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Case Scenario
• A few weeks before starting your new role as chair, your 

predecessor (Interim Chairman) informs you that, several months 
ago, he received multiple complaints about a senior faculty 
member in the department 

• The complaints raised suspicion of possible alcohol abuse, and 
the Interim Chairman contacted both Human Resources and the 
Chief of Staff Office

• A formal meeting occurred with the faculty member, Interim 
Chairman and Chief of Staff

• The faculty member adamantly denied alcohol abuse, but was 
given a formal written warning for his behavior

The Complaints to the Interim Chair
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Case Scenario, Continued…

• You assume your new role in July, and hear no formal complaints 
about the faculty member

• In December, the same complaints resurface: lack of availability, 
frequent call-offs from work, smell of alcohol, concern of impaired 
medical judgment, and not completing his required documentation

• Around the same time, the Chief of Staff contacts you to ask about 
the status of this physician, and whether the previous investigation 
could be considered closed

• What should you do?  What are your options?

Reporting Impaired Physicians
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The Pros and Cons of Reporting

• Con:  What if you’re wrong? 
– Possibility of damaging the career of the physician
– If falsely accused, physician could bring legal action

• Pro: Early identification
– Will protect a greater number of patients from harm
– Increased probability that the physician’s health will benefit 

from earlier diagnosis and treatment

Why Reporting Doesn’t Happen

What I Actually Did… The UCMC Policy
• The evaluation of the alleged impaired physician may 

be performed by either the Clinical Chief or by the Chief 
of Staff 
– The evaluation is confidential and focuses on protecting patient care
– It is not intended to be a disciplinary investigation 

• The Clinical Chief or Chief of Staff may recommend:
– No action
– Continued monitoring of practitioner
– Advise the practitioner to initiate a voluntary therapeutic program
– Require initiation of a voluntary therapeutic program
– Request the practitioner to voluntarily restrict or resign privileges until 

satisfactory rehabilitative progress is demonstrated

Case Scenario, Continued…

• I met with the faculty member, with the Director of HR and the 
Chief of Staff in attendance.  The physician again vehemently 
denied alcohol or drug use, but admitted to depression and a 
cervical spine problem 

• The physician was strongly encouraged to take a medical leave of 
absence via FMLA, and was referred to the UC Employee 
Assistance Program for help 

• The physician agreed to use FMLA, but postponed it by 6 weeks 
and declined to use the EAP

• After taking only 1 month of FMLA, the physician returned to work
• Two days after his return, I was called by several CRNAs who felt 

that his conduct threatened patient safety: not answering calls, 
mental status not normal, ill-appearing, etc.

Case Scenario, Continued…

• I called the AOD and had the physician removed from clinical duty
• I called the physician and demanded a meeting in my office
• Again, the physician denied substance abuse, insisting that his 

behavior was secondary to the effects of antidepressants
• The physician was given 2 options: termination, or return to FMLA 

with the promise to obtain appropriate treatment, and a 
requirement for fitness for duty evaluation prior to return

• The physician agreed to Option 2
• I contacted HR and the COS Office to assist with the process
• Six weeks after starting the second medical leave, the physician 

was admitted to the hospital with acute alcoholic liver failure, with 
a MELD of 40
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Another Option:
Physician Health Programs
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Physician Health Programs
• Most states have PHPs

– No national standards
– Structure, size and quality of programs varies

• PHPs offer physicians a route to fulfilling their reporting 
obligations and receiving help for their condition, without 
the stigma of board sanction

• PHPs are typically separate from state medical boards
– Generally administered by state medical societies

• The goal of PHPs is early detection of impairment
• PHPs have had good success: 75-90% of US physicians 

treated for substance abuse are licensed and working at 
5 year follow-up
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Lessons Learned
• Be aware of the signs of physician impairment, and act 

immediately when they are recognized
• Expect your faculty member to deny the problem
• Do not act alone. Take advantage of institutional and 

state resources to help impaired physicians:
– Human resources
– Chief of Staff office
– State Physician Health Program

• Your obligation is not just to the health of your patients;  
it is also to the health of your faculty member

• Managing this is not comfortable for anyone, but you 
must act decisively.  Think of it as an act of tough love


