those physicians who
reported that they had received some training in chemical
dependence in medical school would be more likely to report

a willingness to intervene either personally or anonymously
by calling the Alabama Physicians Recovery Network (PRN)
than those who reported that they had not received chemical
dependence training in medical school; and (4) follow-up
surveys will show that the effects of seminar attendance on
recognition of professional impairment and reported
willingness to call the Alabama PRN will be sustained over

time with some drift.



IV. METHOD

SUBJECTS

The Mutual Assurance Company, a medical malpractice
insurance company in Alabama, sponsored 16 risk management
seminars about physician impairment throughout the state of
Alabama from January to September, 1993, Eight of the 16
seminars were included in this study. The eight seminars
not included were specialty seminars with low attendance.
The eight seminars used in this study yielded 906 surveys,
of which 97 were eliminated because they were incomplete.
Follow~up surveys were sent to 5400 members of the Medical
Association of the State of Alabama. Of the 1424 follow-up
surveys returned, 101 were eliminated because they were
incomplete. In addition 166 surveys were eliminated because
the follow-up group contained retirees, a group that was not
represented in the pretest or posttest groups. For that
reason, 166 surveys reporting an age of 70 or above were
eliminated to remove retirees from the sample. The total
number of surveys used in data analysis was 1966.

There were four groups of surveys: (1) seminar
attendees completing a pretest survey, (2) seminar attendees

completing a posttest survey, (3) follow-up survey: no

17
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seminar attendance, and (4) follow-up survey: attended a
seminar. The demographic and personal data for the four
groups were similar and were combined into one group. Age
ranged from 27 to 69 years-old with a mean age of 46 years.
Subjects were predominantly male (88%), white (82%), and
Christian (91%). The majority of physicians completing the
surveys attended medical school in Alabama (48%), although
199 medical schools were represented. Internal medicine and
family practice were the most frequently cited specialties
(38%). Forty-two percent of the subjects were in a small
group practice of less than six doctors and 33% had a solo
practice. Twenty—-nine percent were raised in a rural area
and 21% currently reside in a rural area. Table 1 on page

19 shows the demographic profile of the 1966 participants.
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Table 1

Demographic Profile of Study Participants.

Variable Percentage
Gender
Male 88
Female 12
Race
White 82
Black 3
Hispanic <1
Asian 3
American Indian <1
Other 12
Religion
Christian 91
Non-Christian 6
Other 3
Area Raised
Urban 38
Suburban 33
Rural 29
Area of Current Residence
Urban 36
Suburban 42
Rural 21
Medical School Location
Alabama 48
Other U.S. 46
Foreign 3
Other 3
Specialty
Internal Medicine 21
Family/General Practice 17
Surgery 12
OB/GYN 9
Pediatrics 7
Radiology 5
Anesthesioclogy 5
Other 24
Practice Type
Solo 33
Small Group < 6 42
Large Group > 6 23

Other 2
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MATERIALS

The survey consisted of six brief scenarios followed
by the same three Questions (see Appendix B). Demographic
and background information were also requested. A cover
sheet indicating pretest or Posttest survey (see Appendix C)
was included and the surveys were sealed with a staple. The
follow-up survey included an indication of which seminar, if
any, the subject attended (see Appendix D).

Because there were no prior studies of this type using
scenarios, the survey instrument was designed using the
following criteria: (a) the scenarios were written by an
acknowledged expert in the field of physician impairment,
(b) the scenarios represent actual case studies and the
diagnoses of the physicians in the scenarios were confirmed
by a treatment center specializing in the treatment of
physician impairment, and (c) any identifying
characteristics have been changed to protect the identities
of the physicians used in the scenarios. Five of the six
scenarios represented physicians who had been diagnosed with
chemical dependency. One of the scenarios concerned a

Physician who was diagnosed as not being impaired at that

time.

The three questions asked after each scenario are to
determine; (a) ability to recognize possible colleague
impairment; (b) reported willingness to intervene personally

by speaking to a colleague suspected of impairment; and (c)
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reported willingness to intervene anonymously by calling the
Alabama Impaired Physicians Program (PRN —~ Physicians
Recovery Network).

Possible responses to the scenario questions range
from strongly agree to strongly disagree on a Likert-type
scale. The ideal responses would entail high recognition of
potential impairment, low reported willingness to respond on
a personal level, and high reported willingness to respond

by calling the Alabama PRN.

PROCEDURE

Each seminar lasted for three hours and consisted of
one hour about t?e definition and prevalence of impairment
and the treatment of impaired physicians, one hour about the
legalities concerning impairment, and one hour about the
Alabama State Impaired Physicians Program. The content of
the lectures was virtually the same throughout the series,
although there were several presenters and a video tape of a
presenter was occasionally used (See Appendix A).

A survey was given either before or after the lecture
series, depending on the group to which the physician was
assigned. A follow-up survey was mailed to all members of
the Medical Association of the State of Alabama (MASA)
approximately nine months after the first seminar. A

reminder to return the survey was printed in the Alabama MD

weekly newsletter approximately three weeks after the
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surveys were mailed. Previous surveys by MASA have had a
response rate of 25%. The response rate for this study was
26%.

A variation of the Pretest-Posttest Design was used in
which an identical lecture was given to groups of physicians
with half of each group randomly receiving either a pretest
or a posttest survey. The randomization occurred by the
Placement of either a pretest or posttest survey in the
front of the seminar's educational packet. These packets
were prepared ahead of time and were placed on each chair
prior to the physicians' arrival at the meeting site. In
this manner, each physician choosing a seat had an equal
chance of receiving either the pretest or the posttest
survey. Each survey had a cover sheet with instructions.
The surveys were folded in half and stapled shut.

Because the physicians paid for these seminars and
received a CME credit and a reduction in their malpractice
insurance premium as a result of attendance, it was not
Possible to have a control group at the time of the
seminars. However, returns from the follow-up survey
provided a control group consisting of those MASA members
completing a survey who had not attended any seminar.
Overlap between seminars was not a problem because there was
no benefit for attending more than one seminar. Response

Problems included removal of the cover sheet identifying
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pretest or posttest, forgetting to return the survey, and
refusal to participate.

At the beginning of each program, a representative from
Mutual Assurance made an announcement concerning the
surveys. Physicians with the pretest survey wWere instructed
to £1i11 out the survey before the seminar began. At the end
of the seminar, the announcer instructed those physicians
with the posttest surveys to £ill out the survey before
leaving. Both groups were asked to return the surveys and
course registration certificates to the registration desk.

A potential problem was physicians who disregarded the
instructions. Surveys were collected in a box and marked

with the date and seminar location.



V. RESULTS

Data were analyzed for each scenario to determine the
relation between seminar attendance and correct answvers.
Correct answers were defined as those: (1) in agreement that
professional judgement may be impaired, (2) disagreeing with
the response to talk to the physician personally, and (3)
agreeing with the response to call the Alabama PRN. Each
scenario was analyzed using the Chi-square for a 2 X 2
design (attendance/non attendance at seminars and
correct/incorrect answers).

It was predicted that seminar attendees would report a
higher recognition of physician impairment than those
Physicians who had not attended a seminar. Results were
calculated by frequency but are reported by percentage for
clarity.

Because more than 86% of the physicians in all four
groups reported an ability to recognize physician
impairment, the differences between those who attended a
seminar and those who did not attend seminar, while
statistically significant in four of the six scenarios, is
of little practical significance. However, the differences

in recognition of possible impairment between those who

24
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attended the seminar and those who did not attend a seminar
in Scenarios 1 and 6 indicated that there was some variable
within those scenarios that was affected by the educational
material presented in the seminars. Table 2 shows the chi-
square comparisons of correct and incorrect responses for

each scenario.

Table 2

The effects of seminar attendance on recognition of
impairment by scenario as determined by Chi-square
calculations.

Scenario Response Seminar No Seminar p= Phi

1 Correct 92% 86% .001 .10
Incorrect 8% 14%

2 Correct 98% 96% .05 .05
Incorrect 2% 4%

3 Correct 987% 962% .25 .03
Incorrect 2% 4%

4 Correct 96 % 93% .001 .08
Incorrect 4% 7%

5 Correct g96% g5% .50 .02
Incorrect 4% 5%

6 Correct 97% 89% .001 .15
Incorrect 3% 11%

The next hypothesis was that reported willingness to
call the Alabama PRN would increase as a result of seminar
attendance. For all scenarios, this reported willingness

did increase significantly. While these data do not show
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that the seminars are the only reason for the increase in

reported willingness to call the Alabama PRN, the results
suggested that physicians who attended the educational
seminar reported more of a willingness to call the PRN than
Physicians who did not attend the seminar. Table 3 shows
the comparison of correct and incorrect responses for each

scenario.

Table 3

The effects of seminar attendance on reported willingness to
call the Alabama PRN by scenario as determined by Chi-square
calculations.

Scenario Responses Seminar No Seminar p= Phi

1 Correct 54% 24% .001 .30
Incorrect 467% 76%

2 Correct 91% 73% .001 .22
Incorrect 9% 27%

3 Correct 92% 85% .001 .11
Incorrect 8% 152

4 Correct 867% 66% .001 .23
Incorrect 14% 34%

5 Correct 92% - 78% .001 .19
Incorrect 8% 22%

6 Correct 90% 71% .001 .23
Incorrect 10% 29%

The third hypothesis concerned the effects of chemical
dependence education in medical school on reported

willingness to intervene either personally or anonymously.
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There was no difference between those who reported having
received training in chemical dependence in medical school
and those who reported having received no training in
medical school with regard to reported willingness to
intervene personally. Table 4 shows the comparison of

correct versus incorrect responses for each scenario.

Table 4

The effects of prior chemical dependence training on
reported willingness to intervene personally by scenario as
determined by Chi-square calculations.

CDh No CD

Scenario Responses Training Training p= Phi

1 Correct 19% 17% .50 .02
Incorrect 81% 83%

2 Correct 152 15% .95 .003
Incorrect 85% 85%

3 Correct 17% 16% .75 .01
Incorrect 83% 847%

4 Correct 25% 22% .25 .04
Incorrect 75% 78%

5 Correct 22% 22% .90 .01
Incorrect 78% 78%

6 Correct 19% 20% .75 .01
Incorrect 81% 80%

The second part of that hypothesis was that those
physicians who had received chemical dependence training in

medical school would be more likely to report a willingness
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to call the Alabama PRN than those physicians who had not
received such training.

In four of the six scenarios there were no differences
between those physicians who had received chemical
dependence training in medical school and those physicians
who had not received such training. However, in scenarios 4
and 6, physicians who reported that they had not received
any chemical dependence training in medical school were more
likely to report a willingness to call the Alabama PRN than
those physicians who reported that they had received
chemical dependence training in medical school. The lack of
meaningful differences, as shown by phi coefficients,
indicates that physicians' perceptions of having received
chemical dependence training in medical school had no
significant effect on reported willingness to call the
Alabama PRN about a colleague suspected of impairment. The
chi-square and phi coefficients showing no significant
effects of prior chemical dependence training on reported
willingness to call the Alabama PRN are shown in Table 5 on
page 29.

The last hypothesis concerned the stability of the
effects of the seminars over a nine month follow—-up period.
Recognition of impairment over time was not calculated
because, as stated above, the floor was so high that there

was very little room for meaningful variation in responses.
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Table 5
The effects of prior chemical dependence training on

reported willingness to call the Alabama PRN by scenario as
determined by Chi-square calculations.

CDh No CD

Scenario Responses Training Training p= Phi

1 Correct 38% 37% .75 .02
Incorrect 62% 63%

2 Correct 81% 81% .95 .002
Incorrect 19% 19%

3 Correct 87% 89% .50 .03
Incorrect 13% 11%

4 Correct 68% 77% .005 .09
Incorrect 32% 23%

5 Correct 81% 85% .10 .06
Incorrect 19% 15%

6 Correct 767% 80% .05 .05
Incorrect 242 20%

The stability of reported willingness to call the
Alabama PRN was analyzed by scenario and by seminar date.
The frequency of correct/incorrect responses reported by the
posttest group was compared to the frequency of
correct/incorrect responses reported by the follow-up:
specific seminar groups. The time elapsed from the first
seminar (January 18, 1992) to the mailing of the follow-up
surveys wWas approximately nine months. The time elapsed
from the last seminar (May 31, 1992) to the mailing of the
follow—up surveys was approximately five months.

Returned surveys were analyzed by seminar date and by
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scenario using the chi-square statistic. Posttest survey
responses wWere pooled and a modified Bonferroni test was
used to determine an alpha level of .001 for the 48 planned
comparisons.

It was expected that there would be no significant
differences between the posttest and follow-up surveys if
the seminar had an effect on reported willingness to call
the Alabama PRN and if that effect was stable over time.
Significant differences between the posttest and follow-up
surveys indicated that the effects of the seminar on
reported willingness to call the Alabama PRN were not stable
over time.

Scenario 1 showed the least stability over time, with
significant differences in reported willingness to call the
Alabama PRN occurring between the posttest and follow-up
surveys at six months and nine months follow-up. In
general, the effects of the seminar on reported willingness
to call the Alabama PRN remained stable across scenarios 2,

3, 4, 5, and 6 throughout the nine-month follow-up period.



V. DISCUSSION

The medical profession has come a long way in the
recognition of impairment among its own ranks. It is the
practicing physician who is in the best Position to observe
impaired judgement in a colleague. Few studies have been
done to research physician's awareness of and attitudes
toward their impaired colleagues. This study showed that
recognition of impairment is not the problem which needs to
be addressed. The four groups in this study all scored a
high percentage of correct answers in the area of
recognition of physician impairment indicating that
recognition of the problem is not what keeps physicians from
reporting their impaired colleagues.

Scheiber and Doyle wrote (1983) that the problem is:
(a) ignorance about impairment, (b) lack of awareness of
intervention and treatment alternatives, and (c) the
reluctance of many physicians to confront a colleague. As a
result of this study, perhaps ignorance needs to be
redefined. Ignorance of physician impairment is not a lack
of recognition of the problem but rather a lack of
understanding of the solutions. The answer then lies in

educational objectives aimed not just at the acquisition of

31
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knowledge, but also the willingness to change long-held
attitudes toward impaired colleagues.

Is a reported willingness to Pick up the phone and call
the Alabama PRN evidence that attitudes are changing? Not
at all. The significant differences between those
Physicians who attended the seminars and those who did not
are impressive. But, with a sample size of 1966,
significant differences are to be expected. It is true that
reported willingness to call the Alabama PRN increased with
seminar attendance. But it may not have increased as a
result of seminar attendance., There may be other variables
that contributed to the increase. At the time the seminars
were conducted, the medical director of the Alabama PRN was
giving lectures to hospitals and county medical societies
and publishing articles in the Alabama medical journal to
educate physicians about colleague impairment. Physicians
in the state of Alabama were most likely exposed to
information about physician impairment from one or more of
these other sources.

Between scenarios, there were differences in the
recognition of possible impairment and reported willingness
to call the Alabama PRN which suggested effects of other
variables within the scenarios. Because the survey
instrument has not been validated and because the variables
in the scenarios were not systematically varied, it is not

possible to say exactly what those variables are.
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In scenario 1, there was a statement "This was an
isolated episode. He said it would not happen again." The
Philosophies of "live and let live” and "there but for the
Grace of God go I" discussed in the introduction may have
been important factors within this scenario. Scenario 1 had
the lowest recognition and least reported willingness to
call the Alabama PRN among those physicians who did not
attend a seminar, when compared to the other scenarios. In
addition, responses to scenario 1 concerning reported
willingness to call the Alabama PRN had more deterioration
over time than the other scenarios. While physicians
responded well initially to the acquisition of the knowledge
that the physician in scenario 1 may be impaired and may
need help, a long-term change in attitude does not appear to
have occurred.

Scenario 3 was the only scenario that mentioned a
physician in trouble because of narcotics. This scenario
had the highest overall recognition despite representing the
only physician in the six scenarios who had been diagnosed
as not having a problem with chemical dependence.

Physicians may be more willing to recognize a physician in
trouble with drugs because the physician in trouble with
drugs may be less threatening to a colleague than the

physician who abuses alcohol.

One variable not mentioned in any of the scenarios was

the degree of friendship between the physician in the
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scenario and the physician who was being asked to report a
willingness to call the Alabama PRN. Reported willingness
to call may have been elevated because the physicians did
not perceive a threat to a personal relationship.

If attitudinal changes are one of the goals of
impairment education, how can attitudinal changes be
measured in terms of behavioral change? To answer this
question for the purposes of the current study, referrals to
the Alabama PRN were counted from the inception of the
Program on October 1, 1991. Referrals to the PRN increased
during the period of the seminars and decreased following
the completion of the seminars. Because the program only
has a one year history, this data will only become
meaningful if the number of referrals are tracked for
another year to see if seasonal changes, rather than the

seminars are the factor which affected the number of

referrals to the PRN. The increase in referrals during the
period of the seminars is an encouraging sign, however, that
a reported willingness to call the Alabama PRN is translated
to the behavioral change of picking up the phone and
actually making a call. Another follow~up survey could be
sent inquiring if those physicians who attended a seminar
had ever called the Alabama PRN.

The predictions about physicians who had prior chemical
dependence training in medical school also deserves further

investigation. As shown in the literature, medical schools
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are addressing the problem of physician impairment. For the
Purposes of this study, it appears there was no relationship
between chemical dependence training in medical school and
current attitudes about colleague impairment. Because the
question about chemical dependence training relied on
physicians' perceptions and memory of medical school
curricula, a yes or no response was not descriptive enough
to provide meaningful data. More specific questions could
have been asked regarding the type, duration, and time
elapsed since such training occurred.

There are several conclusions that can be drawn as a
result of this study. First, recognition of impairment and
reported willingness to call the Alabama PRN increased
following seminar attendance, although they may not have
increased because of seminar attendance. Second, reported
willingness to call the Alabama PRN remains stable for at
least a nine-month period. Lastly, referrals to the Alabama
PRN increased during the seminars, followed by a gradual
decline, suggesting a behavioral change.

The lack of empirical studies in the area of physician
awareness of and attitudes about colleague impairment make
this an area wide open to further research. This particular
study was the first of its kind and, as such, there are many
changes that could be made to enhance a study of this type
in the future. As mentioned previously, scenarios in future

studies could be systematically varied in order to determine
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specific characteristics that help or hinder an attitudinal
change in physicians regarding their impaired colleagues.
Also, questions following the scenarios do not need to
include a reported willingness to intervene Personally.
Rather, a question which seeks to determine the physician's
attitude toward his colleague would be more useful.
Responses to the questions should be forced choice to more
accurately reflect correct versus incorrect responses.
Lastly, space should be provided and comments encouraged for
each scenario in order to better understand what specific
attitudes are being confronted.

Recommendations for future research include educational
objectives that: (1) involve both knowledge and attitudinal
change; (2) attempt to change deeply rooted attitudes that
dictate behaviors developed through years of practice; (3)
utilize evaluation methods that detect behavioral change;
and (4) contain a plan for follow-up to ensure that
knowledge gained and modified attitudes are translated into
action.

This study has shown a practical need to continue
educational efforts aimed at changing physician's attitudes
toward their impaired colleagues. From a theoretical
viewpoint, evaluative responses which seek to measure those
attitudes include cognitive, affective, experiential, and
even physiological aspects. The nature of attitudes and

attitudinal change are such that reinforcement is needed at
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the time of the educational effort and again at a later date
(Chappel & Veach, 1987). CME courses about physician
impairment need to address these attitudinal issues in order

to affect a long—-term behavioral change in physicians.



REFERENCES

American Medical Association (AMA) Council on Mental Health
(1973). The sick physician: impairment by psychiatric
disorders including alcoholism and drug dependencies.
Journal of the American Medical Association, 223(6),

684-687.

Baldwin, D. C., Hughes, P., Conrad, S., Storr, C.,& Sheehan,
D.(1991). Substance use among senior medical students:
a survey of 23 medical schools. Journal of the American
Medical Association, 365(16), 2074-2078.

Bates, R. C., Burton, R. D., Dewitt, D. E., Mandell, G. H.,
& Sargent, D. A. (1979). The impaired physician:
Michigan MDs comment on the problem, suggest solutions.
Michigan Medicine, September, 1979, 476-478.

Bissell, L., & Jones, R. W. (1976). The alcoholic physician:
a survey. American Journal of Psychiatry, 133(10)},
1142-1146.

Brown, R. L. (1988). Evaluation of a continuing medical
education program for primary care physicians on the
management of alcoholism. The Journal of Medical
Education, 63(6), 482-484.

Butler, D. J., & Wolkenstein, A. S. (1991). Physician
impairment: Physicians' exposure, attitudes, and
beliefs. Family Practice Research Journal, 11(3), 327-
333.

Casper, E., Dills, S., Soter, J., Lupoll, R. B., & Shore, J.
H. (1988). Establishment of the Colorado Physician
Health Program with a legislative initiative. Journal
of the American Medical Association, 260(5), 671-673.

Chappel, J. N. (1991). Educational approaches to prescribing
practices and substance abuse. Journal of Psychoactive
Drugs, 23(4), 359-363.

Chappel, J. N., Jordan, R. D., Treadway, B. J., & Miller, P.
R. (1977). Substance abuse attitude changes in medical
students. American Journal of Psychiatry, 134(4), 379-
384.

38



39

Chappel, J. N., & Veach, T. L. (1987). Effect of a course on
students' attitudes toward substance abuse and its
treatment. The Journal of Medical Education, 62(5),
394-400.

Crosby, L. R., & Bissell, L. (1989) To care enough:
intervention with chemically dependent colleagues.
Minneapolis: The Johnson Institute.

Dornbush R. L., Singer, P., Brownstein, E. J., & Freedman,
A. M. (1984). Measurement of psychosocial attitudes in
medical students. The Journal of Medical Education,
59(1), 59-61.

Estep, R., Novack, J. A., & Helsel, D. G. (1989). Impaired
small town physicians and their spouses. Journal of
Drug Issues. 19(3), 351-367.

Ferguson, K. J., Caplan, R. M., & Williamson, P. 5. (1984).
Factors associated with behavior change in family
physicians after CME presentation. The Journal of
Medical Education, 59(8), 662-666.

Galanter, M., Talbott, D. G., Gallegos, K. V., & Rubenstone,
E. (1990). Combined Alcoholics Anonymous and
professional care for addicted physicians. American
Journal of Psychiatry, 147(1), 64-68.

Gallegos, K. V., Lubin, B., Bowers, C., & Talbott, G. D.
(1991). Relapse and recovery: 5-10 years follow-up
study of the chemically dependent physician - the
Georgia experience. Unpublished Article.

Gallegos, K. V., Veit, F. W., Wilson, P. 0., Porter, T., &
Talbott, G. D. (1988). Substance abuse among health
professionals. Maryland Medical Journal, 37(3), 191-
197.

Gartrell, N., Hermwan, J., Olarte, S., Feldstein, M.,&
Localio, R.(1987). Reporting practices of psychiatrists
who knew of sexual misconduct by colleagues. American
Journal of Orthopsychiatry, 57(2), 287-295.

Gopalan, R., Santora, P., Stokes, E. J., Moore, R. D., &
Levine, D. M. (1992). Evaluation of a model curriculum
on substance abuse at the Johns Hopkins University
School of Medicine. Academic Medicine, 67(4), 260-266.

Green, R. C., Carroll, 6. J., & Buxton, W. D. (1978). The
care and management of the sick and incompetent
physician. Springfield: Charles C. Thomas.



40

Helwick, S. A. (1985). Substance-abuse education in medical
school: Past, present, and future. The Journal of
Medical Education, 60(9), 707-711.

Herrington, R. E., Benzer, D. G., Jacobson, G. R. & Hawkins,
M. K. (1982). Treating substance-use disorders among
physicians. Journal of the American Medical
Association, 247(16), 2253-2257.

Lewis, D. C. (1986). Doctors and Drugs. New England Journal
of Medicine, 315(13), 826-828.

Larkin, H. (1991, November 11). Impaired colleagues: add
liability to the list of reasons to get them help.
American Medical News, p 13.

Logan, W. S. (1989). The evaluation of the impaired
Physician. New Directions for Mental Health Services,
41, 33-53.

Lohr. C. M., & Engring, N. H. (1988). Institution-wide
program for impaired residents at a major teaching
hospital. The Journal of Medical Education, 63, 182-
188.

Marchand, W. R. (1988). The effect of an educational program
on the desire for treatment among impaired medical
students. Journal of Nervous and Mental Disease,
176(6), 372-373.

Marcotte, D. B. & Held, J. P. (1978). A conceptual model for
attitude assessment in all areas of medical education.
The Journal of Medical Education, 53, 310-314.

Martin, K. 0., & Mazmanian, P. E. (1990). Physician
substance abuse: Prevention through reeducation. The
Journal of Continuing Education in the Health
Professions, 10(1), 35-46.

McAuliffe, W. E., Rohman, M., Santangelo, S., Feldman, B.,
Magnuson, E., Sobol, A., & Weissman, J. (1986).
Psychoactive drug use among practicing physicians and
medical students. New England Journal of Medicine,
315(13), 805-810.

McAuliffe, W. E., Santangelo, S., Magnuson, E., Sobol, A.,
Rohmgn, M. & Weissman, J. (1987). Risk factors of drug
impairment in random samples of physicians and medical

students. International Journal of the Addictions,
22(9), 825-841.



41

i impaired
McCrady, B. S. (1989). The distressed or ;
préfessional: from retribution to rehabilitation.

Journal of Drug Issues, 19(3), 337-349.

Morse, R. M., Martin, M. A., Swenson, W. M. & Niven, R. G:
(1984). Prognosis of physicians treated for alcqhollsm
and drug dependence. Journal of the American Medical

Association, 251(6), 743-746.

Purkis, I. E. (1982). Commitment for change: An instrument
for evaluating CME courses. Journal of Medical
Fducation, 57(1), 61-63.

Reuben, D. B., & Noble, S. (1990). House officer response to
impaired physicians. Journal of the American Medical

Association, 263(7),

Robins, L. S., & Wolf, F.
on medical students’®
concerns: results of
Gerontologist, 29(3),

958-960.

M. (1989). The effect of training
responses to geriatric patient

8 linguistic analysis. The
341-344.

Sargent, D. A. (1979). Helping Troubled Colleagues. Journal
of the Tennessee Medical Association, 72(7), 497-498.

Scheiber, S. C., & Doyle, B. B. (1983). The impaired
Physician. New York: Plenunm Medical Book Company.

Shore, J. H. (1982). The impaired physician: 4 years after
Probation. Journal of the American Medical Association,
248(23), 3127-3130.

Shore, J. H. (1987). The Oregon experience with impaired
Physicians on Probation: an 8 year follow-up. Journal

;f the American Medical Association, 257(21), 2931-
g934.

Siegal, H. & Rudisill, J. R. (1983)., Teaching medical
students about substance abuse in a weekend

intervention Program. The Journal of Medi
5804 aiaon B cal Educetion,

Siegal, H. A, Markert, R. J., & Vojtech, D. L
Evaluation of a Program to teach medical st

alcoholi . ,
6760 sm. The Journal of Medical Educatio

Steindler, E. M. (1975), The impaired Physician:
interpretive sSummary of the AMA con cnee oim
disabled doctor: Chajl
American Medical Associatio
Health, 1-54, Aprii 11-12.




42

Talbot, K. (1989). The medical profession has achieved a
major change in its smoking behavior; How might
undergraduate medical education achieve a similar
change in doctors' drinking habits? Alcohol &
Alcoholism, 24(4), 339-345.

Talbott, G. D. (1982). The role of the medical student in
the treatment of impaired physicians. Journal of the
Medical Association of Georgia, 71, 275-277.

Talbott, G. D. & Benson, E. B. (1980). Impaired physicians:
the dilemma of identification. Post Graduate Medicine,
68(6), 56-64.

Talbott, 6. D., Gallegos, K. V., Wilson, P. 0. & Porter, T.
L. (1985). The Medical Association of Georgia's
impaired physicians program: review of first 1000
Physicians. Journal of the American Medical
Association, 257(21), 2927-2930.

Wood, B. J., Klein, S., Cross, H. J., Lammers, C. J., &
Elliott, J. K. (1985). Impaired practitioners:
Psychologists’ opinions about prevalence and proposals
for intervention. Professional Psychology: Research and
Practice, 16(6), 843-850,



APPENDIX A

SEMINAR CONTENT

43




44

: AIRED PHYSICIAN
AR TITLE: THE IMP
SEMIE COMPLETED CONTENT OUTLINE

: ~ g:15 a.w».
TIME: 8:00 a.=m. :
ppler
ULTY: Talbott/Groper/Ke
gggching Methods: Lecture/Discussion

OBJECTIVES

Define Impairment

i ici review
Discuss the prevalence of impairment among physicians and
common reasons for impairment.

Outline characteristics of impaired physicians and discuss early
warning signs of problems.

Review appropriate interventions and treatment modgl%ties,
exploring the various components of selected modalities.

Describe the processes for re-entry into practice and monitoring
techniques after re-entry.

AGENDA

I.

II.

III.

Iv,

Prevalence of impairment among physicians.

A. percentages of physicians who have been, are, or will be
addicted to alcohol and/or drugs.

B. the "Conspiracy of Silence”.

C. the problem of self-deception.

D. reasons for impairment.

Identification of impaired physicians.
A. six characteristic behaviors.

B. sequential Progression of symptons.
C. early warning signs.

Interventions.
A. denial characte
B. dif iculty in reachi

Treatment mod
A. initia] assessment,
B. four Phases of treatment,

1. inpatient treatment Progranm.

alities and Components,
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V. Re-entry and monitoring.

A. 20-month aftercare contract.
B. AA/NA meetings.

C. relapse guidelines. , ) .
D. support network contacts — "Caduceus Club" and others

TIME: 9:15 a.m.— 10:00 a.m.

FACULTY: Attorneys .
Teaching Methods: Lecture/Discussion

OBJECTIVE

6. Review and discuss case examples of lawsuits involving impaired

physicians.

AGENDA

VI.Operating under the influence.
A. problems defending a malpractice case involving an impaired

physician.
B. individual physician’'s duty to report an impaired colleague.

C. case presentations.
TIME: 10:30 a.m. — 11:15 a.m.

FACULTY: Gerald Summer
Teaching Methods: Lecture/Discussion

OBJECTIVE
7. Introduce and describe Alabama's Impaired Physician Program.

AGENDA

VII. The Alabama Physicians Recovery Network (PRN)
TIME: 11:15 a.m. - 12:00 P.m.

FACULTY: A1l

AGENDA

Questions and Answers
Summary and Evaluation

45
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7Y N
Have you completed this survey before today

Age: Male Female Race:

. e ———————

Year 19 Specialty:

Medical School:

(>6)
Type of practice: Solo Small group (<6) Large group

Rural

Primary area raised? Urban Suburban

Rural
Area of current residence: Urban Suburban

The religion in which you were raised:

Have you ever been evaluated for chemical dependency? Y N

Did you receive any training in chemical dependence or professional
impairment while attending medical school? Y N

PLEASE READ EACH OF THE FOLLOWING SCENARIOS AND RESPOND TO THE
STATEMENTS BY CHOOSING ONE OF THE FOLLOWING RESPONSES:

1 2 3 4 5
STRONGLY AGREE AGREE UNDECIDED DISAGREE STRONGLY DISAGREE

A 42-year old emergency room physician arrived late for his shift in the
emergency room with alcohol on his breath. Another physician took his
shift. This was an isolated episode. He said it would not happen again.

1. BASED ON TNE INFORMNATION GIVEN, I OBRLIRVE TRIS PEYSICIAN'S PROFESSIONAL JUDGENENT MAY af IMPAIRRD.
1 2 3 4 s

2. T VOULD SPEAX TO TNI$ PEYSICIAN AROUT NIS POSSINLE INPAIRMENY.

1 2 3 . s

3+ T WOULD CALL TNE S$TATE INPAIRED PETYSICIANS PROGRAN ABOUT THIL PHYSICIAN.

1 2 3 R s

A 51-year old surgeon was reported by nurses to the hospital
adwinistrator for making rounds at 11:00 P.m. with alcohol on his

breath. Recently, both his marriage and his professional Partnerships
have split up. He denies any problen.

L. BASED O INR INFORNATION GIVEN, @ BELIBVE INRIS PHYSICIAN'S PROFESSIONAL JUDGEMENT XaY 3K

INPAIRRD.
1 2 3

4 ]
2. 1 VOULD SPEAX 10 THIS PETSICIAN ADOUT mIS POSSIOLE INPAIRMENT.
1 2 3 4 ]
T WOULD CALL IRE STATE IMPAIRED PEYSICIANS PROGRAN ADOUT TNIS PREYSICIAN.

1 2

3.

3 " s
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2 3 4 o REE
L STRONGLY DISAG

STRONGLY AGREE AGREE UNDECIDED DISAGREE
A 37-year old anesthesiologist was reported by the hospital pharmacy to

t gross inadequacies in the
h ital administrator for recurren
ﬁ:ico::: logs for which he had been previously counselled. He denies

drug use.
1. BASEZD ON INEZ INFORNATION CIVEE, I BELIEVE 2NIS PAYSICIAN'S PROVESSIONAL JUDEGRMRNT MAY BR INPAIRED.
1 2 k] 4 L]
2. 1 VOULD 3PXAX 10 TRIS PEYSICIARN ABOUT RIS POSSIBLE INPAINNENT.
1 ] 3 4 ]

3. 1 WOULD CALL TNT sTatR INPATRED PATSICIAWS PROGEAN AROUT THIS PEYSICIAN.

1 2 3 ¢ !

A 44-year old family practitioner was accused by nurses of sexual
harassment over the telephone. Recently, he has been making rounds late
at night and has been having wmultiple consultants care for hig Patients,
Nurses say his eyes look "glassy™. He denies their allegations.

1. 548%D om 733 IRYORNATION SIVRE, I Bstizvy TNIS PAYSICIAN'S PROTRISIO0NAL JUDGRMRAT May 3% INPAIRRD,
1 2 3 ‘ H

2. 1 vouLp SPEAR 10 TR1g PEYSICIAR aRouy RIS rossIBLR TurAIRNRNT,

1. 1 vouLn gpgay T ‘ ,
O TNIS Pavsicyay AB
O%T 815 rossinig T
NPATBNRNY
v
2
IR ; ' '

U0 accident j, yut rT2Ctitioner yaq invel
n ved j
. which he fractureq his cervicalfsaP alcohol..related

- CX-wife Pine,
sayﬁialc?hol Y35 a Probleg 1q Ny He wag chargeq
Bpaired while working, eir Iarriase. He

I vouLp ""' 20 Tuzs P'l'lc“. ‘lour 21 PD."‘L: 1.!‘!..'.1.
1 2 2 ‘ 3
1 voul.' carLy k4 )] .!lf‘ Iup
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PRETEST SURVEY

PLEASE OPEN THE PRETEST SURVEY BOOKLET AND COMPLETE THE
SURVEY NOW. WHEN YOU HAVE FINISHED THE SURVEY, PUT IT IN
FRONT OF YOU ON THE TABLE AND IT WILL BE COLLECTED BEFORE
THE PROGRAM BEGINS. PLEASE DO NOT DISCUSS THE SURVEY AT ANY
TIME. THANK YOU.

POSTTEST SURVEY

PLEASE DO NOT OPEN THE SURVEY BOOKLET UNTIL TH

E LAST SPEA
HAS FINISHED PRESENTING. AT THAT TIME, OPEN THE BOOKLET A§§R
COMPLETE THE SURVEY. WHEN YOU HAVE COMPLETED THE SURVEY
LEAVE IT ON THE TABLE IN FRONT OF YOU FOR COLLECTION. PiEASE

DO NOT DISCUSS
oy THE CONTENTS OF THE SURVEY AT ANY TIME. THANK
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Assurance geminars? Y N

i attended:
Mutual Assurance Seminar you )
Mobile 1/18/92 Birmingham 2/1/92 Moytgqmeizm?gigégz
Huntsville 4/6/92 Florence 4/25;3?/92 Blrmziier et
5/23/92 Gulf Shores 5
22:§§dery /I did not attend a Mutual Assurance geninar

Please indicate what

b ———————

Age: Male Female Race:

Medical School: Year 19 Specialty:

Type of practice: Solo gmall group (<6) Large group (>6)
Primary area raised? Urban Suburban Rural

Area of current residence: Urban Suburban Rural

The religion in which you were raised:

Have you ever been evaluated for chemical dependency? Y N

Did you receive any training in chemical dependence or professional
impairment while attending medical school? Y N

PLEASE READ EACH OF THE FOLLOWING SCENARIOS AND RESPOND TO EACH
STATEMENT BY CHOOSING OEE OF THE FOLLOWING RESPONSES:

1 2 3 4
5
S:gg::LY AGREE UNDECIDED DISAGREE STRONGLY
DISAGREE

A 42-year old emergency room physici

ysician arrived late for his shi
e;:;iency room with alcohol on his breath. Another physicianst:§: ;:sthe
& . This was an isolated episode. He said it would not happen again

1. BASED ON THE INFORMATION GIVEN
I BE '
PROFESSIONAL JUDGEMENT MAY BE IMPAIRED.LIEVE THIS PHYSICLAN'S

1 2 3
4 5
2.1 W?ULD SPEAK Tg THIS PHYSICIAN ABOUT HIS POSSIBLE IMPAIRMENT
3 4 .
3. I WOULD CALL THE STAIE ;
Sl IMPAIRED PHYSICIANS PROGRAM ABOUT THIS

1 2 3 4 s
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A 5

1 2 3

STRONGLY AGREE UNDECIDED DISAGREE STRONGLY
AGREE DISAGREE

A 51-year old surgeon was reported by nurses to the hospital
administrator for making rounds at 11:00 p.m. with alcohol on his
breath. Recently, both his warriage and his professional partnerships

have split up. He denies any problesn.
1. BASED ON THE INFORMATION GIVEN, I BELIEVE THIS PHYSICIAN'S

PROFESSIONAL JUDGEMENT MAY BE IMPAIRED.
1 2 3 4 5

2. 1 WOULD SPEAK TO THIS PHYSICIAN ABOUT HIS POSSIBLE IMPAIRMENT,

1 2 3 4 5
3. I WOULD CALL THE STATE IMPAIRED PHYSICIANS PROGRAM ABO
PHYSICIAN. U THIS
1 2 3 4 5

1. BASED oy THE
INFORMATT
PROFESSIONAL ON GIVEN, 1 pgpip
A JUDGEMENT “HIRVE THIS PHYSICIAN'g

MAY BE IMPATRED
3
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5
4
3
2 STRONGLY
1 DISAGREE
STRONGLY AGREE UNDECIDED DISAGREE
AGREE

hiatrist was reported by a mental health district

- d psyc
:i;io;::rEZi rszated failure to see scheduled patients. Iurs::ksay he
ig "bizarre™ and changes jobs frequently. He is rumored to dr

heavily.

1. BASED ON THE INFORMATION GIVEN, 1 BELIEVE THIS PHYSICIAN'S

PROFESSIONAL JUDGEMENT MAY BE IMPAIRED. . 5
1 2 3

2. T WOULD SPEAK TO THIS PHYSICIAN ABOUT HIS POSSIBLE IMPAIRMENT.
1 2 3 4 5

3. I WOULD CALL THE STATE IMPAIRED PHYSICIANS PROGRAM ABOUT THIS
PHYSICIAN.

1 2 3 4 5

A 49-year old family practitioner was involved in an alcohol-related
auto accident in which he fractured his cervical spine. He was charged
with DUI. His ex-wife says alcohol was a problem in their marriage. He
has never been noted to be impaired while working.

1. BASED ON THE INFORMATION GIVEN, I BELIEVE THIS PHYSIC !
PROFESSIONAL JUDGEMENT MAY BE IMPAIRED. Have

1 2 3 4 5

2. 1 W?ULD SPEAK Tg THIS PHYSICIAN ABOUT HIS POSSIBLE IMPAIRMENT
3 4 5 ’

3. I WOULD CALL THE STATE I
Siverooot MPAIRED PHYSICIANS PROGRAM ABOUT THIS

1 2 3 4 5







