Networking and Peer Exchange Workshop
for Physician Health Committees
San Francisco Bay Area

When

Saturday, June 24, 2017, 9:00 am to 12:00 noon

Where

Alameda Contra Costa Medical Association (ACCMA)
6230 Claremont Avenue, 3rd Floor, Oakland, CA 94618

Program

8:30 am
9:00 am

Registration opens with continental breakfast
Welcome from Denise Fuson, MD, Chair of the Physician’s Advisory Committee of ACCMA

9:30

Monitoring: What Wellbeing Committees Need to Know
Introduction by John Rosenberg, MD
Monika Koch, MD
Chief of Addiction Medicine, Kaiser Permanente Vallejo
Francine Farrell, MS, LMFT, CADC-II
Pacific Assistance Group, North

Questions / Discussion
11:30 am

Identifying Resources, Sharing Information

11:50 am

Evaluation

12:00 pm

Adjournment

Attendance
CPPPH offers this workshop as a service to those with roles in physician health activities and roles related
to peer review, credentialing and privileging in hospital medical staffs, medical groups, specialty societies
and county medical associations. Attendance is by invitation.
It is not a program of continuing medical education; no CME credit is offered.
An activity of California Public Protection and Physician Health (CPPPH)
Endorsed by Alameda Contra Costa Medical Association, Marin Medical Society, and San Francisco Medical Society
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At CPPPH Workshops, Discussion is Kept Confidential Within the Workshop
CPPPH regional workshops are designed for members of committees of hospital
medical staffs, medical groups, specialty societies and county medical
associations. Attendance is by invitation and is limited to those who serve on
physician health committees. Questions about individual situations are welcome
and will be discussed in confidence. As each workshop begins, all attendees are
asked to agree to hold all discussion about specific situations in confidence.
Each participant is asked to agree to the following statements.	
  
I recognize that during the CPPPH regional workshops the discussions
among members and staff to physician health committees may
sometimes include specific details about individuals and/or organizations.
In order to increase the usefulness of the workshop, I am willing to keep
the information within the boundaries of the workshop and not to
discuss any of it outside the workshop.
In presenting my question or participating in discussion, I may refer to
or include information about individuals and/or organizations that is
confidential or sensitive. I understand that this is private information and
can be discussed only during the workshop. I agree that I will keep the
information within the boundaries of the workshop.
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Attachment #2

Document #5177

Physician Well-Being Committees: Guidelines
CMA Legal Counsel and California Public Protection and Physician Health, January 2015

The following Physician Well-Being Committee Guidelines have been amended to incorporate
changes that reflect revisions to Joint Commission standards and law. Other CMA ON-CALL documents referenced in this document include CMA ON-CALL document #5101, "Disruptive Behavior
Involving Medical Staff Members," CMA ON-CALL document #5204, "Documentation of Peer
Review Activities," CMA ON-CALL document #5202, "Credentialing: Liability Releases, Indemnification," CMA ON-CALL document #5213, "State Agency Requests for Peer Review Information,"
CMA ON-CALL document #4250, "Confidentiality of Sensitive Medical Information," CMA ONCALL document #6001, "Disabled Physicians and Employees," CMA ON-CALL document #2055,
"Reporting Incompetent, Impaired or Unethical Colleagues," CMA ON-CALL document #2052,
"Federal NPDB Reporting," and CMA ON-CALL document #2051, "MBC & NPDB: Reporting
Disciplinary Actions" on Medical Board and National Practitioner Data Bank Reports.

INTRODUCTION
These Guidelines are intended to aid hospitals,
medical groups, medical societies, specialty societies
and any other physician entities to create and operate a
committee which assists physicians with matters
related to prevention of impairment and maintenance
of health, with particular attention to substance abuse
or addiction, mental illness, or behavior. Commonly
referred to as "Physician Well-Being Committees,"
these committees assist medical staff in a variety of
ways and play several important roles. They act as educational resources for medical and other organization
staff in matters related to maintenance of health and
prevention of impairment. The Well-Being Committee (or the "Committee") provides an informal,
confidential access point for persons who voluntarily
seek their counsel and assistance. It also provides a
source of expertise whereby the medical staff may
identify health factors underlying a clinical perfor-

mance problem for which corrective action is under
consideration. In the context of a formal investigation
regarding clinical performance being conducted by the
Medical Executive Committee or similar entity within
the organization, the Well-Being Committee may be
called upon to determine the presence, and the nature,
of an underlying problem and make recommendations
related to such problems.
An "individual health" or well-being function is
mandated by the Joint Commission and is implemented by a committee of the medical staff.
According to Standard MS.11.01.01, a medical staff
must implement "a process to identify and manage
matters of individual health for licensed independent
practitioners which is separate from actions taken for
disciplinary purposes." This process must include all
of the following nine elements:

© California Medical Association 1995-2015
This CMA ON-CALL document is brought to you through the support of our members, and the generous
support of physician-sponsored professional liability companies,
Medical Insurance Exchange of California, NORCAL Mutual Insurance Company,
The Doctors Management Company, and the Cooperative of American Physicians.

a) Education of the licensed independent practitioners and other organization staff about illness and impairment recognition issues specific
to practitioners;

pital setting, these Guidelines use the term to refer to
any aggregate of physicians or other health care providers. Therefore, as used in these Guidelines, and
unless otherwise noted, the term "medical staff" also
refers, for example, to the physicians who are
members of a medical group, an IPA, a medical specialty society, or a component society of the CMA
that maintains a Well-Being Committee for the
benefit of its members. In any context, the WellBeing Committee serves as one of an array of mechanisms physicians should utilize to assure patient
safety. A general summary of its actions should be
reported to the Medical Executive Committee and/or
other organizational governing body at least quarterly.

b) Self-referral by a licensed independent practitioner;
c) Referral by others and maintaining informant
confidentiality;
d) Referral of the licensed independent practitioner to the appropriate professional internal
or external resources for evaluation, diagnosis
and treatment of the condition or concern;
e) Maintenance of the confidentiality of the
licensed independent practitioner seeking
referral or referred for assistance, except as
limited by law, ethical obligation, or when
the health and safety of a patient is threatened;

Well-Being Committees formerly operated almost
exclusively in the hospital medical staff and county
medical society settings, and are still a vital part of the
hospital medical staff structure. With changes
brought on, however, by the growth of managed care
in California and a more complicated physician
practice environment, physician Well-Being Committees are now found in numerous other settings. In
certain practice situations, some committees have
assisted other health professionals.

f ) Evaluation of the credibility of a compliant,
allegation, or concern;
g) Monitoring the licensed independent practitioner and the safety of patients until the
rehabilitation is complete and periodically
thereafter, if required;
h) Reporting to the organized medical staff leadership instances in which a licensed independent practitioner is providing unsafe
treatment; and

SUGGESTED NAMES FOR
THE COMMITTEE
Committee on Physician Health

i) Initiating appropriate actions when a licensed
independent practitioner fails to complete
the required rehabilitation program.

Committee on the Well-Being of Physicians
Medical Staff Health Committee
Medical Staff Well-Being Committee

The purpose of this process is to support personal
health and to facilitate rehabilitation rather than discipline. However, if it is determined that a physician
is unable to exercise safely the privileges that he or
she has been granted, the matter should be reported
to the medical staff leadership for appropriate corrective action.

Practitioner Well-Being Committee
Professional Staff Well-Being Committee
The Well-Being Committee

BYLAWS

APPLICATION BEYOND THE
HOSPITAL SETTING

Designation of Committee
The Committee and its charges should be described
in the controlling bylaws or rules of the medical staff
within which the Committee is formed. California
Title 22 Regulations require each hospital medical
staff to include a provision in its bylaws for the assistance of "medical staff members impaired by

The Well-Being Committee function is an essential
element of medical staff activity in the hospital
setting, as well as for physician organizations outside
of hospitals. While the term "medical staff" typically
refers to the organized medical staff found in the hos2

chemical dependency and/or mental illness to obtain
necessary rehabilitation services." Inclusion of a
standing Well-Being Committee in the hospital
bylaws not only satisfies Title 22 Regulations and
Joint Commission standards, but also assures that the
Committee will receive the same confidentiality protections for its records under Evidence Code §1157
as any other medical staff committee. Inclusion of
the Well-Being Committee in non-hospital governing rules or bylaws may also assure the protections
of Section 1157. A copy of the portion of the CMA
Model Medical Staff Bylaws addressing "Medical
Staff Aid Committees" may be found in Attachment
A at the end of this document.

medical staff. The hospital Well-Being Committee
should meet no less than quarterly, and as frequently
as required to fulfill its charges in accordance with its
policies and procedures. 22 C.C.R. §70703(d)
requires reports of activities and recommendations
relating to the functions of hospital Well-Being
Committees to be made to the medical executive
committee and the governing body "as frequently as
necessary and at least quarterly." Thus, hospital-based
Well-Being Committees must meet at least quarterly
to comply with this DPH Title 22 regulation.

Assuring Access to Relevant Information

Regular meetings help preserve and assure the Committee's preparedness and efficiency in responding to
problems as they arise. Regular meetings also
enhance acceptance of Well-Being Committee's role
as an integral part of the medical staff structure. As a
consequence, access to the Committee's services by
individuals is thereby facilitated. See Attachment B,
Making a Well-Being Committee Effective.

To assure that the Committee has timely access to
information that may indicate a practitioner is a
danger to him/herself or to patients, the medical staff
bylaws [can][should] include the following provisions:
1) A requirement that a medical staff member
must promptly notify the medical staff of any
arrest or conviction for driving under the influence of alcohol or driving with a blood alcohol
level in excess of the legal limit (which are separate offenses under state law); and
2) A requirement that a medical staff member
must cooperate fully and promptly whenever
requested by the Committee or the Medical
Executive Committee to undergo a drug or
alcohol test or other physical or mental examination for cause.

Reporting Relationship
In a hospital setting, the Committee should be
advisory to the Medical Executive Committee
("MEC") and such other appropriate hospital
medical staff committees, as the MEC shall designate. In other settings, such as medical societies and
medical groups, the Committee should be advisory
to the appropriate governing committee.

MEETINGS
Consistent with Department of Public Health
(DPH) Title 22 regulations, the hospital Well-Being
Committee should be a standing committee of the

The nonhospital Well-Being Committee should also
be a standing committee, and should meet regularly.

CHARGES
In order to maintain and improve the quality of care
and assist staff members in the maintenance of
appropriate standards of personal performance, the
medical staff is responsible to take note of and to
evaluate issues related to the health, well being or
impairment of medical staff members.
It is important to identify the role of the Committee
as advisory in nature, and not a substitute for a personal physician or a disciplinary body.
The Committee should be charged to:
a) Be an effective resource to the medical staff
and others as the point where information
and concern about the health of an individual
physician can be delivered for confidential
consideration and evaluation;
b) Receive and assess information; seek corroboration and additional information;
c) Respond to the person, including the physician in question, or group who contacted the
Committee (the referring source);

d) Provide advice, recommendations and assistance to the physician in question and to the
referring source; provide recommendations
for treatment and/or education; provide assistance in obtaining what is recommended,
including referral to the appropriate professional internal or external resources for the
diagnosis and treatment of the condition or
concern; be an advocate for the physician;
e) Monitor physicians for compliance with the
terms of monitoring agreements;
f ) Assist physicians with reentry issues;
g) Educate its members and the members of the
medical staff about physician health, wellbeing and impairment; about appropriate
responses to different levels and kinds of distress and impairment; about treatment, monitoring,
and
recovery;
about
the
responsibilities of the medical staff in
response to concerns about a physician's
health; about the importance of early intervention; and about appropriate resources for
prevention, treatment, rehabilitation, monitoring and reentry; and
h) Maintain confidentiality of the physician
seeking referral or referred for assistance,
except as limited by law, ethical obligation, or
when the safety of a patient is threatened.

MEMBERSHIP ON THE WELLBEING COMMITTEE
Expertise; Diverse Specialties
Members should be selected for specific expertise,
experience and willingness to serve. An effort should
be made to appoint members from several specialties.
This includes, but is not limited to, involvement of:
• Physicians with expertise in addiction medicine;
• Physicians with expertise in psychiatry;
• Qualified persons recovering from alcoholism or
other chemical dependence.

Appointment
Each member should be formally appointed to the
Committee using the appointment process designated in the medical staff bylaws or other governing
rules.

Membership Composition
Medical Staff Membership. Membership may be
restricted to members of the medical staff. Individuals who are not members of the medical staff
(including non-physicians) may be appointed when
such appointment will materially increase the effectiveness of the work of the Committee. Physician
members of the medical staff should comprise the
majority of the members of the Committee.
Medical Staff Leaders as Members. The Committee
may wish to recruit medical staff members who formerly served on the medical staff governing committee (e.g., in the hospital setting, the medical
executive committee), peer review committees and/or
as department heads. Such individuals can bring a
wealth of knowledge regarding how the organization
and its medical staff served by the Committee work
both procedurally and politically. Additionally, such
individuals may be able to facilitate institutional
support for the Committee's purposes given their
prior leadership roles in the institution. It is
important, however, that no Committee member
currently hold any discipline-related position within
the institution, e.g., active membership on the
Medical Executive Committee or peer review committee. (See paragraph below "Membership on Other
Committees; Restrictions" regarding the dangers of
"dual roles" for Committee members.)
House Staff. Where there is house staff, there should
be house staff members on the Committee.

Duration of Service on Committee
To provide for continuity and development of
expertise, the policy of the Committee should be to
encourage membership terms lasting several years.

Number of Members

Confidentiality; Evidence Code Section
1157

The number of members should be no fewer than
three.

This Committee will maintain strictest confidentiality in its proceedings and shall be considered a Peer

Review Committee for purposes of claiming the confidentiality protections afforded by Evidence Code
§1157. Notwithstanding this protected status, there
may be times when sharing of Committee information is desired or required. See Sections on "Confidentiality of Records and Record Sharing" and
"Communications in Response to a Subpoena or
Other Demand," below.

Membership on Other Committees;
Restrictions
A physician should not serve on both the physician
Well-Being Committee and a committee that has
review or authority over members of the medical
staff. Particularly, members of the physician WellBeing Committee should not also serve on the hospital Medical Executive Committee or a Judicial
Review Committee, or any other Committee considering disciplinary issues relating to conduct previously dealt with by the Well-Being Committee.
Not only would such dual membership tend to
inhibit a physician seeking the services of the Committee, but also it would place the physician serving
on both committees in a precarious position in the
event of discipline and a subsequent lawsuit. Further,
Joint Commission standards require that the process
be separate from the medical staff disciplinary
function. (Standard MS.11.01.01.)
WHEN IT IS NOT FEASIBLE TO MAINTAIN
THIS SEPARATION, it may be preferable to
establish an agreement with the county medical
society or with a consortium of local hospital medical
staffs to provide the function. See the section below,
"ALTERNATIVES TO FORMATION AND
OPERATION OF COMMITTEE AT EACH
HOSPITAL OR EACH ENTITY."

POLICIES AND PROCEDURES
Purposes of the Committee
The Committee's purpose is two-pronged: The
Committee should focus on the needs of the physician (and other licensed independent practitioners)
in question, while at the same time considering
patient safety. According to the Joint Commission,
"the purpose of the process is to facilitate rehabilitation, rather than discipline, by assisting a practi-

tioner to retain and regain optimal professional
functioning that is consistent with protection of
patients." (Joint Commission Intent of Standard
MS.11.01.01.) While the Committee should have no
authority to take disciplinary action, it should serve
as an advisor to the bodies within the medical staff
that do take disciplinary action. The primary
purpose of the Committee is to be a candid advisor
to both the referral source and to the physician in
question, with the understanding that, in that role, it
should make appropriate recommendations to assure
patient safety and to avoid damage to the health and
career of the physician.

Objectives of the Committee
The Committee's focus is on the needs of the physician and the safety of patients treated by the physician, as well as on the responsibilities of the medical
staff.
Committee members should be mindful of their role
as advocate for the physician and the appropriate
limits on that advocacy which may be imposed by a
need to protect patients from harm.

Action in Matters Affecting Patient Safety
The Committee's first task is to evaluate information
and concerns brought to them and to seek corroboration and sufficient additional information. All contacts by and with the Committee should be
confidential to the fullest extent permitted by law.
In the event information received by the Committee
clearly demonstrates that the health or known
impairment of a medical staff member creates a likelihood of harm to patients or others in the organization, that information shall be conveyed to those
individuals or committees within the medical staff
responsible for assuring that appropriate follow-up
action is taken, including, if necessary, adherence to
state or federally mandated reporting requirements.
However, laws protecting the confidentiality of substance abuse treatment and disabled individuals must
be complied with. See CMA ON-CALL document
#4250, "Confidentiality of Sensitive Medical Information" and CMA ON-CALL document #6001,
"Disabled Physicians and Employees."
Should the Well-Being Committee have questions
regarding the ability of the physician to practice,

appropriate expert opinion should be obtained. See
Guidelines for Physician Health Committees: Evaluations of Health Care Professionals from California
Public Protection and Physician Health (2013). Following the receipt and evaluation of such opinion,
the committee should determine if it would recommend that some limitation of practice is indicated.

Committee Recommendations Made Only
To Referral Source and Subject Physician
Except in an instance where there is a serious risk of
harm to patients (see prior section), the Committee
should report only to the referral source and to the
physician in question. Many times the person or
group which brings its concerns to the Committee
and asks for the advice and services of the Committee
will be a person or group with disciplinary authority,
such as chief of staff, department head, Medical
Executive Committee. In such cases, where the
referral source has disciplinary authority, the same
policy and procedure apply: the Committee should
make recommendations only to the referral source
and to the physician in question.

Treatment and Monitoring
The Committee or committee members should not
provide treatment or supervision of clinical practice
for a physician. The Committee should refer the
physician to appropriate resources for treatment.
The Committee should advise on the appropriateness of aftercare, and on a monitoring plan and its
provisions. The monitoring plan is the basis for a
monitoring agreement between the physician and the
designated medical staff committee.
Alternatively, if a physician enters a physician health
program, or treatment or monitoring program with a
provider of physician health services without
involvement of the Committee, and the institution
receives a notification of entry into the program, this
communication should trigger the development of
an institution-specific monitoring agreement
between the Well-Being Committee or the appropriate medical staff committee or entity and the physician.
In either case, the Committee should be responsible
to see that the physician is monitored for compliance

with the provisions of the monitoring agreement.
The Committee should insure that appropriate monitoring procedures are established and carried out. See
Attachment C for specific guidelines for monitoring,
including using a qualified third party to provide the
monitoring and report to the Committee and
including a discussion of the Committee's response if
the physician does not comply with the monitoring
plan.
A Committee member should be the coordinator of
monitoring. The Committee should review and reevaluate the physician and the monitoring agreement
at regular intervals to be sure that the agreement fits
the current needs and situations.

The Disruptive Physician
Evaluating and making recommendations regarding
physicians who exhibit disruptive behavior patterns is
also an appropriate charge to this Committee. See
CMA ON-CALL document #5101, "Disruptive
Behavior Involving Medical Staff Members."

Committee Reports to Governing
Committee; Identity of Physician
Title 22 requires that hospital-based Well-Being
Committees shall provide a quarterly report to the
Medical Executive Committee. Non-hospital WellBeing Committees should regularly report their
activities to the governing body as well. The identity
of a physician who voluntarily seeks assistance from
the Committee and who continues to cooperate with
the Committee's recommendations and comply with
the elements in a monitoring agreement shall not be
disclosed in the report.
Where the physician has experienced some clinical
performance failure and has been referred to the
Well-Being Committee by the MEC or other governing body for evaluation, the identity of the physician may be disclosed in the report.

ALTERNATIVES TO
FORMATION AND
OPERATION OF COMMITTEE

AT EACH HOSPITAL OR EACH
ENTITY
There are certain circumstances in which it may not
be feasible or practical to create a standing WellBeing Committee. Medical staffs falling under this
category should provide for appropriate alternatives
to a standing committee. Alternatives may include a
working agreement with the local county medical
society and/or specialty societies for the services of
their Well-Being Committees. It may also be possible
for medical societies, or smaller medical staffs or
groups of physicians from several institutions to
create a consortium Well-Being Committee to serve
where creation of a formalized committee in one
organization may not be possible.

REPORTS TO THE MEDICAL
BOARD OF CALIFORNIA,
NATIONAL PRACTITIONER
DATA BANK
The law requires that, under specified circumstances,
reports must be made of physicians to the Medical
Board and/or National Practitioner Data Bank.
When such instances arise, the reporting responsibility should vest in the hospital Medical Executive
Committee or equivalent governing body for the
organization served by the Well-Being Committee.
The Well-Being Committee should serve only as an
advisory and monitoring body, conducting inquiries
and evaluations, and making reports to the governing
committee as necessary. The Committee is charged
to provide support and advocacy for physicians, and
should not assume responsibility to report to government agencies. The fact that reporting is done by
the governing committee rather than the Well-Being
Committee indicates a clear separation of the mission
and activities of Well-Being Committees from those
of the medical staff committees responsible for credentialing, corrective action and other disciplinary
matters. For information on reporting requirements
applicable to investigations of impaired physicians,
see CMA ON-CALL document #2055, "Reporting
Incompetent, Impaired or Unethical Colleagues."
For information on Medical Board Reports, see CMA
ON-CALL document #2051, "MBC & NPDB:
Reporting Disciplinary Actions." For information on
NPDB/HIPDB reports, see CMA ON-CALL document #2052, "Federal NPDB Reporting."

RECORD KEEPING
The records kept should be only those which are
appropriate to the charges given to the Committee by
the medical staff. Detailed records of the deliberations about an individual physician, beyond what is
current or historic information important to the
Committee's charge, would not be appropriate. See
CMA ON-CALL document #5204, "Documentation of Peer Review Activities."

CONFIDENTIALITY OF
RECORDS & RECORD
SHARING
Hospital medical staffs and other peer review bodies
should guard their peer review records carefully. All
records of the physician Well-Being Committee
should be maintained in the strictest confidence,
preferably in locked files to which only certain key
Committee members and staff have access or, if electronically maintained, with passwords that are
available only to certain key Committee members
and staff. Indiscriminate sharing of those records,
particularly if the information were to be leaked
outside the legitimate peer review context, can
severely compromise the confidentiality of the
records. This is because California Evidence Code
§1157, which protects such records from compelled
or involuntary disclosure (e.g., when a malpractice
attorney tries to subpoena them) applies only as long
as the information is utilized for peer review and
quality assurance purposes. However, peer review
bodies need not be unduly hesitant to share information with other peer review bodies when the other
peer review bodies provide reliable assurances that
they will use this information only in furtherance of
legitimate peer review activities and that the records
will remain confidential.
Conversely, there is no general legal duty to share peer
review information between hospital or non-hospital
peer review bodies (such as hospital medical staffs,
ambulatory surgical center staffs, HMOs, medical
societies, medical schools, medical groups, and other
bona fide peer review bodies). There is, however, significant public policy that favors the voluntary
sharing of information between legitimate peer
review bodies in order to assist in maintaining physician competence and protecting the public health.
The issue of whether and to what extent a peer

review body should share information with another
peer review body, therefore, is a matter solely within
the first peer review body's discretion. The decision
of whether and to what extent the physician WellBeing Committee shares information should be
made in accordance with any existing medical staff
bylaws, policies and procedures, and after consideration of all relevant laws regulating disclosure of otherwise confidential information, and protections for
communicating such information.

Factors to Consider When Deciding
Whether to Share Protected Information
A key factor to evaluate in determining if information
should be shared is whether the Committee wishes to
share information in furtherance of its patient protection and physician rehabilitation goals (e.g., with
another Well-Being Committee) or instead contemplates disclosing information only in response to a subpoena or other demand. Another factor of importance
is that, while the Committee's records as a whole will
generally be considered peer review records for purposes of legal protections, some of the records may be
patient treatment records which are subject to special
protections and may not be disclosed or shared voluntarily without meeting certain other requirements. See
CMA ON-CALL document #4250, "Confidentiality
of Sensitive Medical Information," and CMA ONCALL document #6001, "Disabled Physicians and
Employees." It must be emphasized that CMA supports a clear separation of the mission and activities of
physician Well-Being Committees from those of
medical staff committees responsible for credentialing,
corrective action and other disciplinary matters.
Therefore, CMA policy encourages the sharing of
information only with the physician Well-Being Committees of other medical staffs. Nonetheless, it is
advisable to inform physicians that information may
be shared in furtherance of the Committee's goals and
to seek each physician's written acknowledgment of
and authorization for such disclosures. See also section
on Communications in Response to a Subpoena or
Other Demand, below.
Note that approval of the chief of staff should be
secured for the sharing of information but the request
for approval does not need to identify the physician
about whom information is to be shared. Although the
immunity protections discussed below will often apply
even without physician authorization, obtaining a

signed authorization from a physician may avoid subsequent questions or disputes regarding the disclosures.
Moreover, a carefully worded authorization may also
avoid charges regarding disclosures in this and other
contexts that the Committee, either knowingly or
inadvertently, violated the special confidentiality laws
that protect special patient treatment information
which the Committee may have in its possession.

Protections Against Liability In Sharing Peer
Review Information
Under Civil Code §43.8 there can be no monetary liability against any person arising from the communication of information to any medical peer review
committee, so long as the communication is intended to
aid in the evaluation of the qualifications, fitness, character or insurability of a medical practitioner. A communication of information not known to be false is also
protected from liability under federal laws by the
Health Care Quality Improvement Act (42 U.S.C.
§11111(b)). Additionally, California law now expressly
provides for peer review information sharing, and
states that "[t]he responding peer review body acting
on good faith is not subject to civil or criminal liability
for providing information to the requesting peer
review body pursuant to this section." (California
Business & Professions Code §809.08 (c).) Thus,
official communications related to a physician's competence, from (or to) a peer review committee or
anyone on it to (or from) another peer review committee or anyone on it should not give rise to liability.
Sometimes medical staffs and other peer review bodies
do not understand that they have discretion to share
this information. Others are worried that, if they do
share this information, they might be exposing themselves to liability or compromising the confidentiality
of the information shared. In order to encourage the
voluntary sharing of this information, the California
Legislature has provided: 1) numerous statutory
immunities for individuals who communicate peer
review information, and 2) broad confidentiality protections for such information even after it has been
shared with another peer review body. A thorough
understanding of the available protections and some
important practical concerns should go a long way
toward protecting peer review bodies which might otherwise be hesitant to share this information.

Confidentiality Agreement Advised Before
Sharing Information

to the Medical Board only when requested in an
investigative subpoena which is specific as to the
records requested, and that meets all requirements of
applicable federal and state laws. All such subpoenas
should be reviewed by legal counsel to assure that disclosure, if forthcoming, will be limited to only those
items appropriate for discovery. For more information, see CMA ON-CALL document #5213,
"State Agency Requests for Peer Review Information." In any case, patient medical records or
patient medical information generally may not be
released without a signed patient authorization specifically permitting release of such records. Vigilance is of
prime importance in protecting the confidentiality of
medical staff and patient records.

While the communication of information between
physician Well-Being Committees of various medical
staffs will not jeopardize the protection from discovery
afforded by Evidence Code §1157 or confidentiality
protections afforded by other laws, legal protections of
this nature are only effective if they are asserted.
Accordingly, CMA suggests there be a written
agreement on the part of the receiving committee: 1)
that the records will be used strictly for quality
assurance activities, 2) that the records will be maintained exclusively as part of the peer review committee
records, 3) that the peer review committee will assert
the protections available under Evidence Code §1157
and other confidentiality laws to the fullest extent permitted by law in the event that any outside party
attempts to obtain discovery or disclosure of these documents. For more information on sharing peer review,
including] a sample confidentiality agreement, see
CMA ON-CALL document #5202, "Credentialing:
Liability Releases, Indemnification."

ADDITIONAL RESOURCES
Information from a number of organizations may be
of assistance to Well-Being Committees. These
include:

Federation of State Physician Health
Programs (FSPHP)

Consult With Legal Counsel; Develop
Protocols

Federation of State Physician Health Programs
(FSPHP)
c/o American Medical Association
515 North State Street - Room 8584
Chicago, IL 60654
Tel: (518) 439-0626
Fax: (518) 439-0769
Website: www.fsphp.org/

Because of the complexity of these laws, each Committee, with consultation from legal counsel, should
develop a protocol and procedure governing the
release of Committee information, to be approved by
the medical staff.

COMMUNICATIONS IN
RESPONSE TO A SUBPOENA
OR OTHER DEMAND

The Federation of State Physician Health Programs,
Inc. (FSPHP) publishes guidelines for physician
health programs which can be informative even
though they are targeted to the statewide physician
health programs that exist in many states and not to
well-being committees. FSPHP is a nonprofit corporation whose purpose is to provide a forum for education and exchange of information among state
physician health programs, to develop common
objectives and goals, to develop standards, to
enhance awareness of issues related to physician
health and impairment, to provide advocacy for physicians and their health issues at local, state, and
national levels, and to assist state programs in their
quest to protect the public.

Voluntary disclosure of information by the Committee in furtherance of the goals of protecting
patients and rehabilitating physicians as discussed
above must be distinguished from disclosure in
response to a subpoena or other demand, which is
generally discouraged by the laws. Generally, Evidence Code §1157 protects peer review records from
compelled or involuntary disclosure except under
certain narrowly defined circumstances. In 1996, the
California Supreme Court created a new exception,
namely that the Medical Board may obtain documents and information otherwise protected by Evidence Code §1157 upon issuance of an investigative
subpoena. Records of this nature should be produced
9

Federation of State Medical Boards

CPPPH offers regularly scheduled workshops
designed for committees on physician health or wellbeing committees every four months in four regions
of California: San Francisco Bay Area, Sierra Sacramento Valley, Los Angeles, San Diego (http://
cppph.org/regional-networks/).

Federation of State Medical Boards of the
United States, Inc.
400 Fuller Wiser Rd., Suite 300
Euless, TX 76039-3855
(817) 868-4000

American Society of Addiction Medicine

The Federation of State Medical Boards published its
"Policy on Physician Impairment" in 2011
(www.fsmb.org/pdf/grpol_policy-on-physicianimpairment.pdf).

4601 North Park Avenue, Suite 101
Chevy Chase, MD 20815
Tel: (301) 656-3920
Fax: (301) 656-3815
Publications Center: (800) 844-8948
Website: www.asam.org
email@asam.org

CMA Physicians' and Dentists' Confidential
Line
Tel: (650) 756-7787 (Northern California) or
(213) 383-2691 (Southern California)

ASAM is a national medical society that works to
educate physicians and the public about addiction
medicine, improve the quality of addictions
treatment and promote research and prevention.
ASAM sponsors several CME programs each year,
and publishes a journal, a newsletter and a textbook,
among other publications. Call the toll-free publications number to order materials or get information
on a specific course.

The Physicians' & Dentists' Confidential Assistance
Line is a name given to a phone line service for physicians, dentists and their family members who request
help with problems of alcoholism, drug dependence
or mental illness.
When you call the Confidential Assistance Line, you
reach an answering service that relays the message
(name and phone number) to the on-call physician,
who then returns the call. Physicians and dentists
staffing the line are selected because of their experience with alcoholism, drug dependence and mental
health and their ability to work with doctors as
patients. They speak with the caller and gather
enough information to make the best referral to an
appropriate consultant. They may also, if appropriate, refer calls from spouses to trained counselors
who are also members of the CMA Alliance.

ASAM Public Policy Statement on Healthcare and
Other Licensed Professionals with Addictive Illness
(2011) is a 10-part document covering topics from
"Illness versus Impairment" to "Medical Licensure
Boards, Specialty Board Certification and Professional Society Membership," (www.csam-asam.org/
sites/default/files/pdf/misc/ASAM_Policy_Statement_1.pdf).

American Board of Addiction Medicine

California Public Protection and Physician
Health

ABAM offers certification and maintenance of certification for specialists in Addiction Medicine.
www.ABAM.net.

Making Informed Choices: Guidelines for Selecting Physician Health Services CPPPH 2012

California Society of Addiction Medicine

Guidelines for Physician Health Committees: Evaluations of Health Care Professionals CPPPH 2013

575 Market Street, Suite 2125
San Francisco, CA 94105
Tel: (415) 764-4855
Fax: (415) 764-4915
Website: www.csam-asam.org
E-mail: csam@csam-asam.org

The website www.CPPPH.org includes guidelines,
examples of documents such as monitoring agreements, and relevant articles.
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CSAM is the state specialty society in the field of
addiction medicine and a chapter of the American
Society of Addiction Medicine. The CSAM website
includes a section with selected and annotated
articles on physician health and well-being committees. CSAM can provide speakers to medical
entities to educate members on Well-Being committee functions. However, groups must provide a
site and reimburse for travel expenses. CSAM also
sponsors and conducts conferences in California on
addiction medicine and on physician Well-Being
committee functions.

nesses. Their publications and videos are directed to
both patients and clinicians by age, gender, and ethnicity. The materials offered address all aspects of
treatment for chemical dependency: identification,
intervention, recovery, relapse, family relationships
and spirituality.

Hazelden Publishing and Educational
Services

For information on other legal issues, use CMA's
online health law library, CMA ON-CALL, or refer
to the California Physician's Legal Handbook
(CPLH). CPLH is a comprehensive health law and
medical practice resource containing legal information, including current laws, regulations and court
decisions that affect the practice of medicine in California. Written and updated by CMA's Center for
Legal Affairs, CPLH is available in an eight-volume,
softbound print format or through an online subscription to www.cplh.org. To order your copy, call
(800) 882-1262 or visit CMA's website at
www.cmanet.org.

We hope this information is helpful to you. CMA is
unable to provide specific legal advice to each of its
more than 40,000 members. For a legal opinion concerning a specific situation, consult your personal
attorney.

(Learning Resources on Alcohol and Drugs)
15251 Pleasant Valley Road
P.O. Box 176
Center City, MN 55012
Tel: (800) 328-9000
Fax: (651) 213-4590
Website: www.hazelden.org
Hazelden offers a wide variety of educational materials on alcoholism, drug addiction, and mental ill-
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ATTACHMENT A - CMA
MODEL MEDICAL STAFF
BYLAWS

review, tissue review, utilization review, infection
control, pharmacy and therapeutics and medical staff
assistance regarding chemical dependency and
mental illness.

ARTICLE XI - COMMITTEES
11.1

11.2

PROVISIONS

11.2-1

TERMS OF COMMITTEE MEMBERS

DESIGNATION

Medical staff committees shall include but not be
limited to, the medical staff meeting as a committee
of the whole, meetings of departments and divisions,
meetings of committees established under this
Article, and meetings of special or ad hoc committees
created by the medical executive committee (pursuant to this Article) or by departments (pursuant to
Sections 9.4(i) and (l)). The committees described in
this Article shall be the standing committees of the
medical staff. Special or ad hoc committees may be
created by the medical executive committee to
perform specified tasks. Unless otherwise specified,
the chair and members of all committees shall be
appointed by and may be removed by the chief of
staff, subject to consultation with and approval by
the medical executive committee. Medical staff committees shall be responsible to the medical executive
committee. Under hospital regulations, while a
medical staff must perform certain functions, the
medical staff retains discretion as to whether such
functions will be performed by separate committees
or whether an individual committee will perform
some or all of the functions. So long as each of the
mandated functions is performed, the requirements
will be satisfied. See 22 C.C.R. §70703, requiring
executive review of credentialing, medical records

Unless otherwise specified, committee members shall
be appointed for a term of [ ], and shall serve until
the end of this period or until the member's successor
is appointed, unless the member shall sooner resign
or be removed from the committee.
11.2-2

REMOVAL

If a member of a committee ceases to be a member in
good standing of the medical staff, or loses
employment or a contract relationship with the hospital, suffers a loss or significant limitation of practice
privileges, or if any other good cause exists, that
member may be removed by the medical executive
committee.
11.2-3

VACANCIES

Unless otherwise specifically provided, vacancies on
any committee shall be filled in the same manner in
which an original appointment to such committee is
made; provided however, that if an individual who
obtains membership by virtue of these bylaws is
removed for cause, a successor may be selected by the
medical executive committee.
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ATTACHMENT B - MAKING A
WELL-BEING COMMITTEE
EFFECTIVE

the likelihood that early and timely intervention will
be sought.

The Committee is only as valuable as it is effective.
The following discusses steps Well-Being Committees should take to increase the likelihood they
fulfill their promise.

EDUCATING COMMITTEE
MEMBERS
The Committee is charged to educate its members
and the members of the organization about physician
health, well-being and impairment; about appropriate responses to different levels and kinds of distress and impairment; about treatment, monitoring,
and recovery; about the responsibilities of the
medical staff in response to concerns about a physician's health; about the importance of early intervention; and about appropriate resources for
prevention, treatment, rehabilitation, monitoring
and recovery. (See Guidelines, Section IV, "Charges"
of the Committee.)

ACTIVITIES
The charge to the Committee should emphasize the
education of medical staff members of the medical
staff. The measures of Committee effectiveness
should relate to elements including (but not limited
to) the frequency and regularity of activities such as
grand rounds presentations and Department
meetings, information articles placed in hospital
publications, etc.

Every regular meeting of the Committee should have
an educational component. It should vary from
meeting to meeting, with different activities being
chosen because of an identified "need."

EDUCATING THE MEDICAL
STAFF
If the leadership and the members of the medical
staff or in the medical group are unaware of the
Committee's existence, or how to access it, it won't
be used. The Committee should be assertive and creative in efforts to make the committee known
throughout the whole community of the hospital, to
all staff and to family of medical staff members.
There are several ways in which committees can
increase their visibility.

The following methods have proven helpful in educating Committee members and are recommended:
• A brief presentation by a Committee member
on a topic selected by the member or by the
Committee;
• A brief presentation by an invited speaker;
• Concurrent or retrospective review of a specific
case that has been prepared for presentation and
discussion. All the information needed to have a
meaningful discussion should be gathered and
presented to the Committee.

• Ask to be included in medical staff programs
and plans, such as retreats for the medical staff.
• If there is a medical staff auxiliary, ask to be
included in its publications and/or in one of its
programs.

• Retrospective case review, as described above,
with a consultant invited to discuss it with the
Committee; and

• Apply to do medical grand rounds on the subjects related to physician health and impairment
on a regular schedule

• Review/discussion of an article or book that has
been distributed to each member of the Committee in advance.

• Take the initiative in informing and educating
the nursing and other allied health staff.

The Committee's educational activities should follow
these principles or guidelines:

• Submit brief articles and notices to hospital
publications.

• Needs assessment should be an assigned responsibility within the Committee. Needs assessment should be an on-going function to

To the extent the committee makes presentations on
physician health and impairment, it has the dual
benefit of increasing the sensitivity to these issues and
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identify the areas of information which the
Committee "needs to know."

sought. There are three areas of particular importance to developing and maintaining that trust:

• Preparing for and carrying out the educational
activity at each regular meeting should be an
assigned responsibility within the Committee.

• For the Committee to be effective, it must be
the advocate, not the judge.
• The Committee has to be a confidential one.

• Every case or situation in which the outcome
was not what the Committee would have liked
should be prepared for presentation and retrospective case review and discussion.

• Committee members should have appropriate
expertise and experience in interacting with and
treating physicians as patients.
• Involvement of qualified physicians recovering
from alcoholism and other chemical dependence is desirable and deserves special consideration.

In addition to these activities, Committee members
should be encouraged to attend conferences or workshops on the subjects related to physician health/
impairment and to the responsibilities of physician
organizations. It is recommended that more than one
Committee member attend each conference.

Finally, consideration should be given to establishing
ways to encourage access to the Committee from all
members of the relevant medical community and to
facilitate the flow of communication to the Committee from those who might be reluctant to
approach a Committee member with sensitive information. Early intervention can save physicians'
careers and patients' lives. An effective committee
will do what it can to increase the likelihood that
such interventions occur where necessary.

ENGENDERING TRUST
Another crucial attribute of an effective Well-Being
Committee is trustworthiness. If physicians don't
believe the Committee will deal with them or their
colleagues appropriately, its counsel will not be
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ATTACHMENT C MONITORING

tinues to meet its standards for the exercise of privileges. However, the medical staff can engage the
services of qualified providers of monitoring services
to carry out the necessary elements and report to the
Committee. The Committee receives and evaluates
reports from those service providers and provides the
necessary oversight. Sufficient time and resources
should be allocated for carrying out that oversight
role effectively.

Introduction
A medical staff must be satisfied that the physician's
current physical and mental health meet the medical
staff's standards for appointment, re-appointment or
resumption of patient care. When a physician's
illness or behavior has raised a concern about his/her
ability to practice safely, the medical staff is expected
to respond with actions designed to carry out its
responsibility for patient safety. The Well-Being
Committee (or the "Committee") can provide the
medical staff's most effective first response.

Care should be taken in the selection of the qualified
provider of the monitoring services [see Guidelines
for Selecting Physician Health Services, adopted by
CPPPH on 5-31-12, http://cppphdotorg.files.wordpress.com/2013/10/guideline-for-selecting-oct2013.pdf] and the provider should be required to
provide certain elements to the medical staff physician health committee. [See the section "CONTRACTING WITH A SERVICE TO CONDUCT
THE MONITORING."]

The Committee, acting for the medical staff, can
assess the situation and identify the most appropriate
response and the requirements to be made of the
physician.
Examples are participation in initial and ongoing
treatment, maintenance of abstinence from alcohol
and any drugs or non-prescribed medications, maintenance of appropriate behaviors in interacting with
patients and with the treatment team and hospital
personnel. The physician is required to comply, and
the medical staff monitors the physician for compliance with those requirements for a specific length
of time.

The Committee should choose providers that meet
criteria and meet the Committee's needs as well as
the physician's needs: those who have demonstrated
ability to provide services appropriate to the clinical
situation, who have demonstrated ability to treat
physicians as patients and to provide the Committee
with substantive and timely reports.

PURPOSE OF MONITORING

In the context of the role and function of the physician health committee, monitoring means the
process of gathering, compiling and evaluating different kinds of information over time to document
whether the physician is complying with the elements of an agreement. Monitoring assists the physician to comply with the requirements. Monitoring
can provide indications that will assist with early
detection of relapse, reemergence of signs and
symptoms, or resumption of unacceptable behavior.
Monitoring records document the actions of the
medical staff to carry out its responsibilities.

The purpose is most commonly but not always
related to documenting compliance with elements of
ongoing treatment and recovery from substance use
disorders. Monitoring is also required when the
issues are related to compliance with agreements for
changes related to disruptive behavior, anger management, treatment related to psychiatric diagnoses,
changes in privileging, or other situations.

MONITORING RELATED TO
SUBSTANCE USE DISORDERS
OR OTHER ADDICTION

Effective monitoring is time-consuming; it is a
lengthy and complex process involving paperwork,
record keeping, receiving and evaluating reports, and
meetings with the physician being monitored.

The purpose of monitoring described here is to
assure the medical staff committee that the physician
is in recovery, continues in recovery and is participating in an appropriate recovery program. Monitoring is designed to document the status of the
physician's recovery. Monitoring is a service to the

The medical staff's own activities and information
should document that the physician meets and con-
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physician as well as to the medical staff. Monitoring
serves to document status in recovery (to facilitate
advocacy), increase accountability (to decrease likelihood of relapse), and increase the likelihood of early
detection of problems (to increase safety and decrease
consequences if there is a recurrence.) [Skipper 6-1812] For the physician, a comprehensive monitoring
program establishes a history of performance, with
documentation, which can be invaluable in vouching
for a physician's current status in recovery. For the
medical staff, a record is established over time,
showing that the medical staff is acting in a knowledgeable, timely, thorough and responsible way to
assure that the physician continues to deliver safe
care.



provide regular reports, on the frequency
schedule set by the Committee, specific
enough to serve as the basis of the Committee's decisions



make sure the physician meets and continues
to meet the Committee's established criteria
for documenting recovery, which are situation- and site-specific.

• Have in place a long-term agreement among the
three parties: the Committee, the physician and
the provider of monitoring services.
• Assure that there is an evaluation of the physician specific enough to serve as the basis of the
monitoring program.
• Secure all necessary authorizations for releases of
information. See "Authorization for Use or Disclosure of Health Information"

MONITORING RELATED TO
CONDITIONS OTHER THAN
A SUBSTANCE USE DISORDER

• Review the proposed monitoring plan that
defines what elements are required of the physician to be sure that the requirements are appropriately tailored to the physician's clinical
situation, practice setting and privileges.

When monitoring for a situation or condition other
than a substance use disorder is required, all principles of monitoring described here should be
adapted and applied. For example, the committee
should satisfy itself that the physician receives appropriate treatment or other intervention such as psychiatric care, educational experiences, anger
management counseling, and such. Initial interventions should be sufficient to assure that the problem
is being addressed effectively and should be followed
by ongoing care and monitoring as indicated by the
situation. All elements should be specified in an
agreement with the physician and monitoring for
compliance with the agreement should follow the
principles described.

• Have in place a worksite monitor so that there is
a point of contact between and among the medical staff and the physician and the contractor
• Receive, review and evaluate, and keep the
reports
• Address any situation in which any monitor or
the contractor does not meet the Committee's
needs for reliable, substantive and timely
reporting. (Ask the monitor or the contractor to
meet requirements or change monitors or contractors if necessary.)
• Periodically review the monitoring agreement
with the physician to determine if any changes
are indicated as the physician's clinical situation
changes. (Requirements may be reduced or
increased.)

CONTRACTING WITH A
THIRD PARTY TO CARRY
OUT THE MONITORING
When ongoing monitoring is performed by a third
party, the Committee's responsibilities include these
elements. The Committee should:

• Involve the Committee so that more than one
person (e.g., someone in addition to the Chair)
knows the details of the situation.

• Have in place an agreement between the Committee, on behalf of the medical staff, and the
provider of the monitoring service, or "contractor." The agreement should require the contractor to:

On behalf of the medical staff, the MEC should:
• Expect regular reports from the Committee.
Note that reports from the committee to the
MEC do not identify physicians, but they do

16

Treatment

inform the MEC that the Committee is
working with x number of members of the medical staff and carrying out the responsibilities of
the Committee.

The committee should satisfy itself that the physician
receives appropriate treatment sufficient to assure
that the problem is being addressed effectively. An
initial course of treatment appropriate to the situation should be instituted and completed.

• Take action when the Committee reports information that requires action.

The Committee should choose qualified treatment
programs based on appropriate criteria. [See Guidelines for Selecting Physician Health Services, California
Public Protection and Physician Health 2012, http://
cppphdotorg.files.wordpress.com/2011/02/guidelines-for-selecting-physician-health-services2013.pdf. See also Physician Health Program Guidelines, Federation of State Physician Health Programs
2005,
www.fsphp.org/2005FSPHP_Guidelines.pdf.]

MONITORING PLAN AND
MONITORING AGREEMENT
RELATED TO SUBSTANCE
USE DISORDERS OR OTHER
ADDICTION
A monitoring plan should be drawn up and it should
serve as the basis of a monitoring agreement between
the designated medical staff committee and the physician. A detailed written agreement should be prepared and signed. It should be an agreement between
the physician and the appropriate representative of
the medical staff. Circumstances should determine
whether the appropriate representative is the Wellbeing Committee, other committee or an officer.
Examples include a Department Head, the Chief of
Services, Chief of Staff, Medical Executive Committee. In any case, it should be the Well-Being
Committee (because of its charge and its role within
the medical staff ) that coordinates the monitoring
activities, insures that they are implemented, gathers
information and assesses compliance with the different elements of the agreement.

Regular reports from the treatment provider,
including projected length of stay, fitness-for-duty
assessment, and continuing participation in
treatment, should be provided from the treatment
program to the committee.
If there has been a course of initial treatment, the
treatment provider or treatment facility should be
expected to make recommendations for aftercare and
for monitoring. The monitoring plan should incorporate the elements of an aftercare plan and recovery
plan that have been recommended by those responsible for the initial treatment.

A monitoring plan usually includes these elements:

Release of Information. The medical staff should
require that the physician authorize the treatment
provider to communicate information to the Committee. Information should come from those responsible for initial treatment as well as aftercare and/or
ongoing care.

• Evaluation as requested
• Completion of initial treatment
• On-going treatment/counseling
• Facilitated monitoring groups

Recovery Plan. When the problem is alcoholism,
substance use disorder or addiction, the physician
should have a specific, ongoing recovery or continuing care plan sufficient for the situation and to
the physician's status in recovery. The monitoring
plan should be designed to accumulate the information that will, over time, provide adequate documentation of the physician's compliance with the
recovery and monitoring plan.

• Drug testing
• Regular face-to-face contact with a knowledgeable and approved observer
• Reports made to the coordinator of monitoring
• Regular conferences
The following elements should be addressed as the
monitoring plan is designed.
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The Committee should satisfy itself that the physician's current physical and mental health care sufficient to allow him/her to practice safely.

purpose of carrying out this activity so that the peer
review protections will be applicable.
Regular Contact with a Knowledgeable Observer.
There should be regular, face-to-face contact between
the physician and a monitor or monitors knowledgeable about the condition being monitored. The
time and place of the contact should vary. The frequency and length of contact should be determined
for each case. For some, daily or even more than
once-a-day contact may be indicated, especially in
the first days/weeks of the monitoring process.
Usually, three times a week would be considered a
minimum for the initial period. The frequency will
vary with the particular physician's status in recovery.
The length of contact must be sufficient to make an
observation of the physician's behavior. The record
should include periodic notes based on this observation.

Groups. When the problem is a substance use disorder, regular participation in a self-help group of
persons recovering from substance use disorder
(where appropriate, a facilitated group of recovering
physicians or health professionals) is usually recommended.
Workplace Monitor. The plan should include a
requirement for observation and regular reporting by
someone who is present to witness the physician's
behavior in the practice setting and who agrees to
interact with the physician as a monitor and provide
information about his/her behavior to the coordinator of monitoring. The Committee should
describe the expected obligations and limitations of
the role of the worksite monitor and establish criteria
for selecting worksite monitors. The Committee
should identify any specific qualifications needed for
a worksite monitor in each case/situation.

The monitors should be able to create a relationship
of mutual trust, support, helpfulness and respect.
Monitors, however, should maintain objectivity and
diligence throughout the monitoring process.

Information to Be Gathered and Reviewed. Information about the health status of the physician in
recovery and about his/her behavior should be
gathered and reviewed regularly and consistently for
a specified period of time.

Coordinator of Monitoring. All who serve as
sources of information, including a qualified third
party that is conducting monitoring, should report to
one coordinator of monitoring for the case, and that
person should be a member of the Well-Being Committee. The function of the coordinator is to
assemble all the information and to review, interpret,
evaluate and respond to the comprehensive picture.

Information should come from several sources appropriate to the physician's situation. Examples are:
• from the hospital or other physician work place

Drug/Alcohol Testing. Drug/alcohol testing alone
does not comprise a sufficient monitoring plan; it is
one element of a monitoring plan. The tests should
be conducted on a random schedule and should
follow guidelines and standards for such testing.

• from a workplace monitor
• from the results of testing for drug/alcohol use
• from an aftercare coordinator
• from treating physicians and/or other treatment
providers

The monitoring agreement should specify what role
testing will have in the overall monitoring plan. The
agreement should describe how positive results and
missed tests will be interpreted and what will be the
response of the medical staff committee to positive
results. The monitoring agreement should specify the
costs of testing and who pays the costs. The results
should be sent to the coordinator of monitoring.

• from family members

FROM COLLEAGUES
The Committee should designate those who are in a
position to gather and submit to the coordinator of
monitoring the different kinds of information appropriate to the case. These monitors should be
appointed as members of the Committee for the

The test(s) performed must be able to detect the
drug(s) that the physician might use.
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should take into consideration the fact that a lapse or
relapse or resumption of use of alcohol or drugs is not
uncommon for those recovering from a substance use
disorder.

Regular Conferences. There should be regular faceto-face conferences, with the frequency of conferences specified in the monitoring plan, and a mechanism for adjusting the frequency according to need.
The conference should include the monitors, the
physician monitored, the coordinator of monitoring
and the medical staff committee responsible for the
monitoring. These conferences are important to be
sure everyone has the same information. These conferences may include the re-evaluation of the
recovery plan and the monitoring plan.

Some distinguish a lapse from a relapse because a
lapse is defined as a short period of time, or a single
use, with immediate return to abstinence. A lapse
may or may not, but frequently does, include selfreporting. Statistics show that lapses or relapses occur
in a significant percent of cases (approximately 1020%), usually within the first year of sobriety. The
response should be the same as the handling of the
initial complaint; that is, the lapse/relapse should be
assessed by a knowledgeable, experienced evaluator
and the response should be tailored to the situation.
A lapse or relapse alone should not be considered
cause for termination of privileges or loss of
employment or position. The customary response is
to consider the need for additional treatment for the
primary and/or co-occurring disorder, and intensify
the treatment plan and intensify the monitoring for a
period of time appropriate to the case. It may or may
not be appropriate to require that the physician take
a leave from patient care for a period of time. Consideration should be given to the physician's health
and to patient safety in reaching a decision about
whether a leave is appropriate.

Re-Evaluation of the Recovery Plan and the Monitoring Plan. The monitoring plan should be re-evaluated regularly, e.g., every six months, by the WellBeing Committee or its designee. This permits modifications of the plan as needed to keep it tailored to
current circumstances while the monitoring period
progresses.
It may be appropriate to have this evaluation made by
an acknowledged expert outside of the medical staff
who will provide a written report. The monitoring
agreement should specify the costs of such evaluation
and who pays the costs.
Record Keeping. For each case where there is monitoring, there must be a record. The record should
include a copy of the signed monitoring agreement
and copies of all signed forms authorizing disclosure of
information to the committee. The medical staff committee or its designate must have adequate information
to assess the physician's status in recovery and compliance with the elements in the agreement. This information must be accumulated in the record and must
be kept in strict confidence, preferably in a locked file
or other secure storage that may be accessed only by
Well-Being Committee members. This information
should be retained indefinitely, preferably as long as
the physician practices in the hospital or other institution plus five (5) years. Disclosure of this information outside of the Well-Being Committee should
be made only to a qualified third party with whom the
Committee has an agreement, or another medical staff
committee in order to assist that committee with its
physician evaluation activities, and at the written
request of the individual involved or with the advice of
legal counsel.

Medical Staff Privileges. The medical staff's own
activities and information, including information
from outside specialists and qualified third-party
monitoring programs, should document that the
physician meets and continues to meet the standards
of that medical staff for the exercise of privileges.
For more information on the physician health programs, see CMA ON-CALL document #0701, "Physician Health Programs (Plus CMA Policy on
Impairment Among Physicians)."

PROCTORING
The medical staff must also satisfy itself that the physician's clinical skills are intact. To that end, the
monitoring plan should contain provisions for proctoring appropriate to each case, especially if erosion
of clinical skills is a concern. In some situations,
proctoring may not be indicated. There should be
concurrent peer review and regular record review for
all monitored physicians, for a period of time to be

Responses to Lapse or Relapse when the Diagnosis
Is Substance Use Disorder. The monitoring plan
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PROTECTION OF THE
PHYSICIAN'S IDENTITY

determined in each case. For those with surgical privileges, or those who perform other procedures in a
hospital, there should be a proctor for a period of
time to be determined in each case.

It is possible to carry out every element of monitoring described here and still protect the identity of
the physician. The physician's identity and information about the situation needs to be known only
to the signers of the monitoring agreement, the monitors and the medical staff committee responsible for
the monitoring. Disclosure of this information may
be required if it becomes relevant in a staff privileges
dispute.

WHEN THE PHYSICIAN HAS
PRIVILEGES AT MORE THAN
ONE HOSPITAL
The monitoring agreement should provide for notifying the appropriate medical staff committee(s) of
the other hospital(s) (and medical groups where conditions make it appropriate) where the physician has
privileges or is applying for privileges. In an optimal
situation, monitoring activities will be integrated in a
way that meets the responsibilities of each medical
staff without unnecessary duplication. At a
minimum, each medical staff should have a monitoring agreement (or each medical staff/medical
group should be a party to one monitoring
agreement) and there should be regular contact with
a knowledgeable observer at each hospital or patient
care setting whose reports are submitted to one coordinator of monitoring.

DISCLOSURE FORMS
There are broad protections under both California
and federal law for the confidentiality of medical
information. As a general rule, medical information
may not be disclosed absent the patient's consent documented in writing by a special authorization form
signed by the patient or the patient's legal representative. Generally speaking, the only exceptions to this
rule involve disclosures pursuant to subpoena, search
warrant, court order, certain mandatory reporting
obligations, and certain circumstances where the law
expressly allows for disclosure within the physician's
discretion. A sample authorization form meeting the
requirements of California's Confidentiality of
Medical Information Act and the HIPAA Privacy
Rule follows this summary.
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SAMPLE LETTERS AND FORMS: INSTRUCTIONS
The information provided in the following sample form does not constitute, and is not a substitute for legal or
other professional advice. Users should consult their own legal or other professional advisors as necessary for
individualized guidance with respect to each particular situation.
1. Authorization for Use or Disclosure of Health Information – Form 16-1 California Hospital Association
2. Authorization for Use or Disclosure of Health Information - Sample Form
To use this document, replace all text that appears in brackets ("["and"]") with correct information and make
sure all blank spaces are filled correctly.
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Authorization for Use or Disclosure of Health Information – Form 16-1 California Hospital Association
From "California Health Information Privacy Manual" June 2009 4th Edition
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Authorization For Use Or Disclosure of PHI - Sample Form

Authorization For Use or Disclosure of Protected Health Information
[Physician Letterhead]
[Name, Title and Telephone Number of Privacy Officer]
As required by the Health Information Portability and Accountability Act of
1996 (HIPAA) and California law, this practice may not use or disclose your
individually identifiable health information except as provided in our Notice of
Privacy Practices without your authorization. Your completion of this form
means that you are giving permission for the uses and disclosure described below.
Please review and complete this form carefully. It may be invalid if not fully
completed. You may wish to ask the person or entity you want to receive your
information to complete the sections detailing the information to be released and
the purposes for the disclosure.
I hereby authorize this medical practice to use and disclose health information
concerning ________________________________________________________
_________________________________________________________________
(patient name and address) as follows:
Health information to be used or disclosed (check only one box): *
[ ] Any and all health information other than psychotherapy notes may be released,
including, but not limited to, mental health records protected by the LantermanPetris-Short Act, drug and/or alcohol abuse records and/or HIV test results, if any,
except as specifically provided below:
_________________________________________________________________
_________________________________________________________________
[ ] All psychotherapy notes may be released, except as specifically provided
below:____________________________________________________________
_________________________________________________________________
This health information may be disclosed to:
_________________________________________________________________
_________________________________________________________________
(Name and address of person to use or receive the health information)
The information may be used only for the following purposes (if you do not
want to explain the purpose, write "At the request of the individual":
_________________________________________________________________
_________________________________________________________________
© 2002-2015 by PrivaPlan Associates, Inc and the California Medical Association
As a public service of the California Medical Association, reproduction of this document by individuals for personal use and not for commercial
purposes is authorized as long as each copy clearly includes this copyright notice.
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I understand that I may revoke this authorization at any time notifying this medical
practice in writing. My revocation will not affect actions taken by this medical
practice prior to its receipt.
I understand that although federal law does not protect health information which is
disclosed to someone other than another health care provider, health plan or health
care clearinghouse, under California law all recipients of health care information are
prohibited from re-disclosing it except as specifically required or permitted by law.
Effect of Refusal to Sign Authorization [Note: Physician Practice must include
one of the following, as appropriate:]
[I understand that my health care treatment or benefits will not be affected whether I
sign or do not sign this form.] or
[I understand that if I do not sign this form:]
[I cannot participate in this research-related treatment.]
[A health plan may not enroll me or make me eligible for benefits.]
[My physician will not perform the expert, employment, life insurance or other
physical or medical evaluation which would otherwise be performed solely for the
purpose of disclosure to a third party.]
This authorization is effective now and will remain in effect
____________________________________(Expiration event or date).
I understand that I have the right to receive a copy of this authorization.

until

Signed:___________________________ Dated: _______________________
Print Name: _____________________________________________________
If not signed by the patient, please indicate relationship:
[ ] parent or guardian of minor patient (to the extent minor could not have
consented to the care)
[ ] guardian or conservator of an incompetent patient
[ ] beneficiary or personal representative of deceased patient **
[ ] spouse or person financially responsible (where information solely for
purpose of processing application for dependent health care coverage)
[*Signed: ____________________________
Treating Physician
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Dated: ___________________]

* For the release of records 1) protected by the Lanterman-Petris-Short Act (LPS) or 2) containing HIV test results, a
separate authorization is required for each separate disclosure. Further, the LPS Act often requires that both the
patient's treating physician and the patient sign the authorization form before information may be released. Under
HIPAA, an authorization for release of psychotherapy notes may not be combined with an authorization involving
any other type of health information (except other psychotherapy notes).
** It is unclear whether the beneficiary or personal representative of a deceased patient can obtain and disclose certain
records containing HIV test results.
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INTRODUCTION
	
Hospital
medical staffs, medical groups and others with responsibility for physician health and patient
safety frequently must locate appropriate resources for the functions required as part of their professional
assistance activities.
	
The
information in this document is intended to help those who need the services to make informed
choices among possible providers of services. It does not give a list of service providers from which
committee members can choose.
These guidelines are addressed to
▲ hospital medical staffs
▲ hospital administrations
▲ those who have professional personnel management responsibilities in group practices
▲ providers, including large medical groups and other HMO plans
▲ university health care plans
▲ specialty societies
▲ county medical societies
▲ peer assistance committees
▲ healthcare insurance providers who pay benefits for physician treatment
▲ malpractice insurers
▲ and others
	
The
document is not designed for individuals (physicians or family members) who may be seeking
personal assistance. Although the information may provide helpful background, it cannot point to specific
providers of service that they may need. In most cases, members of committees charged to carry out the
elements of professional assistance programs will be able to suggest appropriate services in specific situations.
(Refer to the policies governing the actions of your committee.) The California Medical Association
Physicians and Dentists Confidential Line – (650) 756-7787 (northern California) or (213) 383-2691
(southern California) – is such a committee.

HOW PHYSICIAN HEALTH COMMITTEES WORK
	
General
information and specific recommendations regarding the role and function of medical staffs and
physician health committees are contained in the California Medical Association document Guidelines for
Physician Well-Being Committee Policies and Procedures (CMA On-Call document #5177 ) dated 2013. Copies
of that document are available to all without charge from the resources section of www.CPPPH.org.
	
Committees
are responsible for a range of services from evaluation, case management, monitoring, assuring
fitness for continuing or resuming patient care. Many committees will be seeking providers of the services
that they themselves cannot provide. The committee and the medical staff or medical group will be
responsible for the due diligence routinely employed in making such a selection.
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WHAT PHYSICIAN HEALTH COMMITTEES SHOULD LOOK FOR
IN PROVIDERS OF SERVICES
	This section discusses what information to gather, questions to ask and criteria to consider as you evaluate
information from potential providers of the services needed to carry out the role and responsibilities of hospital
medical staffs, physician health committees and professional health programs. It discusses criteria that should
apply to the providers of any of the services as well as criteria specific to these different services:
▲ intervention
▲ clinical evaluation or assessment
▲ initial treatment
▲ on-going treatment
▲ facilitated groups
▲ case management services
▲ monitoring
▲ drug testing

In general, for any provider of any element of service:
▲ What is the experience of the provider you are considering?
o Look for a history of providing their services for health care personnel, specifically for physicians.
o Request references from groups that have the same function as yours and with needs similar to

your needs, e.g., references from other hospital medical staffs. In the references, look for, or ask for,
information about the elements mentioned in this document.
▲ What are the qualifications and the experience of the personnel who come into contact with the physicians?
o Ideally, the personnel who render professional services to the physicians should be licensed or certified

in their professional category(ies).
▲ What are their fees?
o For what services do they charge fees and what are the fees? The Committee should know what fees

are charged for each element that is required of a physician so that cost and payment can be factored
into the treatment/monitoring plan. (The Committee should know if cost/payment would prevent
the physician from complying.)
o Ideally, there should be allowances for providing services to some who cannot pay the usual fees –
allowances such as, for example, a sliding scale of fees and extended payment plans.
▲ Do they share the necessary information (with appropriate releases of information from the patient) with

the committee in enough detail to support the necessary case management and monitoring?
o Look for, ask about, this issue in the references you receive from other physician health committees.

California Public Protection & Physician Health, Inc. •
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For specific elements in the range of services:
▲ Intervention if the Committee members do not make the intervention themselves
o Request CVs and references for the persons who conduct the intervention; the references should come

from hospital medical staffs or other groups associated with professional health programs.
o Look for experience with physicians and professional assistance programs.
o The intervention approaches they select should be tailored to the situation; avoid resources that provide
only one approach.
▲ All aspects of evaluation: initial evaluation, on-going evaluation of progress toward treatment

goals, return to work (or fitness for duty) evaluations
		See theCPPPH document “Recommendations for Evaluations of health care professionals.” (2013)
Copies are available from the “resources” section of www.CPPPH.org Notice that the guideline
recommends that the organization requesting an evaluation should provide several pieces of specific
information, in advance, to the evaluator.
o Ideally, evaluators should be experienced in conducting and reporting evaluations of physicians and
licensed health care professionals. They should be experienced in conducting psychiatric and neuropsychiatric evaluations, assessments for addiction, and/or evaluation of all components of current physical
capacities. Different areas of a comprehensive evaluation may be conducted by different evaluators.
o Ask for references from other groups for whom the provider has conducted evaluations of physicians;
ask if the information in the report contained enough detail to assist the committee in its decisions/
planning.
o The evaluator should confirm that he/she is familiar with the guideline’s recommendations for
the contents of the report of evaluations.
o The evaluator should be able to complete the evaluation the physician within the time span
you specify.
o The evaluator should be able to report to you within the time span you specify. Usually an initial
report, given verbally, may be expected within 24 hours with the written report to follow within the
time span you specify.
▲ Resources chosen for initial treatment
o should have licensed clinical staff.
o should follow an interdisciplinary approach to treatment.
o should have recent experience in treating physicians as patients.
o ideally, should have other physicians in treatment at any one time.
o should agree to share information with the physician health committee (with appropriate releases of

information from the patient) in enough detail to support the decisions to be made by the physician
health committee for case management and monitoring.
o should have the ability to assess for both psychiatric diagnoses and substance use diagnoses.
o should have the ability to assess cognitive issues with psychometric/neurocognitive testing.
o when the treatment is for substance use disorders
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◆ the treatment program should be abstinence based; the goal of treatment should be abstinence

from alcohol and all drugs not appropriately prescribed for medical/psychiatric diagnoses and
made part of the recovery and monitoring plan.
◆ should incorporate 12 Step principles into the treatment, and/or should include physician

recovery-based support groups.
◆ should have the ability to evaluate the need for pharmacotherapy (e.g., naltrexone, disulfiram)

and the ability to provide it.
◆ ideally, should have staff members certified in addiction medicine or addiction psychiatry.
o should follow individualized treatment plans with different levels of intensity of treatment and

different lengths of treatment that reflect and respond to the patient’s progress toward treatment goals.
Avoid treatment programs that provide only one approach.
o should provide a plan for on-going care.
o should be qualified to provide recommendations for elements to be in a monitoring and/or return to
work agreement for physicians and should be qualified to assist in drafting the agreement.
o should have the capacity to provide or refer for on-going treatment.
▲ Resources chosen for on-going treatment

		
On-going
treatment is a regular part of the treatment and monitoring plan. Initial treatment, which by its
nature is time limited, is not considered sufficient. Resources for on-going treatment should meet all the
elements listed for initial treatment, plus:
o Should have facilities or offices and hours of operation that are reasonably accessible.
▲ Resources chosen for facilitated groups that are part of on-going treatment and/or monitoring
o Should have groups of physicians and health care professionals.
o The persons who facilitate the groups should be experienced in taking a treatment or monitoring role

with physicians.
o The persons who facilitate the groups should have the expertise and experience to be effective with
the person being referred to their group. Facilitators should be licensed, or they should be certified
and be working in conjunction with a licensed mental health professional. When the diagnosis
includes a mental illness or disorder, the facilitator should be a mental health professional.
o Should agree to share information with the physician health committee (with appropriate releases of
information from the patient) in enough detail to support the decisions to be made by the physician
health committee for case management and monitoring.
▲ Resources chosen for case management services

The role of a case manager is to
◆ Collect and evaluate information from all sources
◆ Ensure that all elements of the monitoring are carried out

			The person chosen to serve as case manager should be licensed and should have experience in working
with health care professionals with substance abuse disorders and/or mental illnesses.
California Public Protection & Physician Health, Inc. •
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▲ Resources chosen to carry out the monitoring plan and monitoring agreement

with the physician.
		See the CMA Guidelines for Physician Well-Being Committees Policies and Procedures (CMA On-Call document
#5177) dated 2013. Attachment C focuses on all elements of monitoring.
		Note that the monitoring agreement should contain elements that address the clinical issues identified
in the evaluation and in treatment and noted in the discharge plan. A comprehensive monitoring plan
incorporates all the elements appropriate to the person’s history and current situation. Plans should contain
provisions for on-going treatment, workplace monitors, peer monitors, facilitated groups, drug testing.
▲ Services that conduct drug testing as a component of a monitoring program
o Should be laboratories with appropriate certifications and experience in forensic testing.
◆ Forensic testing follows standards for matters such as documentation of the chain of custody

and defined testing procedures.
o Should be able to provide reliable test results for more drugs than those commonly tested for in
workplace testing; should use what is frequently identified as a health professional panel or medical
professional panel.
◆ A medical professional panel is used for testing persons who work in the healthcare industry;

o
o
o
o
o
o

it includes 11 or 12 drugs that are frequently used by persons in the health care professions and
may use cutoff levels more stringent than “standard” workplace levels.
Should be able to collect samples on the frequency required by the monitoring agreement.
Should have a reliable system for random collection.
Should have a reliable method for notifying participants of when a drug test is requested in the
random collection schedule.
Should have reasonably accessible collection sites, with hours daily and on weekends that can
accommodate physician schedules.
Should follow recognized collection procedures; for example, should have the capacity to collect urine
samples under direct observation.
Should keep the collection procedures and the chain of custody of the sample consistent with forensic
requirements. (Chain of custody requirements are described in regulation for monitoring conducted
for the Department of Transportation. 49 CFR Part 40)

o Should provide services of a Medical Review Officer (MRO).
o Should provide secure electronic record keeping and notification system.
o Should provide reports within the time span you specify. Ideally, negatives will be reported within

48 hours and confirmed positives will be reported within 96 hours (4 days) from the time the
specimen is collected.
Note that methods employed for drug testing can include testing hair, nails, or blood.
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PROCEDURES PHYSICIAN HEALTH COMMITTEES SHOULD
FOLLOW IN SELECTING AND ENGAGING A PROVIDER OF SERVICES
▲ Get a proposal in writing from the provider specifying in some detail the services to be

provided and the fees to be charged.
▲ Review the proposal with the full committee and with the medical staff services personnel

assigned to the committee.
▲ Assure that the descriptions of the services to be provided and the fees, including to whom

they will be charged, are satisfactory.
▲ For those services where the physician’s compliance is monitored, assure that the proposal

includes satisfactory descriptions of
o the policies and procedures the provider follows for determining the physician’s compliance with the

monitoring agreement.
o what is reported, how it is reported, how often and to whom it is reported.

REFERENCES
Documents written for Physician Health Committees
o	CMA Guidelines for Physician Well-Being Committees Policies and Procedures (CMA On-Call document #5177, 2013)
o 	CPPPH Guideline for Evaluations of Healthcare Professionals 2013. Documents not written for or directed to physician
health committees but which nonetheless may be helpful because they contain information related to the role and function
of professional assistance programs.
o 	Federation of State Medical Boards (FSMB) “Policy on Physician Impairment” 2011
o 	Federation of State Physician Health Programs “Guidelines for Physician Health Programs” December 2005
o 	Medical Board of California Manual Of Model Disciplinary Orders And Disciplinary Guidelines, 11th Edition, 2011
o 	Urine Specimen Collection Guidelines for the U.S. Department of Transportation Workplace Drug Testing Programs
(49 CFR Part 40)
		These guidelines apply only to employers and individuals who come under the regulatory authority of the U.S. Department
of Transportation (DOT) and those individuals who conduct urine specimen collections under DOT regulations. The term
“employee” is used throughout this document and has the same meaning as “donor” as used on the Federal Drug Testing
Custody and Control Form (CCF)
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These guidelines originated in 2009 with the Workgroup on Physician Health Programs – the workgroup that was
convened by the California Medical Association (CMA), the California Society of Addiction Medicine (CSAM),
California Psychiatric Association (CPA), California Hospital Association (CHA) in 2008 when the Diversion
Program for Physicians was closed by the Medical Board of California.
	In 2011, the guidelines were revised and updated by the CSAM Clinical Advisory Task Force on Physician Health
at the request of California Public Protection and Physician Health, Inc. (CPPPH). The draft was widely distributed to interested organizations and individuals; all comments were reviewed by the Task Force and the CSAM
Committee on Physician Wellbeing. Additional changes were made and the document was distributed a second
time. Again, comments were reviewed and changes were made. This final version was adopted by the Executive
Council of CSAM on May 29, 2012. The guidelines were adopted by the Board of CPPPH on July 16, 2012.
They have subsequently been reviewed and endorsed by the California Hospital Association and these specialty
societies:
California Academy of Family Practice (CAFP)
California Psychiatric Association (CPA)
Central California Psychiatric Association
Northern California Psychiatric Association (NCPS)
Southern California Psychiatric Society (SCPS)
California Chapter of the Academy of Emergency Physicians (CAL-ACEP)
California Radiological Association (CRA)
California Society of Anesthesiology (CSA)

California Public Protection & Physician Health, Inc.
Coordinating Physician Health Activities in California
1201 “J” Street, Suite 200, Sacramento, CA 95814
email: CPPPHInc@gmail.com
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Attachment #4

PACIFIC ASSISTANCE GROUP.
PROFESSIONAL MONITORING & SUPPORT
The Pacific Assistance Group (PAG) is a private monitoring and support services program. The
Mission of the PAG program is to assist healthcare providers to help themselves in their recovery
and rehabilitation in order to competently practice their profession and ensure public protection.

MONITORING AGREEMENT FOR:
DATE OF AGREEMENT:
I recognize I may have a substance abuse related and/or a mental health disorder. I understand and
agree that my participation in this private monitoring and support services program (PAG) does
not affect, alter, or curtail in any manner, the Medical Board of California’s or any other Board’s
authority to investigate and take disciplinary action against my license for unprofessional conduct
committed by me, whether this conduct occurred before, during, or following my participation in
this program.
I understand the PAG Program Administrator’s priorities are to protect the public’s safety and
welfare and to assist me to help myself. I understand the Program Administrator will guide and
support me in my rehabilitation and recovery process. I also understand this monitoring and
services program strictly adheres to a zero tolerance policy regarding unauthorized drug usage
and/or alcohol consumption.
PAG services requested or required by the healthcare provider participant or referral entity, and
the duration of monitoring services will be tailored to each participant. I agree to comply with the
terms and conditions as outlined in this Agreement.
1.

LENGTH OF PROGRAM
I agree to remain in the PAG private monitoring and support services program for
.
. The length of the program and support services may be extended, at
which time I will sign a new Agreement. The extension will occur only with my written
approval.

2.

EXPENSES/FEES
Fees will be based on services provided. I am personally responsible for all fees
connected and associated with this private monitoring and services program. I agree to pay
the Program Administrator’s monthly fee in advance, no later than the first Monday of
each month. The monthly fee of $
covers only case management and facilitated
Health Support Groups with the PAG program.

3.

LAWS
I will obey all local, state, and federal laws, and I will immediately report by telephone
any arrest, conviction or questioning by law enforcement to the program administrator.

1
Participant Initials:

PAG Monitor Initials:
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PACIFIC ASSISTANCE GROUP.
PROFESSIONAL MONITORING & SUPPORT
4.

HEALTH SUPPORT GROUPS
I agree to attend two (2) facilitated Health Support Groups per week for the first twentyfour (24) months in this program unless directed otherwise by my Referring Entity or the
PAG Program Administrator. Each group is one-and-a-half (1.5) hours in duration. I will
arrive on time and will not leave until the end of group. If I have to miss a group(s) for an
anticipated reason such as work, vacation, conference, class, or family, I will request
approval in writing from the Program Administrator at least one (1) week, preferably two
(2) weeks, in advance.
In those instances when I am unable to attend group because of an unanticipated situation
such as car breakdown, illness, car accident, or family issue, I will telephone the Program
Administrator on the day/evening of the group and give my explanation. I will write a
brief note of explanation for the absence to be placed in my file, if requested to do so.
I understand that what is shared in the Health Support Groups is confidential with the
following exceptions:
A.

B.

5.

Information the Program Administrator deems necessary to share with outside
entities in accordance with the law and/or my signed release of confidential
information.
Disclosures required by law, without my written or verbal permission:
• Clear intention to do harm to others or myself;
• Notification to appropriate Social Service Agencies of any suspicion of
emotional, physical, sexual abuse, or neglect of a child, a disabled person, or
an elderly person.
• Cooperation with Board investigations (as required by law).

12-STEP MEETINGS, RECOVERY SUPPORT GROUPS
Prior to returning to work and/or during the first ninety (90) days following my
completion of an in/outpatient treatment program, I will attend seven (7) weekly 12-step
meetings (Alcoholics Anonymous, Narcotics Anonymous, Pills Anonymous, other 12-step
meetings, or other recovery support groups) as directed by the Program Administrator.
Once I am working, the number of 12-step meetings or other recovery support groups may
be reduced by the Program Administrator to a minimum of three (3) per week.
I agree to attend ________ weekly 12-step meetings or other recovery support groups as
directed by the Program Administrator. I understand these meetings or recovery support
groups are in addition to the facilitated Health Support Groups. If required to do so, I will
provide written verification of my attendance at 12-step meetings or other recovery
support groups, and submit these to the Program Administrator by the first Monday of
each month. Forms will be provided.

2
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PACIFIC ASSISTANCE GROUP.
PROFESSIONAL MONITORING & SUPPORT
6.

12-STEP SPONSOR
I will obtain a 12-step sponsor with a minimum of five (5) years of recovery within thirty
(30) days of signing this document. I agree to work the 12 Steps in writing with my
sponsor. My sponsor will have a sponsor him or herself and will also have worked/ be
working the 12 Steps in writing. I will have telephone contact with my sponsor at least
_____ times weekly and will see him/her in person at least ____ times weekly/monthly.

7.

INTERNATIONAL DOCTORS IN AA CONFERENCE
I will attend the International Doctor’s In AA (IDAA) Conference (if necessary I may
request a Scholarship) during my initial year with PAG. I agree to notify my employer
that attendance at this conference is a mandatory part of my recovery Agreement.

8.

WORKSITE/HOSPITAL MONITORS
I will obtain worksite and/or hospital monitor(s) at each worksite and hospital where I am
working. The monitor(s) may not be in my employment, beholden to me in any way,
related to me, or under my supervision. The monitor(s) will observe my condition at the
worksite and hospital. Each monitor is to have ongoing face-to-face contact with me on a
weekly basis.
I will sign a Release of Confidential Information form, allowing the Program
Administrator to verbally provide each monitor with the circumstances leading to my
involvement in PAG and the expectations of PAG participants. The signed Release of
Confidential Information form will allow each of my monitors to provide quarterly written
or verbal reports, as required, to the Program Administrator. The monitor(s) will
immediately inform the Program Administrator by telephone of any suspicion of my use
of drugs/alcohol, any other questionable behavior, or appearance of inappropriate behavior
(such as missed work, late arrival to work or any concerns they may have regarding my
safe practice of medicine). Prior to beginning work or returning to any previous worksite,
I will submit the names, addresses and telephone numbers of all my worksite/hospital
monitors to the Program Administrator.

9.

QUARTERLY REPORTS FROM WORKSITE/HOSPITAL MONITORS
Forms will be provided for each worksite and/or hospital monitor to submit quarterly
written or verbal reports, as required, to the Program Administrator on the last day of
March, June, September and December. It is my responsibility that these reports or verbal
contacts be provided as scheduled.

10.

EVALUATIONS
If directed by the Program Administrator, in collaboration with outside entity(ies), I will
undergo a substance abuse related disorder and/or psychological/psychiatric evaluation at
my own expense. A copy of the evaluation will be sent to the Program Administrator.

3
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PACIFIC ASSISTANCE GROUP.
PROFESSIONAL MONITORING & SUPPORT
11.

PSYCHIATRIC, PSYCHOLOGICAL COUNSLEING AND/OR TESTING,
NEUROLOGICAL TESTING, PSYCHOTHERAPY, MEDICATIONS
Following the Program Administrator’s consultation with outside services (i.e. treatment
program, addictionologist, etc.), I may be directed to receive counseling/psychotherapy,
testing, and/or medication. If directed by the Program Administrator, I will engage in
individual psychotherapy and/or psychiatric medication management, and/or psychiatric/
psychological testing at my own expense. I may be directed to take Naltrexone and/or
Antabuse unless contraindicated by my primary care physician.
The healthcare provider I choose for services must be licensed and/or board certified and
approved by the Program Administrator. An approved list of healthcare providers is
available upon request.

12.

QUARTERLY REPORTS FROM HEALTHCARE PROVIDERS
I will have each healthcare provider submit quarterly written or verbal reports, as required,
to the Program Administrator. I understand the reports do not request any disclosure of
the content of my individual sessions. I will sign a Release of Confidential Information
form for my healthcare providers to submit these quarterly written or verbal reports, if
requested to do so. The quarterly reports are to be submitted prior to the last day in
March, June, September and December. It is my responsibility that these reports are
submitted as scheduled. Forms will be provided. In addition, the Program Administrator
may consult with my healthcare providers for my ongoing recovery and support.

13.

PRIMARY CARE PHYSICIAN AND PRESCRIPTIONS
I will obtain a primary care physician who is knowledgeable about my addiction history
and/or mental health condition. I will provide the Program Administrator with the name
and telephone number of this physician and sign a Release of Confidential Information
form. I will provide the Program Administrator with a copy of all prescriptions written for
me prior to having them filled. I will report all personal use of prescription drugs and the
name and telephone number of the prescribing physician.
No adverse consequences will occur when my test results indicate drug usage for a drug(s)
that I have been approved to take following consultation with an addictionologist and/or
any other specialist requested of me, and the Program Administrator.

14.

ZERO TOLERANCE, SELF-PRESCRIBING/USE
I understand that zero tolerance means I will abstain from the use of all alcohol and all
legal or illegal drugs except those prescribed for me by another physician and approved of
in advance as indicated above. If I am in an emergency situation (i.e.: emergency room,
severe accident etc.) and am required to receive medication, I (or my next of kin) will
notify the Program Administrator of what has occurred as soon as feasibly possible.
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PACIFIC ASSISTANCE GROUP.
PROFESSIONAL MONITORING & SUPPORT
I will not self-prescribe any medication. I will not use any over the counter medications
(other than aspirin, multi-vitamins etc.) without discussing this with my primary care
physician and the Program Administrator prior to taking these. Within twenty-four (24)
hours, I will report by telephone any use of alcohol and/or unauthorized drugs to the
Program Administrator. I will obtain a copy of the Talbott Recovery Campus Medication
Guide (www.talbottcampus.com) © and am responsible for following those guidelines.
15.

DRUG/ALCOHOL TESTING
I will utilize only the approved collection company/ies and approved lab facility/ies for the
PAG program, and the Program Administrator has no vested interest in either of these.
Collection by non-approved company/ies or lab/s will not be accepted as valid by the
Program Administrator. I agree to submit to random, monitored, biological fluid testing
that will be observed at a frequency as directed. I will have a minimum of _______ tests
per _________ for the duration of this Agreement. Any changes in frequency of testing/
observed testing must be indicated in writing in an Agreement Addendum signed by both
myself and the Program Administrator.
Testing is on a 7 days/week random basis, which includes weekend and holiday
collections. I am responsible to have a 24/7 testing facility for use as necessary. I will sign
a Release of Confidential Information form so that all lab results will be sent to the
Program Administrator. I am responsible to pay for all costs related to collections and lab
fees.

16.

CONSEQUENCE OF POSITIVE DRUG/ALCOHOL TEST
Any positive screen or test for alcohol, marijuana and/or any other drug(s) legal (but not
authorized) or illegal, will result in the Program Administrator immediately directing me
to stop work. I will not complete my shift should I receive this directive at work. I
understand that being immediately removed from my work as a healthcare provider is to
protect the public. The Program Administrator will notify those persons at my worksite to
whom I have given prior approval and a signed Release of Confidential Information form,
that I have been directed to immediately stop working and the reason for this.
I agree to remain out of practice/work during the time period the positive test result is
being investigated. The investigation (portions of which will be at my expense) will
include the Program Administrator contacting my monitors. In addition, the investigation
may include: (1) an evaluation by an addictionologist or treatment program and (2)
contacting my healthcare providers and (3) contacting the Medical Review Officer
(MRO). Following the investigation, I will return to work/practice, which may include
reduced work hours, only at the direction of the Program Administrator.

17.

AVOIDING “FALSE” POSITIVES
I agree to avoid all over-the-counter medications and other substances listed on a
document available online or from my Program Administrator. Inadvertently ingesting
anything on the list will not avoid consequences for a positive test or screen result, even if
it is a “false” positive.
5
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18.

TREATMENT PROGRAMS
If I am directed to do so, I will enter a treatment program within one (1) to seven (7) days,
if the Program Administrator and an independent outside evaluator (addictionologist,
treatment program evaluation team, or other healthcare provider) believe that treatment is
necessary in order for me to work safely as a healthcare provider. The cost of this
evaluation and treatment will be at my expense. I will be given names of approved
treatment programs.

19.

IMPAIRMENT – CEASE OR RESTRICT WORK
I agree to restrict or cease my work as a healthcare provider if the Program Administrator,
in collaboration with other entities with whom I have signed Release of Confidential
Information forms, determine that I am impaired.
Impairment is defined as:
A. Practicing while under the influence of alcohol or other drugs.
B. Practicing with symptoms of mental or emotional illness requiring professional
assessment.
C. Submitting a biological fluid sample resulting in a positive drug/alcohol test.
D. Refusing to submit to biological fluid testing.
E. Attending the health support group while under the influence of alcohol and/or drugs,
or displaying a mental or emotional illness.
F. Documented reports from worksite monitor of unsafe medical practice performance.

20.

NON-COMPLIANCE
If I am in non-compliance with any of the terms and conditions of this Agreement, I agree
to be evaluated as directed by the Program Administrator at my own expense, to determine
the next indicated steps regarding my recovery and rehabilitation.

21.

REFUSAL TO FOLLOW ANY DIRECTION/DISCHARGE
In those instances when I use alcohol and/or unauthorized drugs and/or have a mental
health condition, and I refuse to submit to biological fluid testing or refuse to follow the
directives of the Program Administrator regarding in/outpatient treatment or refuse to
follow any direction of the Program Administrator pertaining to my recovery and the
protection of the public, I may be considered to be an impaired healthcare provider and the
program administrator may:
A.
B.

Discharge me from the PAG program.
Immediately contact by telephone and in writing my Well-Being Committee,
worksite and hospital monitor(s), head of my group practice and others for whom I
have signed Release of Confidential Information forms.
The program
administrator will provide the date and reason for my discharge from PAG to these
persons.
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21.

CONFIDENTIALITY
All written and verbal interactions between me and the Program Administrator are
personal and confidential with the following exceptions:
A.

B.

C.

22.

Any and all entities i.e. Well-Being Committees, physicians, therapists, designated
representatives, professional licensing agency, etc. listed by me and with my
signed Release of Confidential Information forms.
(Verbal and written communication, as well as appearances by the Program
Administrator at the Well-Being Committee, will be made as requested with my
written authorization.)
Information the program administrator deems necessary to share with outside
entities in accordance with the law and/or my signed Release of Confidential
Information forms.
Disclosures required by law, without my written or verbal permission:
• Clear intention to do harm to others or myself;
• Notification to appropriate Social Service Agencies of any suspicion of
emotional, physical, sexual abuse, or neglect of a child, a disabled person, or
an elderly person.
• Cooperation with Board investigations (as required by law).

RELEASE OF LIABILITY
I have requested the Program Administrator to monitor, case manage and facilitate my
Health Support Group as it pertains to my recovery and rehabilitation from drugs, alcohol
and/or mental health problems. This process requires both subjective and objective
observation and evaluation. As part of this process, the Program Administrator will
observe and monitor my rehabilitation, progress, and recovery.
The Program
Administrator will report observations and opinions to all persons in accordance with the
law and with my signed Release of Confidential Information forms. I hereby agree to
indemnify and hold PAG and the Program Administrator harmless from any claim arising
from the services rendered under this contract/agreement. I agree not to sue PAG, the
Program Administrator or any PAG associates for any actions taken under this Agreement.

I have read this Agreement carefully and have had all of my questions concerning this document
answered. I understand this Agreement and agree to comply with the terms and conditions stated
within.

Participant Printed Name

Participant Signature

Date/Time

Program Administrator/Group Facilitator

Date/Time
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Attachment #5
MODEL TEMPLATE AGREEMENT FOR ADDICTIVE ISSUES
Practitioner Name: ______________________________

Address: ______________________________________

Phone: ________________________

This Agreement (“Agreement”) is entered into as of ________________ by and between the WellBeing Committee (“Committee”) on behalf of the Medical Staff (“Medical Staff” or “Staff”) of ENTER
NAME OF HOSPITAL (“Hospital”) and __________________ M.D. (“Dr. ________________”), as a
condition of _________________ at the Hospital.
1. Acknowledgement. Dr. _________________ hereby acknowledges that he/she is suffering from
addictive disease.
2. Assurance. Dr. ___________________ hereby assures the Committee that:
a. he/she is in recovery and able to safely resume and/or maintain patient care responsibilities, and Medical
Staff and employee relationships at the Hospital.
entered into [a private monitoring and reb. on or about _______________ Dr. _________________
entry program administered by __________________________ (the “Program”)].
c. on or about the same date. Dr. __________________ and the Program entered into a contract (the
“Contract”), a copy of which is attached as Exhibit A, and incorporated herein by reference; and
d. to date, Dr. ________________ has complied with the Contract.
3. Observance of Laws. Dr. __________________ shall observe all federal, state, local, Hospital and
Medical Staff statutes, regulations, standards, bylaws, rules and regulations and policies and procedures
governing his/her professional practice in California and Medical Staff membership and clinical privileges at
the Hospital.
4. Total Abstinence. Dr. _________________ shall maintain total abstinence from all psychoactive
and/or mood-altering substances, including alcohol, unless prescribed by a physician, and in a manner
acceptable to the Program.
5. Worksite Monitor.

, M.D., shall serve as the Work Site Monitor for Dr. ____________.

6. Response to Relapse(s). Dr. _________________ shall report any and all relapse(s) from total
abstinence to his/her work site monitor appointed by the Committee (“Monitor”) before confrontation or
scientific evidence of such relapse(s). The Committee may respond to relapse(s) in such manner as it deems
appropriate, including, but not limited to, intensification of treatment and monitoring.
7. Self-Prescribing. Dr. _________________ shall not self-prescribe any medications.
8. Required Treatments. Dr. ________________ shall seek prior approval from the Program for the
treatment of all non-emergent physical or mental conditions that are to be treated by medication that has
psychotropic effects and shall promptly inform the Monitor of all such treatments and of all emergent medical
conditions that were treated with medication.
9. Individualized Treatment Plan. Dr. ________________ shall follow the individualized treatment
plan described in the Contract, and shall promptly notify the Committee if he/she fails to comply with the
Contract. He/She shall also require the Program to provide the Committee with written
reports in a form acceptable to the Committee regarding Dr. ____________’s participation in the
Program and his/her compliance with the Contract.

10. Assessments. Dr. _____________ shall promptly arrange for such additional assessment(s) with such
physician(s) (“provider(s)”) as may from time to time be required and designated by the Committee, and shall
arrange for the provider(s) to promptly provide a report of any such assessments) and periodic feedback to the
Committee in such form, at such frequency, and for such period of time as may be deemed appropriate by the
Committee.
11. Random Samples. Dr. _________________ shall provide observed biological fluid samples or submit TO alcohol
breath analyses on a random basis or on request of the Monitor. The results should be reported to the Monitor.
12. Conferences with Committee Member and Monitor. Dr. _______________ shall participate in face-to-face
conferences with a Committee Member designated by the Committee and/or the Monitor at such frequency and for
such period of time as deemed appropriate by the Committee.
13. Expenses. Dr. ____________ shall bear all expenses in connection with his/her recovery and his/her performance
under this Agreement, including, but not limited to, participation in the Program, medications, professional fees,
laboratory fees, and additional assessments and periodic feedback from the provider(s). Dr. ______________ shall
pay laboratory fees in the form of a donation to the Medical Staff Fund.
14. Failure to Complv. Dr. ________________ shall be immediately and automatically referred to the Hospital’s
Medical Board, or other appropriate entities or individuals, for appropriate corrective action in accordance with the
Hospital’s Medical Staff Bylaws (“Bylaws”), including, but not limited to, summary suspension and/or termination
of Medical Staff membership and all clinical privileges due to one or more of the following:
a. practicing his/her profession while under the influence of any psychoactive and/or mood-altering substance,
including alcohol, not permitted under this Agreement, or laboratory evidence of any such substance use;
b. failing to comply with this Agreement or with the Contract;
c. failing to obtain this Committee’s prior approval of any amendment of, or addenda to, the Contract; and/or
d. refusing to submit to biological fluid testing or breath analysis under Section 10 above.
Nothing in this Section 14 shall limit the Committee’s authority to make referrals for, or the authority of the
Hospital’s Medical Staff, Medical Board, Medical Staff officers, Administrator and/or Board of Directors, to take
appropriate corrective action in accordance with the Bylaws.
15. Record Review. The Committee may, in its discretion, require a review of Dr. ______________’s cases in a
manner and as frequently as deemed appropriate by the Committee. A written report of any such reviews shall be
provided to the Monitor.
16. Documentation of Recovery. Dr. _______________ shall provide documentation to the Committee in a form
satisfactory to the Committee from the Program, the provider(s), his/her treating physician(s) and/or therapist(s)
that Dr. ________________ has received appropriate treatment, and that [return to] practice is an indicated part of
his/her recovery.
17. Authorization. Dr. _______________ hereby authorizes any and all entities and/or individuals described in Sections
2, 6, 10, 12 and 16 above, the Medical Staff, the Committee, and with the exception of Dr. _____________’s AA
sponsor, any and all individuals identified by title, role, or name in the Contract, and/or their authorized designees,
consultants and/or attorneys, to exchange with each other written and oral information about Dr. __________’s
recovery, including, but not limited to, his/her participation in the Program, compliance with the Contract and this
Agreement, copies of reports and/or correspondence relating to any alleged complaints, concerns, or observations
about Dr. _____________’s professional conduct or performance at the Hospital or elsewhere, and all medical
records pertaining to Dr. _____________ , and/or summaries with respect thereto (“Confidential Information”).
18. Confidentiality. The Committee shall keep any and all Confidential Information it receives about Dr. ___________
pursuant to this Agreement in confidential Committee files unless otherwise required to disclose it (1) pursuant to a
court order or a lawful subpoena; (2) to prosecute corrective actions, if any, in accordance with the Bylaws, (3) as
and to the extent necessary to enforce compliance with this Agreement, or (4) as otherwise required by law.
19. Release. Dr. ________________ hereby releases and forever discharges from and against any claims, demands,
obligations, costs incurred, expenditures, damages or causes of action of any nature whatsoever, the Hospital, the
Medical Staff, the Committee, and the entities and individuals listed in Section 17 above, their officers, directors,

employees, members, agents, representatives, consultants and attorneys, for their acts and omissions performed in
good faith and in compliance with this Agreement.
20. Term. This Agreement shall remain in full force and effect until ____________________ (unless sooner terminated
in writing by the parties), at which time the Committee shall reassess the need for continuing it.
21. Amendments. Any amendments of this Agreement shall not be binding on the parties unless made in writing and
signed by them.
22. Periodic Reevaluation. This Agreement shall be reevaluated by the Committee at such intervals as the Committee
deems appropriate to keep it tailored to current circumstances.
23. Definition. The term “promptly” as used in the Agreement shall mean within five (5) business days of the event or
occurrence.
24. Notice. Written notice or reports due under this Agreement shall be sent as follows:

to:
___________________. M.D.
Chair Well-Being Committee (if applicable)
Address:
Phone:
Fax:

A facsimile notice or report shall suffice.
26. Integration. This Agreement supersedes any and all other agreements, whether oral or in writing, between the
parties with respect to the subject matter of this Agreement.
IN WITNESS WHEREOF, the parties hereto, intending to be legally bound hereby, have signed their names on the day
and year written below.

Dated: _________________________

By: ________________________
____________________, M.D.

Dated: _________________________

By: _________________________
____________ , M.D., Chair Well-Being Committee

Attachment #6

Well-Being Committee Agreement

MODEL TEMPLATE AGREEMENT FOR BEHAVIORAL ISSUES
Practitioner Name: _______________________________________
Address: _______________________________________________

Phone: __________________

This Agreement ("Agreement") is entered into as of ___________________ by and between
the Well-Being Committee ("Committee") on behalf of the Medical Staff ("Medical Staff') of ENTER
NAME OF HOSPITAL ("Hospital") and _________________
M.D.
("Dr. _____________________"), as a condition of _____________________________ at the Hospital.

BACKGROUND
Dr. ____________ acknowledges that he/she has engaged in certain conduct that is deemed unacceptable in that it
may interfere with his/her effective clinical performance or interfere with the ability of others to achieve quality patient
care.
The Medical Staff and Dr. __________________ wish to establish a method of assessing and monitoring Dr.
____________ 's ability to modify his/her behavior in order that he/she may safely assume and maintain patient care
responsibilities at the Hospital.

NOW THEREFORE, for good and valuable consideration, the receipt and sufficiency of which are hereby
acknowledged, and intending to be legally bound hereby, the parties hereto agree as follows:
1. Acknowledgment. Dr. _________ hereby acknowledges that the alleged unacceptable conduct occurred.
2. Assurance. Dr. __________________ hereby assures the Committee that the alleged conduct has not
recurred, and will not occur again, and that he/she has availed himself/herself of professional treatment with
regard to the alleged conduct. Dr. ___________________ further assures the Committee that he/she is able to
safely assume and maintain his/her patient care responsibilities at the Hospital.
3. Assessment. Dr. ___________________ shall promptly arrange for an assessment of his/her health
by __________________, M.D., or such other physician(s) as may later be designated by the Committee
("provider(s)"). The purpose of the assessment is to provide a medical opinion regarding Dr.
________________’s fitness for duty as well as to determine Dr. _____________________'s ability to
adhere to accepted standards of professional conduct and to make recommendations to the Committee for an
appropriate monitoring plan.
4. Monitoring Plan. Dr. __________________ shall participate in and adhere to a monitoring plan prescribed
by the Committee after consultation with the provider(s). The elements of the monitoring plan may include,
but need not be limited to, those set forth below.
a. Dr. shall promptly arrange for participation in treatment with the provider(s) at such frequency and for
such period of time as may be deemed appropriate by the Committee and his/her care provider.
b. Dr. __________________ shall promptly arrange for periodic feedback by the provider(s) to the
Committee at such frequency and for such period of time as may be deemed appropriate by the
Committee, to include, but not be limited to, verification of Dr. _______________ 's participation in
treatment, and whether he/she is progressing toward treatment goals.
c. Dr. __________________ shall participate in face-to-face conferences with a Work Site Monitor
appointed by the Committee. Such conferences shall be at such frequency and for such period of time as
deemed appropriate by the Committee, but at least quarterly. The purpose of the conferences is to provide for
a regular reassessment of Dr. ______________ 's ability to adhere to acceptable standards of professional
conduct, and deliver appropriate patient care, and the sufficiency of the monitoring plan.

d. There may be concurrent and regular record review, at the discretion of the Committee, of
Dr. ___________________'s cases in a manner and as frequently as deemed appropriate by the
Committee. A written report of any such reviews shall be given to the Work Site Monitor.
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e. The monitoring plan may be modified only when, and shall continue in effect for as long as, deemed
appropriate by the Committee.
f. Dr. _____________________ shall bear all expenses in connection with the monitoring plan,
including, but not limited to, the assessment(s) described in Section 3 above, any and all additional
assessment(s), the periodic feedback from the provider(s) and any required treatment.
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5. Work Site Monitor. ____________, M.D., shall serve as the Work Site Monitor for Dr. ______________.
6. Authorization. To facilitate the foregoing assessment(s) and establishment of the monitoring
plan, Dr. _____________ hereby authorizes the Committee and the provider(s) to provide to each other
information in the possession of any of them, including copies of reports or correspondence relating to any
concerns or observations about Dr. ________________’s professional conduct or performance at the Hospital
or elsewhere, and all medical records pertaining to Dr. _______________ , and/or summaries with respect
thereto ("Confidential Information").
7. Confidentiality. The Committee shall keep any and all Confidential Information it receives
about Dr. _____________ pursuant to this Agreement in confidential Committee files unless otherwise
authorized under Section 6 above or required to disclose it (1) pursuant to a court order or a lawful subpoena;
(2) TO prosecute corrective actions, if any, in accordance with the Medical Staff Bylaws, (3) as and to the
extent necessary to enforce compliance with this Agreement, or (4) as otherwise required by law.
8. Observance of Laws. Dr. _______________
shall observe all federal, state, local, Hospital and
Medical Staff statutes, regulations, standards, bylaws, rules and regulations and policies and procedures
governing his/her professional practice in California and his/her Medical Staff membership and clinical
privileges at the Hospital.
9. Failure to Comply. Dr. ________________ shall be immediately and automatically referred to the
Hospital's Medical Board or other appropriate entities or individuals for appropriate corrective action in
accordance with the Hospital's Medical Staff Bylaws, including, but not limited to, summary suspension
and/or termination of Medical Staff membership and all clinical privileges if he/she fails to comply with this
Agreement. Nothing in this Section 9 shall limit the Committee's authority to make referrals for, or the
authority of the Hospital's Medical Staff, Medical Board, Medical Staff Officers, Administrator, and/or Board
of Directors to take appropriate corrective action in accordance with the Medical Staff Bylaws.
10. Release. Dr. _______________ hereby releases and forever discharges the Hospital, the Medical
Staff, the Committee, and the entities and individuals listed in Section 6 above, their officers, directors,
employees, members, agents, representatives, consultants and attorneys, from and against any claims,
demands, obligations, costs incurred, expenditures, damages or causes of action of any nature whatsoever, for
their acts and omissions performed in good faith and in compliance with this Agreement.
11. Term. This Agreement shall remain in full force and effect for a period of one (1) year from the date above
written (unless sooner terminated in writing by the parties), at which time the Committee shall reassess the
need for continuing it.
12. Amendments. Any amendments of this Agreement shall not be binding on the parties unless made in writing
and signed by them.
13. Periodic Reevaluation. This Agreement shall be reevaluated by the Committee at such intervals as the
Committee deems appropriate to keep it tailored to current circumstances.
14. Definition. The term "promptly" as used in this Agreement shall mean within five (5) business days of the
event or occurrence.
15. Notice. Written notice or reports due under this Agreement shall be sent as follows:
If to the Committee, to:
________________ , M.D., Chair Well-Being Committee
Address
Fax:
Phone:
A facsimile notice or report shall suffice.
16. Integration. This Agreement supersedes any and all other agreements, whether oral or in writing, between the
parties with respect to the subject matter of this Agreement.
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IN WITNESS WHEREOF, the parties hereto, intending to be legally bound hereby, have signed their names on
the day and year written below.

Dated: ______________________

By: ______________________________

Dated: ___________________

By: ______________________________
______ , M.D., Chair Well-Being Committee
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Preface
On November 18, 2013 the Institute for Behavior and Health, Inc. hosted a one-day symposium in
Washington, DC of thought leaders that had expertise in addiction treatment, research, public policy,
and drug and alcohol testing technology. At the meeting the group established a community of interest,
the Recovery Management Working Group, to promote the New Paradigm for Recovery, a new strategy
of care management to dramatically reduce relapse and to foster lifetime recovery. Following the
meeting additional interested experts were recruited to join with the original members to create this
comprehensive report. Their goal is to help people suffering from substance use disorders achieve
lasting recovery.

Recovery Management Working Group
Chair: Robert L. DuPont, MD, Institute for Behavior and Health, Inc.
Report Editor: Corinne L. Shea, MA, Institute for Behavior and Health, Inc.
The following members of the Recovery Management Working Group participated in the development
of this Report. They are listed in alphabetical order. (*) denotes participation in the November 18, 2013
symposium.
Louis E. Baxter, MD, Professional Assistance Program of New Jersey, Inc.
Monica Demitor*, RiverMend Health
Caroline DuPont, MD*, Institute for Behavior and Health, Inc.
Helen DuPont*, Institute for Behavior and Health, Inc.
Neil Fortner, MS, FTS-ABFT, TC-NRCC, D-ACFE*, Drug and Alcohol Testing Industry Association; Alere
Stuart Gitlow, MD, MPH, MBA, American Society of Addiction Medicine
Mark S. Gold, MD, University of Florida College of Medicine
Jessica Hansford, MA, Livengrin Foundation
Jamie Huysman, PsyD*, WellMed Medical Management, Inc.
Brad Keays*, Soberlink, Inc.
John F. Kelly, PhD*, Massachusetts General Hospital; Harvard Medical School
Wendy Kimball, LPC, CEAP,* RecoveryAssurance
Cheryl D. Knepper, MA, LPC, ICCDP, ATR-BC, CSAT-S*, Caron Treatment Centers
Carol McDaid*, Capitol Decisions
Bill Messinger, JD, LADC,* Messinger Advisors, LLC
Shane Moes, MA, Livegrin
Arden O’Connor*, O’Connor Professional Group
Patrick O’Connor, MD, MPH, Yale University School of Medicine; Yale-New Haven Hospital
Ginger Phillips, LMSW CEAP, SAP, RecoveryAssurance
Andy Rothman*, Soberlink, Inc.
Frank Scarpati, MD, Community Bridges, Inc.
Marvin D. Seppala, MD*, Hazelden
Gregory E. Skipper, MD*, Promises Treatment Centers
Michel A. Sucher, MD*, Greenberg & Sucher, P.C.; Community Bridges, Inc.
Scott Teitelbaum, MD*, University of Florida College of Medicine; Florida Recovery Center
Yukiko Washio, PhD*, Treatment Research Institute
William L. White, MA, Chestnut Health Systems
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Introduction
The New Paradigm for Recovery is a new, practical and affordable strategy that makes long-term
recovery, including abstinence from any alcohol or drug use, the expected outcome of addiction
treatment. There is ample evidence for its effectiveness and extensive examples of its current
applications. The New Paradigm is not a replacement for formal episodes of treatment for substance
use disorders. It does not favor one form of treatment over others. Instead, the New Paradigm focuses
on managing the environment of the individual with a substance use disorder in which the decision to
use or not use drugs and alcohol is made.
Like the treatment and management of other chronic illnesses, the New Paradigm offers a system of
care management for substance use disorders. The New Paradigm typically involves an initial
assessment followed, when indicated, by formal episodes of treatment. A monitoring agreement is
signed that is designed to help the individual achieve abstinence. Long-term monitoring of the
individual, including drug and alcohol testing, is used to identify any use of alcohol or other drugs.
When any substance use is detected or other failure of compliance with the monitoring agreement
occurs, appropriate action is taken immediately to stop the use, in accordance with the agreement. The
monitoring agreement provides leverage, or external motivation, to help the individual remain abstinent
while changes in thinking and behaviors, or internal motivation, take place. In the New Paradigm,
recovery—not relapse—is the expected outcome.
The New Paradigm care management strategy has been developed and refined over the past four
decades by organizations responsible for monitoring individuals working in at-risk positions including
physicians and other health professionals, airline pilots and, more recently, lawyers, and is producing
remarkable long-term outcomes. Within the past decade an extension of the New Paradigm has
produced similarly good long-term outcomes in the criminal justice system with dramatically different
populations. In recent years, the New Paradigm has been extended to other settings and integrated
into treatment programs as part of the discharge process.
The New Paradigm for Recovery builds on a well-established body of work to improve the way in which
substance use disorders are managed, focusing on the long-term well-being of the individual and
providing strong recovery support. 1 Although substance use disorders are widely recognized as chronic
diseases, treatment is largely episodic. Applying a chronic disease framework to treatment for
substance use disorders is well-conceived2 3 and progress on this front has been made.4 There has been
1

This literature is vast and well-beyond the scope of this report; thus, the studies cited are provided as examples
but do not reflect a review of the literature.
2
McLellan, A. T. (2002). Have we evaluated addiction treatment correctly? Implications from a chronic care
perspective. Addiction, 97(3), 249-252.
3
White, W. L., Boyle, M., & Loveland, D. (2002). Alcoholism/addiction as a chronic disease: From rhetoric to
clinical reality. Alcoholism Treatment Quarterly, 20(3/4), 107-129.
4
Dennis, M., & Scott, C. K. (2007). Managing addiction as a chronic condition. Addiction Science & Clinical Practice,
4(1), 45-55.
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recognition of the need for extended engagement with individuals following formal episodes of
treatment.5 Similar to the continuing contact made with patients with other chronic illnesses to
evaluate behavior and maintain health, addiction treatment programs can provide continuing contact
with individuals after discharge. Evaluating the impact of such models of chronic care management is an
important area of study for the treatment of substance use disorders.6 7 8
The New Paradigm provides management of substance use disorders analogous to the current and
routine care management of other chronic diseases such as diabetes and hypertension. These chronic
illnesses are actively monitored by objective means (e.g. A1c levels for diabetes and blood pressure for
hypertension). Providing routine active care management for substance use disorders in the model of
the New Paradigm has important implications for its widespread use and future funding. What is
different about the New Paradigm is the random nature of the testing and the consequences of a
positive test result showing relapse to substance use. This definition of care management as medical
monitoring is important for the medicalization of addiction and for the funding of recovery support as a
medically necessary part of care.
This report suggests many opportunities for extending the New Paradigm. It describes its most valuable
core elements and considers its costs and benefits.
The box below provides a succinct summary of the challenge facing the management of substance use
disorders today and defines treatment and recovery in this report setting the stage for the New
Paradigm:
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The Challenge: Drugs have an unprecedented power to stimulate brain reward, which can in turn
hijack the brain. Addicted thinking can confound free will and personal choice. This is precisely why
others and the environment surrounding a person with a substance use disorder are crucial;
exerting external support and accountability helps a drug using individual establish and sustain
abstinence.
Treatment: The goal of addiction treatment is not merely to “cut down” the use of one drug. It is
to stop all use of drugs and alcohol. Formal episodes of treatment are relatively brief. All begin
with an admission date and end with a discharge date. Such episodes of treatment define the
problem of addiction for an individual, help the individual problem solve, and help move the
individual forward in the stages of behavior change, putting that person on the path to lifetime
recovery. This report supports the use of treatment and, building on that base, similar to the
management of other chronic illnesses, advocates for long-term care management of substance
use disorders, in the model of the New Paradigm.
Recovery: In general medicine, recovery typically means regaining the health status that existed
prior to the impact of the disease being treatment. In the New Paradigm, recovery has a specific,
meaning that grows out of the experience of the 12-step fellowships. Recovery in the context of
substance use disorders means attaining a state that is better than the preexisting state of the
individual prior to addiction. Recovery requires but is far more than abstinence from the use of
alcohol and other drugs. Recovery includes healthy living, wellness, and productive engagement.
It is not static but rather a dynamic state of continued character development and continual,
diligent work to prevent relapse. For many, recovery is also a spiritual awakening, a calling to
fulfill a meaningful destiny including helping others, especially helping suffering addicts and
alcoholics.

Treatment of Substance Use Disorders
The treatment of substance use disorders in the United States has never been uniform. During the last
half of the twentieth century, several types of treatment emerged that continue to this day, roughly
defined by their funding sources, including private treatment program and publicly funded treatment
programs. In addition to these types of programs, which can be widely disparate and idiosyncratic, a
non-treatment, free resource for recovery, peer-based recovery support, is an essential contributor to
addiction treatment. In the New Paradigm, these three responses to addiction are at once separate and
interwoven.
The 12-Step programs, the best known of which is Alcoholics Anonymous (AA), are examples of these
free resources for recovery. AA was co-cofounded by Dr. Bob Smith with Bill Wilson. The founding of
AA is celebrated as the day in 1935 that Bill Wilson had his last drink. Formal adoption of the twelve
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traditions occurred in 1950, followed by the publication in 1953 of the book, Twelve Steps and Twelve
Traditions.
During the early decades following the founding of AA, there was a gradual integration between
addiction treatment programs in the private sector and AA. In the early 1950s, a collaboration known as
The Minnesota Model was established that married professional medical treatment with AA. In this
model, 28 days of residential treatment was followed by lifetime participation in AA, and family
members impacted by substance use were encouraged to attend Al-Anon meetings. The Minnesota
Model “defined alcoholism as a primary, progressive disease whose resolution require lifelong
abstinence; extolled the importance of treating the alcoholic and addict with dignity and respect;
emphasized the importance of a mutually supportive treatment milieu; utilized a multi-disciplinary
treatment team and a full continuum of services; and integrated the steps and social support of
Alcoholics Anonymous during and following treatment.”9
The remarkable widespread availability of publicly-funded treatment in the United States began 1971
after President Richard Nixon called drugs, “America’s public enemy number one.”10 For the first time,
the federal government provided significant funding for addiction treatment programs. This funding
which was called demand reduction balanced funding for the traditional law enforcement approach
which was termed supply reduction. Demand reduction focused on reducing drug use through a federal
financial and programmatic commitment to treatment, prevention and research. Because these
programs began in the context of a sudden and intense epidemic of heroin use, publicly-funded
addiction treatment initially focused on the use of methadone to treat heroin dependence. Over the
past four decades, a rich mix of public addiction treatment programs has flourished.11 While some of
these programs formally introduce addicted individuals to 12-step programs as part of the treatment
protocol, the connection is not universally made.
While the need for addiction treatment today is enormous, treatment has remained underused. An
estimated 23.1 million Americans were met DSM-IV criteria for substance use disorders because of their
drug use in the past year but only 2.5 million received treatment through inpatient hospital stays, at
substance use rehabilitation facilities, including inpatient and outpatient care, and at mental health care
centers.12
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Importantly, among the 20.6 million Americans classified as in need of substance use disorder treatment
but who did not receive it, the vast majority, 94.6%, did not think that they needed treatment.13 Of the
5.4% who thought they did need treatment, over two thirds did not make any effort to obtain
treatment. These figures demonstrate a clear disconnect between substance use problems and seeking
and obtaining treatment today. Moreover, given the significant health burden associated with alcohol
and drug use, this disconnect strongly supports the role of others to engage in the identification of
substance use disorders and provide intervention to assist individuals with substance use problems
obtain treatment.14

The Near-Universality of Relapse
What happens when individuals with substance use disorders enter formal episodes of treatment? Data
is not available from privately-funded programs, but half of the individuals that are admitted to publiclyfunded programs successfully complete treatment. Discharge data show that of the 1.6 million
discharges from publicly-funded treatment in 2008, 47% completed treatment and another 14% were
transferred to further treatment.15 One quarter of discharges dropped out, 6% were terminated by the
facility, 2% were incarcerated and 5% neglected to complete treatment for other reasons.16 One of the
primary reasons many individuals do not complete an episode of treatment is because of administrative
discharge, largely due to non-compliance with the program.17 There is support for treatment programs
to revisit their administrative policies and consider using clinical alternatives to ensure that actions
taken are in the best interest of patients.
Formal episodes of substance use disorder treatment are relatively brief, even though addiction is a lifelong, chronic disorder. The median length of stay of individuals who completed treatment episodes in
2008 varied by type of care, ranging from four days for detoxification, to 124 days for outpatient
treatment and 197 days for outpatient medication-assisted opioid therapy.
Whether or not an episode of treatment is completed, the large majority relapses to alcohol and drug
use. Relapse after episodes of treatment is so common that it is often defined as a central element of
this chronic disorder.
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Substance use disorders are costly. The social costs from the use of alcohol and drugs are estimated at
$600 billion each year.18 The National Institute on Drug Abuse (NIDA) conservatively estimates that
“every dollar invested in addiction treatment programs yields a return of between $4 and $7 in reduced
drug-related crime, criminal justice costs, and theft. When savings related to healthcare are included,
total savings can exceed costs by a ratio of 12 to 1. Major savings to the individual and society also stem
from fewer interpersonal conflicts; greater workplace productivity; and fewer drug-related accidents,
including overdoses and deaths.”19
The United States spends an estimated $28 billion annually in the treatment of addiction; and yet, this
spending is much less than for other chronic diseases including diabetes ($43.8 billion) and cancer ($86.6
billion).20 Given the changing landscape of health care in the United States, now is a prime opportunity
to improve the long-term outcomes for individuals with substance use disorders by improving care
provided by addiction treatment programs and providing extended care management.

Defining Addiction, Treatment and Recovery
A. Addiction
Addiction is a chronic disease that has been redefined over many years. The American Society of
Addiction Medicine (ASAM) provides the following brief definition:21
Addiction is a primary, chronic disease of brain reward, motivation, memory and related circuitry.
Dysfunction in these circuits leads to characteristic biological, psychological, social and spiritual
manifestations. This is reflected in an individual pathologically pursuing reward and/or relief by substance
use and other behaviors. Addiction is characterized by inability to consistently abstain, impairment in
behavioral control, craving, diminished recognition of significant problems with one’s behaviors and
interpersonal relationships, and a dysfunctional emotional response. Like other chronic diseases, addiction
often involves cycles of relapse and remission. Without treatment or engagement in recovery activities,
addiction is progressive and can result in disability or premature death.
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The fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) published by the
American Psychiatric Association broadened the scope of addiction diagnosis by using the singular term
substance use disorder (rather than abuse and dependence), which is measured on a continuum of mild,
moderate and severe.22
The disease of addiction results from use of alcohol and other drugs. In many ways addiction is a
disease of youth; the earlier the initiation of substance use, the more likely an individual will have later
substance use problems, including addiction. However, the identification of substance use problems
may be more difficult among young people because this population is generally relatively healthy.
Typically only after a substantial amount of time are substance use problems identified and
interventions provided. In addition to genetic risk for addiction, the normalization of drug and alcohol
use is seductive and can bring people into the disease. Unhealthy patterns of drug and alcohol use
warrant “stigma”, to warn others to avoid such behaviors and to help persons engaged in such
behaviors identify the need for help. In itself, illegal drug use merits stigma. Such social disapproval
relates specifically to stigmatizing the behavior and explicitly not the person. Moreover, there should
not be stigma associated with attaining addiction treatment as has unfortunately been the case in
particular for medication-assisted treatment.

B. Treatment
Some believe that obtaining one or more formal episodes of treatment resolves the problem of
substance use disorders and that such treatment alone can lead to long-term recovery. Within this
context, the principal public health goal is for individuals with substance use disorders to get into
treatment and to stay in treatment for long periods of time. In general, research shows that longer
periods of treatment produce better outcomes,23 but this short formula sidesteps two important
questions: the first is what happens inside the black box of treatment, and the second is what happens
when the patient leaves treatment.
What constitutes treatment of addiction? Treatment often includes education about the disease to help
the individual fully recognize the extend of the substance use disorder, including related problems,
provides structure that promotes healthy living, exposure to peer-based recovery self-help groups,
counseling and strategies for relapse prevention and with medication-assisted treatment, the use of a
prescribed medication.. Drugs such as naltrexone and antabuse are used to treat alcohol disorders and
naltrexone, methadone and buprenorphine are used to treat opioid disorders. However, all of these
strategies on their own are often no match for the powerful forces of addiction. This is because drugs
hijack the brain’s thinking and change the brain over time in persons with substance use disorders. The
prevalence of relapses, even a long time after completing a formal episode of treatment, demonstrates
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that these brain changes are long-lasting, and that maintaining the motivational shifts that aids early
abstinence and recovery is difficult to sustain over the long-term.
How, then, is treatment success best defined and measured? The differences in orientation among
addiction treatment programs reveal the complexity of this question. For some treatment programs,
success is measured in the reduction of substance use, or in their safer use; for others, success requires
abstinence from all use of alcohol and other drugs. No matter the orientation of the treatment
program, success is usually measured during the brief formal episode of care of treatment, typically
days, weeks or months and rarely, years.
Treatment success is often measured in terms that are substance-specific and time-specific. For
example, in medication-assisted treatment, the typical measurement of success is in the reduction of
the use of opiates by patients while they take medications such as methadone, buprenorphine or
naltrexone. An extensive review of the literature shows there is “clear clinical evidence of effectiveness
in reducing opioid use and opioid use-related symptoms of withdrawal and craving as well as risk of
infectious diseases and crime – during the time of active medication but not following medication
cessation.”24 This approach to defining treatment success does not address the harmful use of alcohol
and the nonmedical use of non-opioid drugs, which are commonly used by opiate-dependent patients,
even though some opioid treatment programs do address other substance use. Further, this approach
assumes that the duration of the medication use is similar to the use of insulin by diabetics – that is for
life. In reality, like other forms of addiction treatment, episodes of medication-assisted treatment are
brief. Patients in medication-assisted treatment typically remain so for a number of months with
relatively few remaining for five years or longer. The majority of patients discontinue the use of
medication following episodes of treatment and their subsequent relapse to opiate use is all but
universal.
Medication-assisted treatment is effective and useful as part of a comprehensive, recovery-oriented
program in substance use treatment. Completion rates for medication-assisted treatment and patient
outcomes during treatment for opioid disorders are better than treatment for opioid disorders that do
not include the use of such medications. No matter the form of treatment provided for any substance
use disorder, relapse after treatment is common.
Many treatment programs of various philosophies do not use random drug testing to determine
whether patients are continuing to use drugs and/or alcohol. If programs do use testing, it is usually for
a limited range of drugs; for example, treatment programs may purposely omit testing for marijuana
(cannabis), or do scheduled drug testing. Evidence of other drug and/or alcohol use may not be
collected (untested) or may simply be ignored when it is detected. The length of stay of patients in
abstinence-oriented programs, the most prevalent treatment programs, is usually shorter than the
length of treatment stays among medication-assisted programs. What happens to those patients when
24
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they leave treatment? All substance use disorder treatment programs, whether abstinence-based or
medication-assisted, need to focus during treatment on the use of alcohol and other drugs, and all
treatment programs need to extend their focus beyond discharge to what happens to patients after
they leave formal episodes of treatment.

C. Recovery
Attaining recovery in the context of substance use disorders is the goal of managing the symptoms of
this chronic illness. Addiction is modern chemical slavery; recovery is modern emancipation. There are
many definitions of recovery but the two favored in this report are from the Betty Ford Institute and the
American Society of Addiction Medicine (ASAM). In 2007 the Betty Ford Institute convened a broadly
representative group of experts to define the concept of recovery. In a landmark article they defined
recovery as “a voluntarily maintained lifestyle characterized by sobriety, personal health, and
citizenship.”25 ASAM defined recovery as “a process of sustained action that addresses the biological,
psychological, social, and spiritual disturbances inherent in addiction. This effort is in the direction of a
consistent pursuit of abstinence, addressing impairment in behavioral control, dealing with cravings,
recognizing problems in one’s behaviors and interpersonal relationships, and dealing more effectively
with emotional responses. Recovery actions lead to reversal of negative, self-defeating internal
processes and behaviors, allowing healing of relationships with self and others. The concepts of
humility, acceptance, and surrender are useful in this process.”26 Examples of other recovery behaviors
include self-disclosure, asking for help, honesty, empathy, trust, and forgiveness.
The key feature of both definitions of recovery is that for people suffering from substance use disorders,
recovery requires long-term abstinence from the use of alcohol and other drugs, most often for life.
This is because substance use disorders are life-long. The vast majority of people who consider
themselves to be in recovery consider abstinence from the use of alcohol and other drugs as a defining
element of recovery.27 However, recovery is more than abstinence. Recovery includes healthy living,
wellness, and productive engagement. Recovery is not static but rather a dynamic state of continued
character development and diligent work to prevent relapse. Recovery initiation and maintenance can
be achieved for some with or without treatment as well as with or without medication support.
The crucial element in securing enduring recovery and preventing relapse among individuals with
substance use disorders is not simply formal episodes of treatment. Subtle shifts in thinking, attitudes,
emotion, and behavior precede relapse.28 Given the near-ubiquity of relapse, providing extended care
management (outside a specific episode of treatment) presents a unique opportunity to help the
25
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individual maintain abstinence, in particular through the management of the environment in which the
decision is made to use or not to use alcohol and other drugs.

D. The Role of Recovery Support
In most cases, while a patient is in a formal episode of treatment, it is essential to provide a source of
long-term external support for recovery. For the long haul, the commitment to recovery, ideally
abstinence from alcohol and drug use, needs to become a personal goal for the individual. There must
be a conversion from addicted-thinking to recovery-thinking for the benefits of treatment to be realized.
One of the primary roles of treatment is to begin this process of healing and to educate patients about
the ever-present life-long risk of relapse. Good treatment does more than educate; it also connects
patients to recovery support as part of the treatment experience. Today there exists a broad spectrum
of spiritual, religious and secular mutual aid recovery programs in which many individuals discharged
from treatment programs find continuing care.
One of the largest sources of mutual aid recovery support is the 12-step fellowships of Alcoholics
Anonymous and Narcotics Anonymous. The 12-steps “are a group of principles, spiritual in their nature,
which, if practiced as a way of life, can expel the obsession to drink [or use drugs] and enable the
sufferer to become happily and usefully whole.”29 These, unlike treatment and care management, are
oriented to lifetime participation, free of financial costs, and available almost everywhere. Some people
in stable long-term recovery stop attending meetings. There is, however, a deep wisdom within these
fellowships that recognizes cessation of meeting participation as hazardous. As Alcoholics Anonymous,
widely known as “The Big Book”, states, “[we] alcoholics are men and women who have lost the ability
to control our drinking. We know that no real alcoholic ever recovers control. All of us felt at times that
we were regaining control, but such intervals—usually brief—were inevitably followed by still less
control, which led in time to pitiful and incomprehensible demoralization. We are convinced to a man
that alcoholics of our type are in the grip of a progressive illness. Over any considerable period we get
worse, never better.”30 The use of 12-step fellowships is a common support provided to individuals with
substance use disorders in the New Paradigm. Voluntary participation in AA has also been identified as
a cost-effective strategy for caring for this population. 31
There has been an emergence of recovery support institutions beyond mutual aid groups that could also
be well-integrated into long-term recovery support protocols.32 Sources for recovery support include
but are not limited to recovery housing, recovery schools, recovery industries, recovery ministries,
recovery cafes, and recovery sports organizations. Further, access to stable housing and stable
employment, on which some recovery programs and services specifically focus on providing, are
29

Twelve Steps and Twelve Traditions. (2008) New York, NY: Alcoholics Anonymous World Services, Inc. p.15
Alcoholics Anonymous. (2001). New York, NY: Alcoholics Anonymous World Services, Inc. p. 30.
31
Humphreys, K., & Moos, R. H. (1996). Reduced substance-abuse-related health care costs among voluntary
participants in Alcoholics Anonymous. Psychiatric Services, 47, 709-713.
32
White, W., Kelly, J., & Roth, J. (2012). New addiction recovery support institutions: Mobilizing support beyond
professional addiction treatment and recovery mutual aid. Journal of Groups in Addiction & Recovery, 7(2-3), 297313.
30

11

examples of important elements that assist people in maintaining their recovery. The various recoverybased services available today can serve and support all individuals with substance use disorders for
extended periods of time, including a lifetime.
The New Paradigm supports the concept of recovery management which has be described as “a
philosophy of organizing treatment and recovery supports to enhance early engagement, recovery
initiation and maintenance, and the quality of personal/family life in the long-term.”33 Like other types
of continuing care management, assertive recovery monitoring and recovery management check-ups
have been established to improve outcomes and provide cost-savings.34 35 36 37

The New Paradigm for Recovery
The New Paradigm for Recovery is a system of long-term care management. The New Paradigm
manages the environment in which the decision is made to use or not to use alcohol and drug use. Its
goal is to make recovery a reality for far more people leaving episodes of formal substance use disorder
treatment. This management system is sustained for many years, like the care management for other
chronic illnesses.
The shift in focus from episodes of treatment to the long-term management of the environment of the
addict is important because the rewards of alcohol and drug use are immediate, concentrated, and
predictable, but that ceases to be the case as the disease progresses. The rewards of abstinence, and
long-term recovery, are delayed, and uncertain to those not in recovery. Furthermore, among addicted
individuals, there is an inherent strong cognitive bias toward immediate reward, and a discounting of
future rewards, even though such rewards may be larger in magnitude.38 This means that even when
others involved with an addicted person advise against use and offer strong and compassionate support
for abstinence, they find they have limited authority and power. The addict commonly relapses
impulsively, compulsively, and in hiding. It may be a long time before relapse to alcohol and drug use is
detected. Then the response to relapse is typically to return the addicted person to treatment, which
33
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can be a difficult and expensive struggle. Once the crisis subsides and the addict regains some measure
of control, the addict leaves formal episodes of treatment, once again to try to manage the problem
independently.
The cycle in and out of episodes of treatment is often considered an inherent part of an addict’s struggle
with a substance use disorder. It is well-accepted that treatment can be successful, at least for a time.
If the gains of primary treatment can be reinforced over a long period of time, then the scales are tipped
away from returning to use and toward long-term recovery. When that shift occurs, recovery is the
expected outcome of treatment, not relapse.
To manage the environment in which the decision is made to use or not to use substance, the New
Paradigm begins with a signed mutual agreement between the individual and the supervising entity
(for example with a family, an employer, or legal authority) to abstain from alcohol and drugs. This is
best completed at the time of initial formal treatment engagement, following the personal, domestic, or
legal crisis that has precipitated the treatment intervention, and when the individual’s motivation for
change is most likely to be at its highest. Typically the agreement is signed by both parties as part of or
after successful completion and discharge from treatment through the use of a supportive care
management structure. The individual is subject to frequent random drug and alcohol testing to
quickly identify any relapse for an extended period of time, commonly many years. Relapse and any
missed alcohol or drug tests are met with known, swift and certain responses. The monitoring
agreement provides leverage, creating incentives for the individual to comply with recommendations of
qualified treatment professionals. Individuals with substance use disorders are strongly encouraged,
or even required, to engage in community-based support meetings. For the vast majority of
individuals, this means participation in the 12-step fellowships of AA and NA. Through the care
management process, individuals obtain a sponsor and work the 12-steps, with meetings reinforcing and
sustaining the work recovery that was begun in treatment. By maintaining abstinence and complying
with the monitoring agreement, the individual benefits directly
The New Paradigm is an accountable system of care management. Leaving recovery decisions to the
addicted person means (for many), abandoning that person to the power of the addicted brain. In
contrast, active care management helps individuals abstain from substance use by holding them
accountable for their decisions, thus keeping them on the path toward recovery. This system of care
management must be prolonged precisely because the risk to relapse is life-long.
Within an individual with a substance use disorder lies two different people: the person when using and
the person when in recovery. When the individual is using, the substance use hijacks that person’s brain
reward and minimizes and denies the negative consequences of use. When the individual is drug- and
alcohol-free, that person sees and even magnifies the losses in perspective from the substance use and
experiences and even celebrates the benefits of being abstinent. The strategy of the New Paradigm is to
enhance accountability by providing care management through monitoring and consequences in dealing
with that first person in order to reveal and sustain the second person. The consequences are clear, and
agreed upon in advance by the addicted individual and those providing the recovery monitoring. This is
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a process that takes not days or weeks but months and years and is an important part of the path to
long-term recovery.
Not every alcohol or drug user needs the complex, long-term care management of the New Paradigm.
Many people with serious problems resulting from their alcohol and drug use respond to advice from
family, friends and health care professionals to cut down or to stop their use of alcohol and other drugs.
Many individuals do well in treatment and successfully achieve abstinence and recovery on their own or
with support from others. Moreover, the wide array of recovery programs and related support can
provide many individuals with the tools they need. It is important to respect this truth and to encourage
such individuals to continue on their path to recovery.
The New Paradigm specifically responds to the needs of people who are not deterred from use by
simpler interventions or who have not successfully engaged in recovery mutual aid support. The New
Paradigm is best for people who have failed at treatment, for those who may not succeed in 12-step
mutual aid recovery support, for those whose substance use has disrupted their lives, and for people
whose lives, including their jobs, require a guarantee of abstinence. However, the strategies of the
New Paradigm are flexible and also can help individuals at lower risk of relapse. The concepts of the
New Paradigm can be used universally to shift the balance of decision-making toward lasting recovery
and away from relapse. For low-risk patients, rather than entering an expensive and complex program
of recovery support, the most practical approach is to find elements of the New Paradigm that are
affordable and easily implemented based on individual need. The New Paradigm should always include
random drug testing.
The aggressive and comprehensive strategies of the New Paradigm can be undermined by a common,
understandable and even noble attitude among families and friends to respect the wishes and actions of
the addicted individual. Their philosophy is often to support and encourage but not to direct or to
control the individual; to be endlessly patient and respectful, even when the individual’s choices are
reckless and perhaps life-threatening, until and unless the individual decides to recover. When facing
addiction of a loved one, many people find it easy to enable ongoing substance use without realizing
that they are doing so. Many peer-based support groups for families impacted by addiction, including Al
Anon, stress the need for a “compassionate detachment” in which families separate themselves from
the individual’s substance use disorder and related problems.
The New Paradigm is dramatically different from detached “tough love.” With the New Paradigm there
is strong engagement, not detachment. This approach encourages a clear-eyed calculation of the
addicted person’s interests. The New Paradigm’s philosophy encourages direct, consistent engagement,
support and reinforcement, holding the individual accountable with meaningful consequences and
rewards. Family members, friends, employers, health care professionals, legal advisors and correctional
agents as well as most people who know of the individual’s substance use disorder potentially are
members of the support group of those suffering from a substance use disorder. The engagement of
others in the support of the individual is an important part of the New Paradigm.
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Current Applications of the New Paradigm in Private Settings
A. Monitoring by Organizations of Professionals
Professional organizations first adopted monitoring programs for their members that were suffering
from substance use problems who were working in safety-sensitive positions. Subsequently and not
surprisingly, many of the individuals who developed the professional monitoring programs of the New
Paradigm were, themselves, in long-term recovery.
Although monitoring for compliance is conducted for other chronic illnesses, such as diabetes and
hypertension, the monitoring of substance use disorders by organizations of professionals is unique in
that it is mandatory, intensive and prolonged. Unlike other chronic disease monitoring programs, in
these substance use disorder monitoring programs, there are serious consequences imposed for noncompliance.
1. Physicians. The physician health movement began in the early 1970s. An article published in the
Journal of the American Medical Association in 1973 entitled, “The Sick Physician”39 for the first time
documented the prevalence of substance use disorders among physicians. The American Medical
Association (AMA) encouraged state medical boards to take action to help physicians with substance use
disorders. Physician health programs (PHPs) were created as clinical arms to manage the population of
their membership that had documented serious substance use problems.
Many leaders of the PHP movement were – and are today – in recovery, meaning that they were
diagnosed with substance use disorders and worked their way into solid recovery over the course of
many years. Their experiences guided the development of the PHP model, which largely provided the
basis for the New Paradigm. Virtually without exception, these founding physicians in recovery were
active in the 12-step fellowships of AA and NA, and most had found their way into recovery only after
the forceful intervention of family members and professional colleagues – including medical licensing
boards. One early PHP leader described the process of intervention and monitoring as being “a two-byfour to the head, not once but repeatedly, to get the attention of addicted doctors.”40
Physicians referred to their state PHP are evaluated for substance use disorders as well as mental health
disorders and comorbid conditions. Following evaluation, the PHP oversees and manages the
treatment, long-term monitoring and advocacy of the participants, for a period of five years or longer. A
monitoring contract is signed, holding the participants to the standards of the PHP including abstinence
from alcohol and drugs, with immediate and serious consequences for non-compliance. When indicated,
participants are referred to appropriate treatment for substance use disorders and for any other
comorbid conditions.41 Leaving the PHP program or relapse to substance use means the risk to the
39
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physician of loss of the license to practice medicine, as physicians are accountable to their state medical
boards. A national study of PHPs showed that of physicians whose treatment was documented, 78%
participated in residential or intensive outpatient day treatment lasting between 30 and 90 days (with
an average of 72 days).42 Physicians commonly participated in outpatient treatment for two to 12
additional months and typically were removed from medical practice during that time. Upon discharge,
participants were closely monitored, most commonly for periods of five years or longer. Participants
were subject to frequent random drug and alcohol testing. Active attendance in community-based
recovery support groups, most commonly AA and NA meetings, was required. As a part of the process,
PHPs served as advocates for participants and informed the physicians’ communities that they were
doing well in the program, and supported their return to medical practice.
PHPs set the standard for long-term outcomes of individuals with substance use disorders. The first
national study of the PHPs showed that that the majority of participants had excellent long-term
outcomes and few relapses.43 Among physicians monitored for five years following treatment, 78%
never had a positive test for alcohol or drugs.44 Of participants who tested positive, two thirds had only
one positive test over this prolonged period of monitoring.
Subsequent research focused on physician specialties has shown that both surgeons and
anesthesiologists have the same good outcomes as their peers.45 46 The national PHP data continues to
be used today.
2. Nurses. While many PHPs monitor other health professionals, other professional monitoring
programs also exist specifically for nurses. Approximately 250,000 nurses suffer from substance use
disorders.47 Nurses with substance use disorders are referred to alternative-to-discipline programs
(ATD), a very similar approach to the PHP.
The Intervention Project for Nurses, the first program for nurses with substance use disorders modeled
after Employee Assistance Programs (EAPs), started in Florida in 1983. Nurses are considered the
largest group of health care professionals; however, sanctions against them for substance use problems
can be more stringent than physicians.48 The 2010 National Council of State Boards of Nursing (NCSBN)
42
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survey found that on average, 128 nurses per board, 7,552 across all nursing boards in the United
States, are identified as having alcohol- and drug-related issues each year.49 Furthermore, substance
use disorders are attributed to approximately 67% to 90% of the disciplinary actions by state boards of
nursing.50 Most state monitoring programs for nurses have adapted the core structure of PHPs to a
varying degree. These monitoring programs emphasize the peer support model and often engage
participants in a group for the full duration of the monitoring period through contacts by nurses in
recovery. Data on treatment compliance and outcomes are forthcoming for the monitoring initiatives in
the state of Pennsylvania.
3. Commercial Airline Pilots. The Human Intervention Motivation Study (HIMS) monitoring program
for airline pilots has been in formal operation since the early 1980s but the elements of the program
were first developed and implemented in 1974, during the same period in which the PHP movement
began.51 At the time, the Federal Aviation Administration (FAA) examined the prevalence of alcohol
problems among pilots and worked closely with the airline pilot unions and airlines to address the
problem. The airline pilot unions wanted to protect their constituents while airlines wanted to avoid
losing money in accidents involving alcohol. These three groups began their work with a goal of helping
pilots with alcohol problems obtain five years of sobriety before returning to flight. Over time the
required length of sobriety was reduced to three years and then to one year. The leaders developing
the program found that a 28-day treatment program alone was not sufficient enough to produce longterm abstinence and most pilots relapsed. The program was amended to provide aftercare which
proved to be very beneficial.
Pilots are most commonly referred to HIMS by their peers for substance use problems.52 Once in HIMS,
pilots are evaluated. Pilots diagnosed with substance use disorders are removed from active flight duty
and enter treatment, typically a 28-day inpatient treatment stay. Upon discharge, pilots enter aftercare,
a period that lasts for two years from the date they are returned to duty. Aftercare includes outpatient
treatment with a psychiatrist, weekly group therapy and close linkage to 12-step fellowships. Pilots are
monitored through random testing for alcohol and drugs.
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From inception through July 2008, over 4,200 pilots were successfully monitored and returned to flight,
with an average of 120 pilots identified, treated and return to work each year.53 HIMS has a long-term
success rate of nearly 90%.54
4. Lawyers. The Commission on Lawyer Assistance Programs (CoLAP) of the American Bar Association is
mandated to educate the legal profession on problems related to substance use, mental health and
related issues, and support the work of state programs. LAPs exist in every state, as well as the District
of Columbia and the Virgin Islands, with the large majority of programs founded in the 1980s and 1990s.
Like PHPs, LAPs vary from state to state. A survey of LAPs showed that many provide services beyond
active lawyers, including inactive, suspended or disbarred lawyers, law students and judges; some also
provide services to employees of law firms and family members.55 All LAPs provide services specifically
for problems related to alcohol and drug use while the large majority of these programs also provide
services related to mental health issues. Among surveyed LAPs in 2012, the following types of services
were provided for admissions: monitoring (79%), assessments/evaluations (76%), monitoring contract
development (74%), alcohol and drug testing (74%), and support groups (55%).

B. Addiction Treatment Programs
Many addiction treatment programs provide aftercare to their patients upon formal discharge from
inpatient residential treatment; however, managing short- and long-term follow-up with discharged
patients may be a difficult additional administrative task and raise unanswered reimbursement
questions. Such a cultural shift to long-term care is not easy for treatment programs. Many residential
programs are developing new aftercare monitoring programs to maintain contact with discharged
patients for longer periods of time.
1. Caron Recovery Network’s My First Year of Recovery. Caron Treatment Centers has developed
a new aftercare monitoring program, “My First Year of Recovery” (MYFYR). MYFYR is based on the PHP
model of care management and is offered to patients and families after residential treatment is
completed. Before discharge, the patient and family meet with their assigned Recovery Care Licensed
Specialist to develop and sign a “recovery for life” contract. These agreements state that patients will
abstain from the use of alcohol and other drugs; moreover, they outline the consequences for relapse as
determined by patients and their families. Patients and families sign HIPPA and state compliant releases
to permit Caron to communicate with the circle of support around the patient, including employers,
outpatient therapists, primary care physicians, etc.
MYFYR begins immediately upon discharge as a continuum of care extension from a residential setting
at Caron. The program costs $7,500 per year for up to three years. Caron works with the patients’
53

Ibid.
Ibid.
55
American Bar Association. (2013). Commission on Lawyer Assistance Programs. Chicago, IL: American Bar
Association. Available:
http://www.americanbar.org/content/dam/aba/administrative/delivery_legal_services/ls_del_2012_lap_compreh
ensivesurvey.authcheckdam.pdf
54

18

outpatient care providers and then transitions into managing the care environment. The patient and
two family members are assigned a recovery specialist team made up of one patient specialist and one
family specialist. The specialists conduct three individual calls per month and one joint conference call
with the entire circle of support identified by the patient. As part of the program, patients are subject to
random urine drug tests, up to two times per month or if there is collateral information to indicate a
random test. To do so, patients receive GPS notification on their mobile phones of the nearest
designated laboratory to which they must go and provide a drug testing sample. Upon completion of
the drug test, Caron relays the results to persons designated in the contract, including the patient.
MYFYR requires patients to participate regularly in a 12-step fellowship and obtain a sponsor. After six
months, Caron hosts patients at a recovery check-up event to evaluate their progress. Between six
months and one year of program participation, patients and family members are individual encouraged
to attend a four-day, “Breakthrough” program to confront their emotional recovery needs. Patients and
family members also participate in the Caron Recovery Network, an educational 12-step-based
educational platform where they can interact in recovery communities, receive ongoing support, track
their 12-step work, and interface with their assigned specialists.
As of January 2014, MYFYR included 82 patients and 100 family members. Results of the urine testing
indicate very good substance use outcomes. A total of 68% of all urine samples have been obtained
with 91% of them negative for drugs and alcohol. Of the 39 patients who have had some substance use,
51% remain engaged in the program with improved urine drug testing results. Caron reports that the
MYFYR identifies relapse sooner among its participants than the general recovery support program
which is only based on self-report and has a higher percentage of dropout rate by month six.
2. Livengrin Foundation’s Treatment and Recovery Engagement and Coordination. The
Treatment and Recovery Engagement and Coordination (TREC) program was developed by the Livengrin
Foundation, Inc. based on the PHP model. TREC is an “extra-treatment” system that works in parallel to
the existing treatment structure, focused on increasing treatment initiation and early engagement as
well as long-term recovery support. At the core of the TREC program is the agreement between the
individual, treatment provider, and those that have a vested interest and external impact on the client.
The agreement is individually tailored to include personalized motivators and associated external
components, as well as clear expectations and consequences. The TREC agreement is developed
through a detailed assessment of an individual’s motivations, values, barriers, and resources as well as
interviews with family, employers, employee assistance programs, probation officers, and relevant
others. Close monitoring and rapid response to relapse or preliminary indicators of relapse are also
critical components of the TREC program.
Recovery coordination efforts of TREC include tailoring alumni support to connect participants to the
recovering community, ongoing family and support training and education, intensive support by a case
manager throughout a full continuum of inpatient and outpatient care, and a combination of telephone
and in person follow up support for one year.
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TREC was initially a trial approach to working with a subpopulation of the treatment population with risk
factors for early disengagement. Since the inception of TREC, the retention rate for the subpopulation’s
completion of treatment has almost doubled from 43.75% to 83% (comparing April-June 2012 to AprilJune 2013). The most recent data show that those at the highest risk for disengagement are now staying
10% longer than the lower risk general population.

C. Independent Monitoring Programs
A number of independent monitoring programs and consulting groups providing services directly related
to the New Paradigm. Most clients entering monitoring after treatment programs, but also other
referral sources, including families.
1. RecoveryAssurance. RecoveryAssurance is an example of an independent monitoring program that
since 2010 has provided care management to individuals with substance use disorders, most of whom
are referred upon discharge from treatment. RecoveryAssurance is modeled after the monitoring
provided by PHPs and includes daily check-ins for random drug screens as well as accountability and
support through a designated clinical Advocate. The monitoring contract outlines an accountability plan
based on continuing care recommendations from referring treatment program or provider. The
individual agrees to abstain from alcohol and other drugs, to submit to random urine drug testing, and
to permit the program to contact appropriate individuals such as family members or employers to give
progress reports, including relaying drug test results. Participation in 12-step meetings is required and
monitored by the individual’s designated Advocate. RecoveryAssurance requires contact with anyone
prescribing participants medications.
Participant Advocates, who are licensed clinicians, communicate with participants by telephone
regularly. During the first quarter of the one-year commitment, participants communicate with their
Advocates at minimum two times each week and once each week for the rest of the year. Advocates
communicate with family members on a regular basis that can be daily, weekly or monthly as needed to
provide education and support.
When relapse occurs, the individual is required by contract to be reassessed to determine the level of
care needed, and if indicated, may return to the referring treatment program. Individuals who miss
tests are contacted immediately by their Advocate and a test is scheduled for the following day.
Appropriate contacts are notified of the missed test. About 20% of urine tests are missed and handled
in this way. Following a missed test, the individual is subject to more frequent testing to detect possible
relapse.
As of this writing, RecoveryAssurance has enrolled 120 clients with 40 currently active as of November
2013. Early statistics indicate a successful completion rate of approximately 75%. A one-year
commitment to the program is required and costs $4,000 with an additional $1,500-$2,500 for urine
testing.
2. Messinger Advisors. Messinger Advisors, LLC works with family businesses and trustees in the
private pay industry to provide private contingency management for individuals with substance use
disorders, modeled on the programs monitoring professionals. Messinger Advisors specifically uses
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family influence to support recovery. Families are educated about addiction and assisted in developing
appropriate monitoring agreements and trust documents to hold individuals with substance use
disorders accountable for their actions and to support their long-term recovery. When indicated, clients
are referred to quality treatment, and they are closely monitored to ensure adherence to the signed
contract.
3. O’Connor Professional Group. The O’Connor Professional Group is another example of an
independent group that provides monitoring services and supervises the care of individuals with
substance use disorders. The large continuum of services includes intervention and placement into
treatment, but most relate to home-based care management. Early on in monitoring, clients are
contacted by their assigned case manager at least once each week to ensure the individual is attending
individual therapy visits, 12-step meetings and meeting other obligations. In-person meetings and home
visits are also used to maintain contact and to monitor progress of short- and long-term goals. Frequent
drug testing is administered by vetted providers in community or by O’Connor Professional Group
employees. Family education and communication is an integral part of supervision of the individual,
including informing appropriate members of the occurrence of relapse and determining treatment
options, or increased services.
4. Post Treatment Supervision. Post Treatment Supervision (PTS) provided by Greenberg & Sucher,
P.C. monitors individuals who have completed primary treatment for substance use disorders using the
model of the PHPs. This program has been in place for 15 years providing services for participants at the
request of families, employers, the legal system, self-referral, etc. The program requires a minimum
commitment of six months but last for three or more years; the average participant contract is for 24
months. Individualized monitoring agreements outline all elements of the program including the
expectation of abstinence from alcohol and other drugs and responses to relapse. The program includes
diagnostic monitoring, including random and directed alcohol and drug testing. In addition to random
tests, if a therapist or family member suspects the participant has relapsed, a test is conducted
immediately. Participants participate in individual therapy as well as peer-based recovery support
groups.
Reimbursement for services is possible through insurance with this model because the care is overseen
in a medical context by a certified addiction medicine physician using ICD-9 codes, CMA codes, group
therapy and/or progress evaluations. The average cost is from $5,000 to $7,5000 per year plus the cost
of drug testing which would average additional $150 per month.

Current Applications of the New Paradigm in the Public, State and
Federally Funded Settings
The New Paradigm is being used successfully in a limited number of public program settings. Because
many of the New Paradigm programs work with relatively well-off, well-educated persons with
substance use disorders, there has been criticism of the application of the New Paradigm to
disadvantaged groups. The experience within the criminal justice system begins to answer that
criticism. Several notable programs have been implemented and evaluated showing remarkably high
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levels of long-term success in the public sector criminal justice setting. Slowly these programs are taking
hold and spreading across the country. To our knowledge the New Paradigm has not yet been adopted
in other types of public addiction treatment programs.

A. Criminal Justice System Programs
The three criminal justice programs discussed below are independent of one another yet they share a
similar and very successful model. These programs vary greatly in terms of treatment requirements;
however, treatment is available and offered to program participants who need it.
1. HOPE Probation. Hawaii’s Opportunity Probation with Enforcement (HOPE) was developed in 2004
in Honolulu in a collaborative effort led by First Circuit Judge Steven S. Alm. HOPE targeted high-risk
probationers, including sex offenders, individuals with serious substance use problems, those failing
standard probation, and domestic violence offenders. Most HOPE participants are unemployed and
undereducated felons. Participants are given a warning hearing, where the rules of the program are
explained: Participants are subject to frequent random drug and alcohol testing. A missed test or a
positive drug test is met with an immediate short-term jail stay (a few days to one week). Treatment is
available to offenders who request it and to those who demonstrate the need for treatment by
continued non-compliance and relapse.
In a randomized controlled study of HOPE Probation versus standard probation, HOPE participants were
55% less likely to be arrested for a new crime; 72% less likely to use drugs; 61% less likely to skip
appointments with their probation officer; and 55% less likely to have their probation revoked.56 On
average HOPE participants spent 48% fewer days incarcerated than standard probationers. Over the
course of one year, 51% of HOPE participants never had a positive test; 28% had only one positive, 12%
had two, and 9% had three or more positives.57
Since inception, HOPE has expanded its management of offenders in Hawaii to six felony and three
domestic violence misdemeanor courts. As of August, 2013, HOPE included 2,200 offenders, of which
accounted for nearly one quarter of all felony probationers on Oahu.58 New HOPE-based programs,
including pilot programs, have been developed in 18 states across the United States.
2. Drug Courts. Drug Courts use the criminal justice system to promote public safety and public health
through therapeutic jurisprudence. A team, made up of judges, prosecution, defense counsel, law
enforcement (such as probation officers) and treatment providers work together to provide a system of
support, monitoring and care for offenders. 59 Every participant is clinically assessed to identify and
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meet the individual’s needs, including developing a treatment plan. Participants are closely monitored
through frequent random testing for alcohol and drugs and through scheduled and unscheduled visits to
the home and place of employment. Participants are required to abstain from alcohol and other drugs,
attend court appointments and meet treatment requirements. Active and compliant participation is
rewarded and reinforced by the team. Noncompliance is quickly met with sanctions imposed by the
judge in the court setting.
Best practices dictate that Drug Courts should focus on the most high-risk, high-need offenders, who
have substance use disorders and who are at substantial risk for reoffending or not succeeding under
standard protocols of community supervision.60 Drug Courts may be successfully linked to other
programs for mutual benefit; for example, offenders who fail in Hawaii’s HOPE Probation may be
transferred to a Drug Court where intensive treatment and more supervision are provided.
3. 24/7 Sobriety Project. South Dakota’s 24/7 Sobriety Project was targets repeat driving under the
influence (DUI) offenders and is used as a condition for bond or pre-trial release, for granting of a
suspended sentence or probation, and in family court as a requirement for parents of abused or
neglected children. Upon entering the program, participants are required to abstain from the use of
alcohol and drugs and comply with program requirements. Participants are subject to either twice-daily
alcohol breath tests and random drug urinalyses, or wear continuous alcohol monitoring bracelets and
sweat drug patches to identify substance use. Any positive test, missed test or tampering with testing
devices results in swift and certain sanctions, typically one to two nights in jail. A recent RAND study of
the program between 2005 and 2010 showed that over 99% of the alcohol tests conducted on the
estimated 17,000 program participants were negative.61 Additionally, the implementation of the 24/7
Sobriety Project was associated with a 12% decline in repeat DUI arrests at the county level for the state
and a 9% reduction in domestic violence arrests.

Future Applications of the New Paradigm
The current applications of the New Paradigm are varied and demonstrate how elements can be used in
various populations with success. There is much potential for extending the New Paradigm. The
established contingency management programs for professionals could be extended to other
employees. For example, HIMS is specifically for pilots and has not been extended to other airline
employees.
Although for many applications of the New Paradigm, monitoring begins upon successful completion of
episodes of formal treatment, a system of contingency management and monitoring couuld be very
helpful to individuals who otherwise do not successfully complete treatment.
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Another general population for whom the New Paradigm is particularly relevant is individuals whose
substance use threatens others. For example, parents with substance use disorders who share custody
and/or visiting rights with another non-using parent could benefit from contingency management.
Monitoring could provide them with evidence to support their visitation and/or custody status with
their children.
Clinical populations with significant health and psychosocial needs such as Medicaid-eligible populations
could also benefit tremendously from the New Paradigm. For example, there are many needs-based
prenatal and postpartum services in existence for low-income maternal populations (e.g., Healthy Start,
Parent-Child Assistance Program, Nurse-Family Partnership). These tend to be very comprehensive;
however, none specifically targets reduction or abstinence from substance and alcohol use. While they
would likely benefit from care modeled on the New Paradigm for their substance use problems, likely
challenges to address include: (1) how to incorporate and supplement monitoring-based approaches as
part of the existing infrastructure for prenatal services; (2) how to continue motivating patients or
finding leverage to help them engage in the long-term monitoring; (3) identifying a funding source for
the intense long-term care.
One ongoing example of use of the New Paradigm in this arena is led by Treatment Research Institute
(TRI) with mothers at risk for having children with fetal alcohol spectrum disorders in Alberta, Canada
funded by the Alberta Human Services. The existing prenatal/postpartum services for these expectant
mothers is supplemented with incentive-based Soberlink® monitoring for alcohol use. This promising
project is spurring much interest in this approach within the area.
Another example comes from TRI researcher Yukiko Washio, Ph.D. working with leaders of a county in
Minnesota who are concerned about drinking issues among adolescent girls in the area. Incentivebased Soberlink® monitoring for alcohol use will be first piloted among pregnant adolescent girls. Dr.
Washio will then expand this approach to school-aged girls in the county. The county has an
infrastructure (i.e., judicial system, schools, healthcare) in place to drive this innovative approach to
reduce alcohol use among this at-risk population.

Ethics of the New Paradigm
The New Paradigm provides accountable addiction care management, creating incentives for an
individual to comply with recommendations of qualified treatment professionals. The New Paradigm
uses appropriate leverage to hold individuals accountable for their actions. Treatment programs,
monitoring providers, and family members are all advocates for the individual. The focus of the New
Paradigm is helping the individual attain and maintain long-term recovery. The steps taken on that path
must be in the interest of the individual and be ethically sound. If an individual relapses, the first
question is what does the person need – more treatment, an intervention, or something else. Use of
the contingency should be the last resort and the sign of a failed case.
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A. Appropriate Leverage, Reward and Contingency
Leverage is not one-size-fits-all for individuals with substance use disorders. Leverage provides external
motivation for the individual to remain abstinent while internal motivation can develop and solidify on
the individual’s path to recovery. Leverage and contingency, including rewards and benefits, must be
outlined in the contingency monitoring contract. For individuals entering a New Paradigm-based
monitoring program immediately following treatment, the contract should be signed prior to treatment
discharge, when motivation is likely to be at its highest.
Leverage must be age-appropriate. Adults may face consequences of their substance use in the
workplace, making their employment an important source of leverage. For others, family relationships
can be an important leverage. Some individuals under supervision of the criminal justice system must
abstain from substance use to maintain their freedom or parental visitation privileges. Adolescents with
substance use disorders may be reliant on their families for support related to finances, education (e.g.
college tuition), transportation (e.g. driving privileges), or social activities (e.g. telephone privileges).
Maintaining healthy family and other relationships can be an important leverage for many individuals
(e.g. visits with extended family (children/grandparents); participating in family meetings, etc.). It is
important to identify what is valuable to the individual and integrate it into the care management to
provide appropriate leverage. No matter the leverage used and the resulting consequence to hold the
individual accountable, relapse to use does not mean cutting off the individual from support.
Positive, rewarding contingencies need not be large to impact behavior; however, the rewards and,
similarly, consequences must occur immediately after a specific behavior occurs. The use of small
contingencies has been effective in making behavioral changes related to the use of substances among
high-risk populations. For example, pregnant women who smoke cigarettes during pregnancy were
provided small rewards for bio-chemically verified smoking abstinence.62 Smoking abstinence was
rewarded and reinforced through receipt of vouchers. The cost over the pregnancy and three-month
postpartum period per woman was ~$400 with a maximum potential earning of $1,000. Results indicate
support for improving abstinence rates and birth outcomes. Helping pregnant women to abstain from
smoking during pregnancy in the United States can produce an estimated saving of over $4 billion per
year from neonatal, first-year infant care and maternal medical costs and lost productivity.
The clear, known, and consistent use of leverage and rewards outlined in the monitoring agreement
specifically designed for the individual is a crucial part of ensuring the successful use of the New
Paradigm in any population.
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Factors that Contribute to the Success of the New Paradigm
A. Coordinated Support and Case Management
The New Paradigm requires a team approach to monitoring and managing individuals with substance
use disorders and often includes the coordination of medical and psychiatric care with case
management. Although the programs differ, the professionals’ monitoring organizations, like the
programs of the criminal justice system, and post-treatment and independent monitoring programs,
have a network of people working together and in close communication.
Using a third party monitor, outside of the individual’s family, provides freedom to the family to be
engaged in the individual’s recovery without having to be responsible for ensuring the individual
adheres to the monitoring contract directly. Care management removes family and others from being
the “addiction police.” It should not be the responsibility of a family member to develop a monitoring
contract or facilitate the drug and alcohol testing, or other program elements though families can play
an integral part of helping the monitored individual attain and maintain recovery. The level of
monitoring outlined in the New Paradigm requires case management outside the family circle.

B. Drug and Alcohol Testing Technology
Testing technology is an essential part of monitoring individuals with substance use disorders; however
it is also a helpful tool for individuals that wish to demonstrate their sobriety with objective data to
family members and employers, among others. This can be critical to regaining the trust that has been
lost. Drug testing is a measure of stability of this chronic illness, primary symptoms of which include
denial and minimization of use.
Drug and alcohol testing technology has dramatically improved over the last few decades. Today testing
is no longer limited to urine; other testing matrices include oral fluid, hair and sweat, each of which has
benefits and drawbacks. The rapid and remote technology that monitors breath alcohol concentration
has changed alcohol monitoring. For example, Soberlink, Inc. developed the first handheld mobile
breath device designed specifically for remote alcohol monitoring. The Soberlink Breathalyzer® takes a
photograph of the user being monitored at the time a sample is provided to confirm his or her identity.
The photograph, immediate alcohol test result, and geographic location information are wirelessly
transmitted to Soberlink’s cloud-based monitoring website. Direct alerts can be set up for contacts to be
notified when there is a violation, including a missed test or positive test result. The technology is used
in some areas by the criminal justice system and is used by some PHPs and private monitoring groups.63
Transcutaneous remote continuous alcohol monitoring (SCRAM CAM®) is worn 24 hours a day and
samples the individual’s perspiration every half hour to measure for alcohol consumption.64 This
technology is successfully used among criminal justice system programs. Finally, identification of alcohol
markers EtG and EtS have expanded the scope of alcohol testing.65
63

See Soberlink: http://www.soberlink.net/
See SCRAM Systems: http://www.scramsystems.com/
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The type of testing conducted, matrix and technology used, either screening immunoassay (on-site or
laboratory) and/or confirmatory (gas chromatography-mass spectrometry [GC-MS] or liquid
chromatography-mass spectrometry [LC-MS]) are important elements of the contingency management
contract, as is the panel of drugs for which the individual may be tested.66 The inclusion of marijuana
and alcohol has been debated among some drug tested populations but both are recommended for
inclusion in testing protocols in the New Paradigm. All drugs that have been identified as problems for
the individual should be included on tests, as should the most frequently used drugs. In order to be
effective, drug and alcohol testing cannot be sporadic or scheduled. It must be random and frequent,
particularly early on in the path to recovery. As time passes, testing may become less frequent but
always random.

C. Recovery Support
Many varieties of recovery mutual aid groups and non-clinical peer-recovery support services offered by
treatment programs, recovery-based community organizations, and allied service organizations (e.g.,
recovery ministries).67 Managed health organizations may provide services from Peer Recovery Support
Specialists (PRSS) and access to independent recovery coaches. While these services may be available in
many locations throughout the United States, they may or may not be standardized even within
programs of the same name or genre. This report serves as a guide to features that may be available in
such services.
Not every person achieves the important status of recovery through the use of one (or more) peer
recovery support services; however, such services can provide much-needed assistance to the
individual. For example, in the 12-step fellowships, linking with a sponsor – and later, becoming a
sponsor – is a useful part of working toward recovery. In 2012, an estimated 2.1 million Americans
obtained informal treatment in a self-help group.68
The main text of Alcoholics Anonymous, “The Big Book”, describes the way in which peer-based
connections work, noting that individuals with substance use disorders may be hesitant to discuss their
situation even with qualified individuals, but for example, for alcoholics, “the ex-problem drinker who
has found this solution, who is properly armed with facts about himself, can generally win the entire
confidence of another alcoholic in a few hours. Until such an understanding is reached, little or nothing
can be accomplished. That the man who is making the approach has had the same difficulty, that he
obviously knows what he is talking about, that his whole deportment shouts at the new prospect that he
is a man with a real answer, that he has no attitude of Holier Than Thou, nothing whatever except the
66

For example, federal drug testing programs include on-site urine tests to identify amphetamines (various
stimulant drugs as a drug class), marijuana metabolites (THC), cocaine metabolites, opiates (natural opiates such as
codeine and morphine), and phencyclidine (PCP). There are far more testing options beyond these drugs.
67
Center for Substance Abuse Treatment. (2009). What are Peer Recovery Support Services? HHS Publication No.
(SMA) 09-4454. Rockville, MD: Substance Abuse and Mental Health Services Administration, U.S. Department of
Health and Human Services. Available: http://store.samhsa.gov/shin/content/SMA09-4454/SMA09-4454.pdf
68
Substance Abuse and Mental Health Services Administration. (2013). Results from the 2012 National Survey
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sincere desire to be helpful; that there are no feeds to pay, no axes to grind, no people to please, no
lectures to be endured—these are the conditions we have found most effective. After such an approach
many take up their beds and walk again.”69

D. Measuring Outcomes
Outcomes of the New Paradigm system of care management can be measured in various ways. The
results of frequent random drug and alcohol monitoring reinforces the cessation of use, or reveals
continued use and need for further intervention. Retention in monitoring, or length of participation, is
another important outcome. The New Paradigm is oriented to the long-term. Although the periods of
monitoring provided by the programs featured in this report vary, monitoring for individuals with
substance use disorders should last at minimum of one year. However, monitoring can last much
longer. For example, the physician health programs producing excellent results over five years of
monitoring.
A measure of wellness can provide additional insight to program and participant success. Wellness data
can be obtained through instruments like the well-known and cross-culturally comparable World Health
Organization Quality of Life assessment. As discussed throughout this report, the concept of recovery
extends beyond abstinence. Wellness measures can help assess how individuals are doing in other
spheres of life such as return-to-work, relationships, nutrition, decreased emergency department visits
for addiction-related issues, exercise, sleep hygiene, attendance at 12-step meetings, etc. This kind of
information is often of interest (or requirement) of insurance companies.
Outcomes can also be measured in aggregate costs, including health care costs such as hospital
admissions, re-admissions and treatment stays, as well as costs to the public such as crime and accidents
related to addiction, and to the individual, such as lost wages, jobs, and impact on the family or
dissolution of family and social ties. Measured against these costs, the costs of the New Paradigm are a
bargain.

Research Opportunities
The following are examples of the research needs related to the New Paradigm and are not presumed
to be comprehensive. Only through publication of research studies reporting program descriptions,
elements and outcomes will the salient elements of the New Paradigm become widely known and
perceived to be desirable.
New Paradigm Programs. Currently, there is limited research on the various programs of the New
Paradigm that are reviewed in this report. All of the examples of the New Paradigm that have been
discussed present important new research opportunities. It is very likely that other programs not
reviewed in this report exist under the umbrella of the New Paradigm. The development,
implementation and evaluations of the programs of the New Paradigm present critical new research
opportunities related to treatment and managed care
69
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New Paradigm Program Components. Comparative research is needed to more fully identify and
understand the components of the monitoring programs that are most powerful and cost-effective. For
the various programs within the New Paradigm, differences exist in the range of required elements
compared to those that are more simply recommended. The data available on the outcomes of
professional monitoring programs offer significant promise for what is possible in the field but the
underlying mechanisms are not fully understood or differentiated. Comparisons of programs that serve
the same population but that utilize different program interventions would provide critical information
in the impact of certain program components.
Generalizability of New Paradigm to Various Populations. Research is also needed that compares
diverse populations to establish the generalizability of the New Paradigm beyond the narrow range of
populations currently evaluated.
Adolescence and Families. A particular population of interest for the New Paradigm is adolescents.
There is currently no known research evaluating the use of the New Paradigm with young persons with
substance use disorders. Because substance use disorders often begin in adolescence, this age group
presents a unique opportunity for long-term research, and includes the role of families, and particularly
parents.
Role of Recovery Support. One of the components of the New Paradigm that is not universally
required by all programs discussed in this report, although always recommended, is engagement in
recovery support. In addition to evaluating the role of recovery support in the long-term outcomes of
programs in the New Paradigm, a specific research opportunity is the contribution of health
professionals in providing recovery support to others with substance use disorders. This population is
particularly relevant given that the use of the New Paradigm has been best studied (and most widely
used) among health professionals.
Reinforcements of Behavior and Protective Factors. There is a need to develop innovative ways to
create practical reinforcers of behavior. Research has demonstrated the effectiveness of voucher-based
reinforcement therapy or monetary-based incentives in the treatment of substance use disorders.70
Small levels of positive reinforcement contingent upon drug-free urine among individuals with
substance use disorders have produced dramatic decreases in the use of cocaine, opiates and cigarettes
at low expense. An important related research question is to identify the alternative behaviors that are
protective reinforcers. What behaviors take the place of drug use among persons with substance use
disorders?
Measurement-Based Practice. There is a larger need in clinical research today to improve evidencebased practice by providing measurement-based practice. Measurement is as important as service
delivery. Measurement can provide immediate information about treatment and monitoring nonresponse that can alert all parties to intervene and change course. It also allows for identification of
70
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programs that are showing particularly good outcomes so that this positive combination of elements can
be investigated for broader dissemination. For example, a surveillance system monitoring cystic fibrosis
(CF) programs can identify under-performing and over-performing programs that has resulted in
improved standards of care and greater survival rates for those suffering from CF. This has relevance to
the widespread use of the New Paradigm. As programs based on the New Paradigm are developed and
monitored, measuring and comparing outcomes will be essential.

Implementation of the New Paradigm in the Context of Today’s Health
Care Industry
Given the recent changes in health care reform in the United States, now is the appropriate time to
promote the widespread implementation and coordinated evaluation of the New Paradigm. Over the
next decade, millions of dollars will be invested into addiction treatment in the United States by
investment firms, driven in part by both the Patient Protection and Affordable Care Act (ACA) and the
Mental Health Parity Act.
The recently passed Mental Health Parity Act mandated that the same quality of care be provided to
treat substance use disorders as comparable to other chronic diseases. Further, the ACA, which aims to
increase coverage and lower costs of insurance, provides ample opportunity to redesign the delivery
system of care for substance use disorders.
Given this backdrop, when considering the New Paradigm for Recovery, it is important to consider
fairness and equitable access of care. If an effective diabetes management program was only available
to certain groups of people (in the way that the New Paradigm programs of HIMS, PHPs, and LAPs are
available to pilots, physicians and lawyers, respectively to treat substance use disorders), the nation
would not stand for it. The same standard should apply to those suffering from substance use disorders;
the effective system of care management of the New Paradigm should be accessible to all in need. It is
encouraging that many programs, such as those featured in this report, have created care management
programs of the New Paradigm but there remains a large gap in availability of this care management to
the masses.
The American healthcare industry is presently moving away from fee-for-service medicine in favor of
rewarding health professionals and hospitals for keeping patients healthy. Accountable care
organizations (ACOs) are made up of physicians, hospitals and other providers and deliver coordinated
health care services to patients. For example, under the ACA, hospitals will be penalized if they re-admit
a patient within one month of discharge, making hospital systems that are ACOs naturally incentivized to
keep people in remission over the long-term in a cost-effective way. Similarly, value-based payment will
likely become much more common in which for a period of time (e.g. one year) recovery is up to the
provider at a fixed cost. Incorporating a system of care management under the New Paradigm,
including monitoring, contingencies, and strong linkage to 12-step fellowships, could provide a costeffective way of treating high-burden, high-volume, disease such as addiction.
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Bringing the New Paradigm to the public sector – both Medicare and Medicaid – is an important goal
to make a lasting impact to improve outcomes from substance use disorders. Many people suffering
substance use disorders do not have private insurance and/or cannot cover the costs of addiction
services today. Medicare presently covers an estimated 50 million Americans age 65 and older.71 The
prevalence of substance use disorders among the aging population of baby boomers is expected to
double from 2.8 million (annual average from 2002-2006) to 5.7 million in 2020,72 making this
population and their caregivers73 74 a critical focus for future care management.
Medicaid is the single largest payer for mental health services, which includes services related to
substance use disorders. The Center for Medicaid and CHIP services reports that, “providing effective
substance abuse treatment to Medicaid recipients have been shown to offset their medical costs by 20
percent.”75 The experience of state Medicaid programs with “health home” services may be helpful
when evaluating the potential use of the New Paradigm among Medicaid populations. Health home
services are specifically for individuals with multiple chronic illness diagnoses, including substance use
disorders. Individualized case management coordinates services to help the individual manage the
chronic illnesses, improve overall health and reduce health care costs.
There are many potential limitations for implementing the New Paradigm for individuals on Medicaid.
Given the high level of communication and coordination needed in the New Paradigm to make it
effective, there are practical challenges of implementing such a program among Medicaid patients.
Artificial barriers often are in place that do not permit sharing information across settings which means
care can be both inconsistent and episodic. Basic patient information may be inaccurate or incomplete.
These obstacles may be compounded for individuals involved with various components of the criminal
justice system, as they transition from one system or jurisdiction to another, then return to the
community under the aegis of Medicaid. Creating a consistent care network for beneficiaries and
communities is a significant challenge.
There is also great diversity among state Medicaid programs in the care model and covered services for
behavioral health and substance use disorders. Some Medicaid programs have comprehensive
behavioral health and substance use disorder services and can reimburse the costs of specific services
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related to the New Paradigm, such as urine drug testing (e.g. District of Columbia76). Some states (e.g.
West Virginia) are currently paying providers to follow-up with individuals and link them to other
services.77 But there remains much hope for extending the New Paradigm to Medicaid populations in
the near future, including specific interest among addiction treatment providers who currently serve this
population for piloting care management based specifically on the New Paradigm.
New policies and programs have been developed to support state efforts to reform service delivery for
behavioral health issues including substance use disorders. CMCS has identified general principles to
guide the delivery of services related to substance use disorders. Its goals to direct the design of such
services include:


“Effective use of screening for mental and substance use disorders, including strategies to refer
and effectively treat individuals with these conditions.



Increased access to behavioral health services for persons with serious and/or chronic disorders.



Improved integration of primary care and behavioral health, and in some instances, long term
services and support to obtain better health outcomes for individuals with mental and substance
use disorders.



Better availability of Evidenced Based Practices to enhance recovery and resiliency and reduce
barriers to social inclusion.



Strategic development, implementation and testing of new benefit design and service delivery
with models that are taken to scale.” 78

These goals are in line with the New Paradigm.

Conclusions
The New Paradigm holds the promise of making long-term recovery—not relapse—an expected
outcome of managing substance use disorders. One of the expected outcomes of widely implementing
the New Paradigm is to elevate the status of recovery for others, including addicted people, to see, to
seek and to celebrate. According to Faces & Voices of Recovery, there are over 20 million Americans in
active recovery.79 Just as cultural groups form around and reinforce substance use, groups form around
and reinforce the recovery process. Recovery is now penetrating every aspect of modern life, from
health care to education and from the workplace to the family.
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CALL US 800-732-DRUG (3784)

DILUTION CONCERNS IN RECOVERY MONITORING
Urine Specimen Validity
Are participants attempting
to mask or hide drug
Testing
or alcohol use by intentional acts of specimen
dilution, substitution or adulteration?

Recovery Management programs are justifiably
concerned about the ability to accurately
interpret the results of urine drug tests that are
found to be either “dilute” or of lower than
average concentration. Are participants
attempting to mask drug/alcohol use and/or to
compromise the integrity of the monitoring
program by intentional acts of specimen
dilution? Or is this dilution caused by normal
physiological processes that vary from
participant to participant?
To begin to answer these questions it is
necessary to understand just what it means
when a result is reported as dilute. The
concentration of urine specimens is measured
using two values: creatinine and specific
gravity.
 Creatinine is a protein found in all human
urine caused by the normal metabolism of
muscle tissue.
 Specific gravity is a measure of the density
of the specimen as it compares to water.

The average creatinine concentration of
laboratory specimens tested is 130 mg/dL
(range 100 mg/dL-150 mg/dL). The lowest
acceptable creatinine concentration is 20
mg/dL. Specific gravity is not measured in
specimens until the creatinine value drops
below this number, and the lowest acceptable
specific gravity value is 1.0030. When both the
creatinine and the specific gravity levels are
below acceptable range, the specimen is
labelled as ‘dilute’. These values have been
chosen after much research relative to the
accuracy of the testing process in specimens of
varying concentrations. Please notice that
there is a considerable range of possible
concentration values that are less than average
but still higher than dilute. As specimen
concentration varies in any way, so does the
concentration of drug and alcohol in that
specimen. The lower the concentration of the
specimen, the lower the concentration of drug
and alcohol that is in that specimen, and the
lower the likelihood of the laboratory finding
that drug or alcohol. Studies have been
conducted in specimens of lower, but not
dilute, level creatinines where those creatinines
were mathematically corrected to a value of
100 mg/dL. These studies have shown an
increase in the percentage of positive results by
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as much as 150% for some drugs when the
specimen concentration is corrected to more
closely resemble the average specimen
concentration.
It is fair to say that testing of any specimen with
a creatinine concentration of less than the
average concentration of 130 mg/dL has a
lower chance of finding drug or alcohol in that
specimen than if the specimen had been within
average range. Strategies to monitor
participants should be developed that take this
into account. These strategies include the
appropriate establishment of cutoff levels, the
direct observation of specimen collection, the
appropriate random mixing of alternative
specimens into the testing program, and the
follow-up evaluation of low creatinine and
dilute specimens (please see FirstLab Dilute
Urine Specimen Follow-up Protocol Report).
Participants in Monitoring Programs are
intelligent and knowledgeable about the drug
testing process and are able to devise means to
compromise that process. However some
people do physiologically produce specimens of
lower concentration than others. It is not
correct to assume that all low concentration
specimens are the results of attempts to
compromise the testing program. Dietary
practices, including intake of water or other
fluids as part of a healthy lifestyle can produce
dilute urine specimens. It is difficult to
distinguish “intentional water-loading” several
hours prior to a specimen collection from a
regular regime of significant fluid intake, but
one important thing to look for is any
significant change in creatinine and specific
gravity from one specimen to another. Ongoing

regular hydration may be expected to produce
ongoing regular creatinine and specific gravity
values however these values do fluctuate
during the day to some degree. Significant
changes between specimens are not always
signs of “intentional water-loading”, but they
still warrant evaluation because the testing is
less accurate in specimens of lower
concentrations. Programs need to take that
into account.
Here are general guidelines that FirstLab
recommends for programs in reference to
creatinine and specific gravity values:
1) Specimens reported as negative with
creatinine 5-20 mg/mL AND specific gravity
>1.0010
and
<1.0030—should
be
considered negative dilute. If the program
wants to require a re-collection of the
specimen it should be done as soon as
practical and with no prior notice to the
participant. FirstLab also recommends
consideration be given to including the
FirstLab dilute specimen follow-up protocol
into the testing program.
2) Specimens reported as negative with
creatinine between 2 and 5 mg/dL AND
specific gravity >1.0010 and <1.0030, should
be reviewed and interpreted by an MRO. If
the collection of this specimen was not
observed, an immediate re-collection under
direct observation should be performed.
The program might also consider requiring
an alternative specimen for testing. Data
shows that it is highly unlikely that dietary
practices, fluid intake or physiological
conditions will produce urine specimens
with creatinine in the 2-5 mg/dL range. The
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MRO interview with the participant and
review of pertinent medical and other data
may be able to aid in determining whether
this is a circumstance of attempt to defraud
or subvert the testing program.
3) Specimens with creatinine <2 mg/dL AND
specific gravity ≤1.0010 or ≥1.0200 are
considered substituted - they are not
physiologically possible as human urine.
These specimens should be considered a
refusal to test and a program violation. It is
recommended that the participant be
offered an MRO interview/review if they
disagree with the laboratory findings.
4) Specimens with creatinine <2 mg/dL AND
specific gravity >1.0010 and <1.0200 are
considered to be creatinine/specific gravity
mismatches and are reported as invalid.
These specimens are highly suspect and
some manipulation by the participant is
considered likely but is not able to be
forensically proven. MRO review is
recommended. If the collection was not
observed, an immediate re-collection under
direct observation should be performed,
and/or alternative specimen testing should
be considered.

Based on all the information FirstLab has available,
we strongly advise RMS programs against taking
disciplinary actions based SOLEY ON CREATININE
LEVELS. The creatinine measurement should be
interpreted in conjunction with the specific gravity
and all of the possible reasons a specimen may have
a lower than average concentration before action is
taken.

For further information please contact
FirstLab at 800-732-3784 / info@firstlab.com
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Aims

To examine whether medical malpractice claims were associated with monitoring by a PHP using a
retrospective examination of administrative data.

Methods

Data on PHP clients who were insured by the largest malpractice carrier in the state were examined. First, a business-model analysis of malpractice risk examined relative risk ratings between programme clients and a matched physician cohort. Second, Wilcoxon analysis examined differences in
annual rates of pre- and post-monitoring claims for PHP clients only.

Results

Data on 818 clients was available for analysis. After monitoring, those enrolled in the programme
showed a 20% lower malpractice risk than the matched cohort. Furthermore physicians’ annual rate
of claims were significantly lower after programme monitoring among PHP clients (P < 0.01).

Conclusions This is the only study examining this issue to date. While there are a variety of reasons why physicians
present to PHPs, this study demonstrates that treatment and monitoring is associated with a lowered
risk of malpractice claims and suggests that patient care may be improved by PHP monitoring.
Key words

Mental health; monitoring; occupational health; physician health programmes physicians; substance
abuse.

Introduction
In 1973, the American Medical Association (AMA)
issued The Sick Physician [1], a seminal report, documenting the problems of doctors’ illness and challenging doctors to address professional health problems in
the medical community. The AMA called upon state
medical societies to create appropriate avenues for the
treatment and monitoring of doctors impaired by illnesses, including addiction, depression and heart disease. Consequently, physician-assistance groups, often
called physician health programmes (PHPs), emerged
and today are widespread. Almost every state in the USA
and every province in Canada offers such care. PHPs can
also be found in Australia, New Zealand, Spain, Great

Britain, Norway, Finland and other countries [2–5].
While their services vary between countries and programmes, they are primarily structured to conduct comprehensive assessments, develop treatment plans and
monitor doctors’ compliance.
PHPs are geared to address the occupational hazards
facing doctors. They do not themselves directly treat
doctors but rather coordinate and facilitate formal
treatment with outside organizations and care providers
giving direct patient care. Failure to comply may result
in reports to the doctors’ medical board or workplace
[6]. Two of the most common occupational hazards
physicians face are stress/burnout and alcohol/substance
abuse. Studies show that doctors across disciplines and
countries report high levels of stress [7–10], frequently
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Background Physician health programmes (PHPs) are peer-assistance organizations that provide support to physicians struggling with addiction or with physical or mental health challenges. While the services
they offer are setting new standards for recovery and care, they are not immune to public debate
and criticism since some have concerns about those who are enrolled in, or have completed, such
programmes and their subsequent ability to practice medicine safely.
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is important not only for public safety but also from the
perspective of medical malpractice insurers who assume
legal and financial responsibility for their clients.The study
examines several perspectives: from the patients’ point of
view, we explore the question of safe and effective care;
from the insurers’ perspective, we address the question of
carrier risk and cost; and from the PHP point of view, we
examine the benefit of understanding outcomes associated with treatment and monitoring.

Methods
We examined the number and change in medical malpractice claims filed with the Colorado Physicians
Insurance Company (COPIC), Colorado’s leading
medical malpractice insurer. Malpractice claims were
defined as suits in which compensation was paid to a
plaintiff; dismissed cases, or those in which the physician was otherwise found not liable, were not examined.
Because a claim can span several years between the date
it occurs, when it is reported and when a final resolution is reached, the date of the incident (i.e. the date that
started an adverse event leading to a claim) was used as
the claim date. In some instances, participants had multiple claims. The University of Colorado human subjects’
ethics committee reviewed and monitored this study.
Participant data were drawn from both active and formerly active clients of the Colorado PHP. Clients were doctors from a variety of specialities who either self-referred to
the PHP or were mandated by the local medical board or
other entities.We examined data for clients enrolled in the
PHP at any time between 1 July 1983 and 30 January 2010.
We accessed two data sets in this study: one from
the PHP and one from COPIC. PHP data contained
demographic characteristics and PHP enrolment dates.
COPIC data contained doctors’ speciality and malpractice claim information, such as the number of claims,
claim dates and the cost of each claim. A single data set
combined information from both sources so that common client information could be examined.
Demographic baseline characteristics of PHP clients
with a malpractice claim and clients without a malpractice claim were compared using chi square tests for categorical data and t-tests for continuous data. Binomial
logistic regression was employed to consider the effect of
each covariate (gender, age, marital status, race, medical
speciality, substance use and referral status (mandated
or voluntary)). The total cost of malpractice claims was
reported before, during and after PHP monitoring using
simple descriptive statistics. The cost of a malpractice
claim was defined as the total of indemnity and expense
costs. Indemnity costs reflected the amount paid directly
to the plaintiff, while expenses included attorney fees
and other administrative costs incurred as a result of the
claim. We used SPSS for analysis, and an alpha <0.05
indicated statistical significance.
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relating that they feel overworked, are inundated by
administrative regulations and lack on-the-job control.
Often stress causes burnout, which may result in physical
and emotional complaints, pessimism and impaired
job performance [7–9,11]. Abuse of alcohol and other
substances is also a topic of concern in doctors’ health.
While it is thought that doctors generally suffer from
substance abuse at about the same rate as that of the general
population (roughly 10–15%) [9,12] some specialities
with greater access to addictive pharmaceuticals, such
as anaesthetists, have elevated usage rates [13,14].
Moreover, substance addiction among any health care
professional raises grave concerns for public safety. In
addition to these occupational considerations, clients
present to PHPs for problems with boundary violations
and inappropriate prescribing, among others.
While the role and services offered by PHPs set new
standards for doctors’ recovery and care [15], they are not
immune to public debate and criticism. For some, there is
concern about the ability of those who are enrolled in or
have completed such programmes to practice medicine
safely. Although some research shows that the workplace
may be the last area to be affected by doctors’ illness
[16], it could be argued that ill doctors should automatically have their licences suspended because the potential
risk of patient harm is too great, even under monitoring. Proponents of PHPs argue that public safety is protected by doctors utilizing PHPs because they are able
to receive treatment that might otherwise be delayed or
never take place. Moreover, doctors might be less likely
to have enrolled in PHPs if doing so meant losing their
ability to practice [17,18]. In virtually all programmes,
if a doctor’s condition is considered to threaten patient
safety, PHPs recommend that the doctor immediately
ceases practice and the client must sign an agreement to
not participate in patient care until health and ability to
practice safety are restored [17].
In a recent literature review, we found a paucity of
studies that systematically examined whether doctors enrolled in PHP programmes do indeed pose an
increased risk to patients in their medical practice. A
single cohort study documented instances where patient
harm occurred as a result of relapse in substance abuse
among doctors enrolled in a PHP. Among 905 physicians treated and monitored for substance-related illness,
there was only one incident of patient harm documented
[19]. Studies examining treatment outcomes for physicians enrolled in PHPs are more abundant in the literature. These studies generally find positive outcomes for
doctors as patients [19–22] and better than expected
outcomes for addiction treatment compared with the
general population. Patient safety issues are not directly
addressed in these studies.
We undertook this study because of the limited data that
directly address safety to practice among physicians monitored by PHPs. Data on the quality of a doctor’s patient care
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(OR = 15.1, P < 0.01). Factors unrelated to malpractice
history included marital status, race/ethnicity and those
who were mandated to participate in PHP monitoring.
The average claim cost was $556 022, and there was no
statistical difference in the average payment per claim
before, during or after monitoring (data not shown).
In the risk relativity analysis, PHP clients were 111%
worse than the non-PHP cohort prior to receiving any
PHP services. From the insurers’ standpoint, a group
that is judged to be worse than a comparison cohort is
responsible for the additional risk. In monetary terms,
for every $1.00 spent by the insurer to cover the comparison group, the PHP group would require $2.12 more
prior to monitoring.
During monitoring, the relative risk for PHP clients
fell dramatically although they were still 28% worse than
the non-PHP cohort. Therefore, for every $1.00 spent on
the comparison group, insuring the PHP clients during
treatment would cost the insurer $1.28.
After monitoring, the pattern reversed and PHP clients performed better than their peers. Doctors who
were discharged from the PHP were judged to be 20%
better than the non-PHP cohort. In other words, for
every $1.00 spent on the comparison group, the PHP
clients would require $0.20 less than their peers.
In a post hoc comparison between pre- and postmonitoring malpractice claims, PHP clients had more
claims before monitoring (n = 73) than after monitoring
(n = 13; z = −3.09, P < 0.01). It should be noted,
however, that the incidence of malpractice claims during
the observation period occurred infrequently during
both pre-monitoring (annual rate = 0.008) and postmonitoring (annual rate = 0.004; see Table 3).

Results

Our results revealed important aspects of the relationship between malpractice claims and PHP enrolment.
Prior research shows that a history of malpractice claims
is a positive predictor of future claims [23,24]. Our
study suggests that the involvement of a PHP reduced
the risk of subsequent claims. We found that most malpractice claims occurred prior to doctors’ enrolment in
the Colorado PHP and the subsequent number of paid
claims dropped significantly after monitoring. Risk relativity analysis by the doctors’ malpractice insurer also
showed that doctors constituted a 20% lower risk than
the matched cohort after monitoring. These findings
suggest that there is a group of doctors at higher risk
of malpractice claims whose risk can be dramatically
reduced through PHP participation.
The results prompt consideration of the reasons why
PHP monitoring may reduce the risk of future malpractice claims. One hypothesis is that PHPs lower subsequent malpractice risk by effectively addressing the
PHP client’s presenting problem, medical or otherwise.

Data were available for 818 clients enrolled in the PHP
and for 656 reference COPIC-insured doctors who had
not utilized the PHP. The total number of subjects with
follow-up data fell from 818 to 682 after removing 136
without at least 12 months of follow-up data.
Out of 818 PHP clients a total of 110 claims were
paid against 82 doctors (10%) over the observation
period. Table 1 shows number (or mean) and percent (or
standard deviation) of the group characteristics between
PHP clients who had one or more paid claims and those
who had no paid claims. Adjusted regression analysis,
shown in Table 2, revealed that doctors with a malpractice claims history were more likely to be male (odds
ratio (OR) = 2.27, P < 0.05) and older (OR = 1.06,
P < 0.01). Several specialities showed an elevated risk
for malpractice claims: family practitioners (OR = 3.55,
P < 0.05), anaesthetists (OR = 4.25, P < 0.05), obstetricians/gynaecologists (OR = 17.2, P < 0.01) and surgeons

Discussion
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Risk relativity ratings are a business-specific procedure
used to determine the relative risk of a malpractice
claim among different medical specialities or groups
of individuals. The combination of frequency (number
of claims) and severity (dollars paid/dollars reserved)
was compared with doctor-years of coverage to derive
a relative risk indication. Doctor-years of coverage
refer to the length of time the doctor has been covered
by the insurer. Unlike most traditional statistical tests
generating a significance value, meaningful differences
are determined by each individual malpractice carrier
and as a result can be somewhat subjective in nature. For
this study, risk was assessed prior to, during and after
monitoring with PHP doctors compared with a reference
population of COPIC-insured doctors who had not
utilized the PHP. The comparison group was determined
by the insurer and was comparable with the PHP group in
terms of medical speciality and doctor-years of coverage.
In a post hoc examination, the annual rate of malpractice claims was compared before and after PHP monitoring. The before-monitoring period began on 1 July 1983
(the first date that malpractice data could be obtained
through COPIC records) until the date of the doctor’s
enrolment at the PHP. The after-monitoring period
began when client was discharged from the PHP up until
30 January 2009. This earlier cut-off allowed us to examine only those with at least one year of follow-up data.
Given that many subjects had no malpractice claims
history, a non-parametric statistical test, the Wilcoxon
signed rank test, was used for analysis. We performed
the Wilcoxon analysis by examining subjects’ annual
rate of claims rather than the total number of claims to
account for unequal pre- and post-monitoring periods
between participants. SPSS software was used for this
comparison.
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Table 1. Characteristics of PHP clients with and without paid malpractice claims
Characteristic

No history of malpractice claim (n = 736)
n (%)

11 (13)
71 (87)
50 (10.3)

226 (31)
510 (69)
44 (10.1)

17 (21)
63 (79)

256 (36)
453 (64)

70 (89)
2 (2.5)
4 (5)
1 (1)
2 (2.5)

626 (90)
10 (1)
31 (4)
23 (3)
8 (1)

6 (7)
13 (16)
5 (6)
5 (6)
8 (10)
14 (17)
3 (4)
28 (34)

176 (24)
155 (21)
47 (6)
61 (8)
146 (20)
39 (5)
48 (7)
64 (9)

66 (80)
16 (20)

565 (77)
171 (23)

40 (49)
42 (51)

384 (52)
352 (48)

Indicates categories with 5% or less of missing data.
Only specialities with 50 or more cases were examined as separate groups.

a

b

In fact, several studies demonstrate the effectiveness of
PHP monitoring and doctor outcomes [19, 25–27]. For
example, a seminal study by McClellan and colleagues
examined outcomes for doctors presenting to a PHP
with substance abuse issues. It established that approximately three-quarters of physicians had favourable outcomes at 5 years’ post-enrolment with 80% successfully
completing their PHP contract and resuming practice
[19]. Similar success rates were found for doctors who
enrolled in Canadian substance use programmes [26].
Other researchers have found robust recovery rates for
mental health problems such as depression and disruptive behaviour [25].
Second, doctors may assume a lower risk of malpractice claims because they learn skills in treatment and
monitoring that improve their practice as clinicians. This
is an important goal of many PHPs, and while little systematic research has been conducted, some evidence
suggests that peer-assistance programmes can improve
practice. For example, nurses who were enrolled in a
chemically dependent diversion programme reported
that their professional practice improved as a result of the
experience. In particular, they cited being more patient,

tolerant and compassionate. Furthermore the monitoring experience helped nurses recognize the need to utilize more social support [28].
Similarly, physicians may learn skills that enable them
to communicate better with patients. Research shows
that in primary care, the risk of malpractice claims is
lower for doctors who demonstrate better communication with their patients [29]. Many PHPs and malpractice
insurers educate doctors on the best ways of communicating with patients, especially when misunderstandings
occur. Arguing against this hypothesis is the fact that
in our study, malpractice claims were those in which a
claim was settled financially by the insurer rather than
all claims formally initiated. It is likely that our cohort’s
difficulties, while possibly arising from communication
problems, may reflect more substantial practice issues.
Third, doctors who have a positive PHP experience
may make better use of other professional supports, such
as seeking peer consultations in the workplace. A fourth
reason malpractice risk may be lower after monitoring
is because doctors subsequently adopt more conservative clinical practices as opposed to ‘cutting-edge’ medical care. Lastly, a reduction in malpractice claims may
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Gender, n (%)
Female
Male
Age at first evaluation, mean (SD)
Marital status, n (%)a
Never married, separated, divorced, widowed
Married, living together
Race/Ethnicity, n (%)a
Caucasian
African American
Asian
Hispanic
Other
Speciality, n (%)b
Other
Family practice
Anaesthetics
Emergency medicine
Internal medicine
Obstetrics/gynaecology
Paediatrics
Surgery
Substance use disorder, n (%)
No
Yes
Mandated to PHP, n (%)
No
Yes

History of malpractice claim (n = 82)
n (%)
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Table 2. Logistic regression analysis of predictors of paid medical malpractice claims for PHP clientsa

Gender

Female (ref)
Male

Average age at evaluation
Marital status
Race

Speciality

Substance use disorder
Mandated to physician health programme

P value

–
2.27 (1.08−4.78)
1.06 (1.03−1.09)
–
1.40 (0.76−2.58)
–
1.66 (0.27−10.2)
1.28 (0.38−4.31)
0.46 (0.06−3.64)
1.81 (0.31−10.4)
–
3.55 (1.20−10.5)
4.52 (1.21−17.0)
2.57 (0.64−10.2)
2.02 (0.61−6.69)
17.2 (5.47−54.0)
2.70 (0.59−12.3)
15.1 (5.37−42.5)
0.87 (0.45−1.68)
–
–
0.76 (0.45−1.29)

–
*
***
–
NS
–
NS
NS
NS
NS
–
*
*
NS
NS
***
NS
***
NS
–
–
NS

Model covariates: gender, age, marital status, race, speciality, substance use, mandated to treatment.
*P < 0.05, **P < 0.01, ***P < 0.001; NS, not significant.

a

Table 3. Average rate of claims before and after PHP monitoring

Claims before monitoring
Claims after monitoringb

n

Total no. of claims

Annual rate of claims

SD

za

P value

682
682

73
13

0.008
0.004

0.029
0.044

−3.092
–

**
–

Comparison performed using Wilcoxon signed rank test.
Participants in follow-up period had at least 1 years’ worth of data.
**P < 0.01.

a

b

occur because doctors, through their PHP experience,
become more educated about the adverse consequences
of substandard care in terms of licensure problems, practice restrictions and other professional sanctions. This
increased awareness may motivate them to better evaluate and regulate their own behaviour and/or adhere to
practice regulations.
This study is a preliminary investigation of administrative data and is subject to limitations. First and foremost,
this is a retrospective review and thus we were unable to
establish direct causation. This means that while there is
an association between PHP monitoring and the occurrence of malpractice claims, we cannot be certain that this
affected subsequent claims. We also do not know the licensure status of doctors who have completed PHP monitoring. If licences were restricted, doctors may have had
less access to patients and thereby less risk of malpractice
claims. Our administrative experience indicates, however,
that over 95% of the former client population had active,

unrestricted licences at the time monitoring ceased. An
additional problem was that the length and dates of monitoring varied by doctor so that that exposure time before
and after monitoring also varied. For some doctors, several years of practice preceded a malpractice incident. We
accounted for this by examining annual rates of claims
but recommend better control of the observation period
in further research. It should also be stressed that risk relativity rating is a business-specific procedure and results
may vary by insurer. Lastly, we were unable to determine
whether the presenting problems of PHP clients were
directly linked to malpractice claims. To address these limitations, we recommend conducting additional prospective research to examine further the impact of monitoring
on malpractice claims and occurrences. Further research
should also include other potential indicators of quality
such as patient satisfaction, practice restriction history or
medical board sanctions and compliance with continuing
medical education and board certification.
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Unmarried (ref)
Married
Caucasian (ref)
African American
Asian
Hispanic
Other
Various
Family practice
Anaesthetics
Emergency medicine
Internal medicine
Obstetrics/gynaecology
Paediatrics
Surgery
No (ref)
Yes
Not mandated (ref)
Mandated

Odds ratio (95% CI)
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Key points

•• After

monitoring by a physician health programme, doctors had fewer malpractice claims
compared both with their pre-monitoring rates
and with those of a matched cohort.
•• These study results suggest that participation in a
physician health programme may teach skills that
reduce doctors’ risk of subsequent malpractice
claims and improve patient safety.
•• The findings highlight the importance of early
identification of illness and prompt referral for
assessment, treatment and monitoring in doctors
who have situational stress or potentially impairing
physical or mental health conditions.
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In those days it was usual for house physicians and surgeons to cover casualty in the evenings and overnight.
For the young doctor it was great experience though
whether it was best for the patient might be doubted,
but we were keen and we learnt a lot from being thrown
in at the deep end. And every so often we came across
real rarities.
He walked in, apparently well but concerned that
he had turned blue. His wife confirmed that it had
occurred that afternoon for no apparent reason and,
sure enough, he was quite deeply cyanosed. He wasn’t
breathless and I could find no abnormalities in his
heart or lungs. His only symptom had been a recent
sore throat for which he was being treated by his general practitioner. Recently qualified, I had not had time
to forget my lectures on haemoglobin, and suspected
methaemoglobinaemia. The pathology technician confirmed the diagnosis by spectroscopy of his blood and
the scene was set for a major piece of drama in front of
the nurses. Drawing up a syringe-full of methylene blue
I slowly injected the dark blue liquid intravenously into
the dark blue man and, in front of our eyes, he turned
pink. I suggested he stopped his sulphonamides and he
went home happy.
The editor tells me that these anecdotes must bear
some relation to occupational medicine. Well, a decade
later in 1973, as a young chest physician I was working in a hospital across the road from a chemical factory. We did not have a casualty department but we did
have one emergency role. The factory made polymers

using acrylonitrile, C2H3CN, otherwise vinyl cyanide,
pretty toxic stuff which on burning produces hydrogen cyanide. We were instructed by the factory doctor
in the urgent treatment of cyanide poisoning by giving intravenous sodium nitrite, to convert the patient’s
haemoglobin to methaemoglobin which binds cyanide,
followed by sodium thiosulphate. Fortunately it was
never necessary but I did decide to write a novel about
an explosion and fire at a chemical factory, with a cloud
of toxic gas drifting over the local village. Chapter one
was nearly finished when, on a weekend in June 1974,
a factory in Flixborough making caprolactam for the
manufacture of nylon leaked 40 tonnes of cyclohexane
which blew up, destroying the factory, killing all the
workers present and damaging most of the houses in
the nearby village. Two years later, in the Seveso region
of Lombardy, a small factory making an intermediate for hexachlorophene, leaked 6 tonnes of vapour,
including a kilogram of 2,3,7,8 tetrachlorodibenzo
dioxin (TCDD), from a reactor into the local community where it killed thousands of a small animals and
caused chloracne in several hundred people.
All occupational physicians were able to impress
their partners by diagnosing dioxin poisoning in Mr
Yushchenko while the media speculated on the cause
of his, happily temporary, disfigurement. But, alas,
chapter one is as far as I got with my novel, and
factories continue to explode.
Anthony Seaton
e-mail: a.seaton@abdn.ac.uk
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A blue patient and exploding factories

