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ABSTRACT

Background: Substance use disorders
(SUDs) in physicians impact their
professional responsibilities toward
patients. Understanding the difficulties of
physicians with SUDs would facilitate early
identification and reduce the complications
they face in various domains, particularly

in settings where there are no physician-
health care programs. In this background,
we aimed to understand the challenges
physicians with SUDs face at their
workplace.

Methods: Qualitative in-depth interviews
of 21 physicians receiving treatment from
a tertiary care addiction medicine center
for their SUD were conducted and, based
on the transcripts from the interview after
coding and recoding, through inductive
content analysis, themes and subthemes
were identified.

Results: The following occupational
challenges were identified: direct
consequences of the psychoactive effect of
the substance, adverse effects on clinical
care and service delivery, impairment in
regularity and punctuality, changes in the
physicians’ behaviors, changes in the work
environment and diverse responses of
colleagues and the hospital administration

toward substance use-related actions,
ethical issues at workplace, and effects on
career growth.

Conclusions: SUDs in physicians have a
significant impact on their functioning at
work, affecting patient care, interpersonal
relationships as well as career growth.
Knowledge of occupational challenges
among physicians with SUD will help us in

understanding the severity of the problem.

Keywords: Occupational challenges,
physicians, qualitative, substance use
disorder

Key Messages: SUDs have significant
impact on physicians’ occupational
functioning, including negative effects

on patient care, disruption of the work
environment, and ethical and legal issues.
The responses of hospital administrators
to SUDs in physicians vary and include
inaction, inquiries and investigations, and
referrals for treatment. Physicians’ SUDs
carry long-term consequences over their
careers: frequent job changes, changes

in planned specializations, and negative
impacts on research and academic aspects
are some consequences identified.

physician’s job is stressful as it in-
volves long working hours, tak-
ing responsibility to care for sick
individuals, and accepting the possibility
of dire consequences resulting from clin-
ical decisions.! In many instances, the
stress can be an initiating or maintaining
factor for substance use.> However, phy-
sician surveys and physician health pro-
grams have consistently observed that
medical professionals have a prevalence
of substance use disorders (SUDs) similar
to the general population.>® Yet, SUDs
have been one of the important causes
of physician impairment along with de-
pression, stress, and burnout.
Physicians’ SUDs adversely affect
their health, education, interpersonal
relationships, career, and finances. They
also negatively impact patient care, with
potential legal consequences. Initially,
the impairment is subtle and affects the
interpersonal and social domains, but
eventually, it impacts work directly.”
These impairments often lead to adverse
patient outcomes.®
Talbott and Benson? described various
challenges at work, including abnormal
behavior in hospitals, overprescription,
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decreasing quality of performance, unex-
plained leaves, and numerous job
changes. Some of these findings were
replicated in subsequent studies and
highlighted in reviews.°** Sanctions
from disciplinary or judiciary boards
have affected both the prestige and the
livelihood of physicians.s

A systematic review indicated that
burnout rendered physicians vulnera-
ble to multiple psychological problems,
including sleep disturbances, anxiety,
depression, and SUDs.* Burnout was
reported to be as high as 9o% among
physicians in a tertiary care hospital
survey in India.’s Estimates of the preva-
lence of SUDs among medical students'
and resident doctors” in India vary from
6% to 30%. Among the substances used
as a primary substance of abuse by physi-
cians who sought inpatient care for their
substance use, 58% were prescription
drugs.’® Overall, there is a paucity of lit-
erature on the burden of substance use
among physicians in India, and the same
has been discussed in a previous edito-
rial® and a letter to the editor.>° There are
no specific health care programs for this
population. To design such programs,
we need to understand specific chal-
lenges physicians face in the context of
their lived experiences and needs. This
study aimed to understand the occupa-
tional challenges faced by physicians
with SUDs, using inductive content anal-
ysis of in-depth interviews of physicians.

Materials and Methods

This qualitative study was conducted
among physicians who used the Centre
for Addiction Medicine (CAM) services,
National Institute of Mental Health and
Neurosciences (NIMHANS), Bengaluru,
India, after the approval of the Institute
Ethics Committee. Participants were
recruited purposively after obtaining
written informed consent during the
period 2017-2019.

Clinically stable physicians (physician
has been defined for the purpose of the
study as any individual with at least an
MBBS degree) who had registered with
CAM either as inpatients or outpatients
and with an ICD 10 diagnosis of mental
and behavioral disorders due to the use
of a psychoactive substance (referred
to as SUD henceforth) were recruited
purposively. Physicians with any sever-
ity of use and specialty were included
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if they could provide a valid clinical
interview. Physicians who sought treat-
ment exclusively for tobacco dependence
were excluded. The MINI 7.0.2 was used
to assess for comorbidities. Physicians
who had other mental health and physi-
cal comorbidities were not excluded. The
first author conducted the in-depth qual-
itative interviews during the second and
third year of MD psychiatry residency
(trained by the other three authors who
have been part of qualitative studies pre-
viously) either face to face (11 interviews)
or through video calls (10 interviews)
based on mutual convenience. The inter-
views were conducted in English or
Kannada language.

The qualitative interviews consisted of
four phases:

In phase 1, open-ended questions about
the challenges faced at work because
of substance use were used to elicit
responses. Facilitating questions were
used to encourage patients to provide
as much information as possible. In
phase 2, semidirective questions were
used to obtain elaboration on each of
the challenges detected in phase 1, using
examples and illustrations. Discrepan-
cies and contradictions were reflected.
In phase 3, a preprepared list of occupa-
tional challenges derived from a literature
search was used to enquire about issues
not covered in the first two phases. Facili-
tation and seeking elaboration were used
to expand on the responses. Anchoring
points and probes for this phase were
refined after consultation with three
addiction psychiatry experts and three
pilot interviews. The anchor points used
in the interview are as follows:

+ Impact on the regularity

+ Changes in the routine pattern of
work

+ Interpersonal issues with colleagues,
staff, and administration

+ Discrimination by colleagues, staff,
and administration

+ Collusion and enabling in the job

+  Effect of substance use by colleagues

+ Change of type of jobs

+ Change of stream of postgraduation

+ Experience of withdrawal and over-
dose at work

+  Worsening of personal care and be-
havior

+ DPatient and self-satisfaction

In phase 4, an enquiry was made

regarding the reasons for initiation of
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substance use, manner of procurement
of substances, factors leading to the
substance use, sources of substance, and
issues related to the treatment of the
substance use.

All the interviews were audiorecorded
to avoid loss of data/recall bias. Inductive
content analysis was done. The recorded
interviews were initially transcribed
and then coded manually. The first and
corresponding authors did free listing
and coding. Representative quotes were
selected for each of these codes. Two
investigators reviewed the quotes and
codes independently to reduce bias.
Themes and subthemes were generated
and categorized.

Results

Sociodemographic
Characteristics and Clinical
Profile

Thirty physicians were approached for
the qualitative interviews, among whom
four refused consent, and interviews
could not be completed for five due to
logistic reasons. Twenty-one interviews
were completed. A single interview was
conducted with each participant, for
an average duration of 48 minutes. Of
the 21 physicians, 19 were male (90%),
and 2 were female (10%). The mean age
of the participants was 42 years (range:
24-58 years). Most of the participants
were  postgraduates—14  physicians
(63%)—while the remaining seven had
an MBBS degree (33%). Four participants
were postgraduates in general medicine,
three were postgraduates in anesthe-
sia, while the others had specialized in
general surgery, pulmonary medicine,
ophthalmology, pediatrics, orthopedics,
obstetrics and gynecology, and preven-
tive and social medicine, respectively.
Four participants were conducting major
surgical procedures. At the time of the
study, 17 participants were employed full
time, three were working part-time, and
one was not working.

The predominant substances used
were prescription opioids in 14 physi-
cians (66%), alcohol in five physicians
(19%), and cannabis, benzodiazepine,
and methylphenidate, in one physician
each. Six physicians used more than one
type of substance with dependence pat-
terns. The mean (+SD) age of onset of
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dependence was 26.1(+6.9) years, and the
mean age of first treatment for SUD was
36.4 (+6.5) years. The median number of
lifetime hospitalizations related to SUD
was 1. Family history of SUDs was noted
in eight participants. Eleven physicians
reported a history of substance-related
overdose. By MINTI, ten participants had
a lifetime diagnosis of depressive disor-
der, three had bipolar affective disorder,
and two had obsessive-compulsive dis-
order.

Occupational Challenges
Faced Due to Substance Use

Major themes and subthemes about
occupational challenges that emerged
are listed and summarized in Table 1.
Subthemes and illustrative quotes are
provided in Table S1. Figure 1 summa-
rizes the themes and their relationship
with each other.

1. Direct consequences of the psycho-
active effect of substance: Acute
or chronic use of substance either
during intoxication or withdrawal
state affected the optimum function-
ing of physicians. Physicians report-
ed sedation, impairment in attention
and coordination, physical symp-
toms like tremulousness and palpi-
tation, and in some cases, cognitive
disturbances leading to repetition of
history taking and examination. Two
of the physicians also reported being
able to function better when on the
substance.

2. Effect on clinical care and service
delivery: SUD hindered the effective
delivery of clinical care and services.
Physicians reported difficulty in
conducting procedures and errors in
documentation and prescriptions. A
few of them perceived a reduction in
work efficacy, with breaches in pro-
tocol leading to suboptimal clinical
care.

3. Impact on regularity and punctuali-
ty: Irregularities and lapses in timeli-
ness at work, either due to effects of
intoxication/ withdrawal or due to
time spent in procuring substance,
are described under this theme. Phy-
sicians reported missing appoint-
ments, arriving late or leaving early,
and frequently taking breaks to use
the substance.

4. Other behavioral changes at work:
Apart from irregularity and poor

TABLE1.

Themes and Subthemes of Occupational Challenges Faced due to

Substance

Theme

Subthemes (Number of Participants with the Subtheme)

1. Direct consequences of
psychoactive effects of
the substance

« Withdrawal (g)

Cognitive disturbances (8)

= Attention and coordination (7)
Physical effects (6)

Sedation at work (4)

Psychotic symptoms (3)

Craving (3)

« Effect on mental health (3)
Perceived benefits with drug use (2)
Slowing at work (1)

2. Effect on clinical care and
service delivery

« Effect on procedures (12)

Prescription errors/illegibility (g)

- Patient noticing changes in behavior/appearance (8)
« Improper documentation/case notes (8)

Perceived lack of/improved effect on patient care (6)
Perceived reduction in efficiency/efficacy (5)

= Avoiding/delaying seeing patients (3)

« Patient dissatisfaction (3)

= Suboptimal clinical care (2)

« Breach of the protocol (1)

« Delay in implementing national

program in primary care (1)

3. Impairment in regularity
and punctuality

« Absenteeism (16)

« Frequent breaks (8)

= Adjusting duty hours (4)
« Leaving early (3)

Late to work (3)
Delaying work (3)

4. Other behavioral changes
atwork

= Anger toward the patient and patient family (15)
« Lying and stealing (4)

Effect on professional attire (4)

Shaming staff (3)

Restlessness (2)

5. Work Environment

= Enabling behaviors from staff (14)

Delegating work to colleagues/to unqualified staff (g)
« Challenges in managing duties (6)

« Staff identifying changes in work behavior (5)

« Reduced socialization (4)

« Lack of trust from administration (3)

« Warnings from colleagues/authority/superior (3)
« Change in type of job (3)

« Stigma and discrimination (3)

« Lack of coordination with staff/colleagues (2)

« Expectation of support from administration (2)

« Perceived humiliation/harassment (1)

« Change of attitude of the staff (1)

= Breaching professional boundaries (1)

« Effect on workplace dynamics politics (1)

6. Direct action against
physicians

« Official complaints (4)

« Other negative consequences (5)
Warning (3)

Investigation and inquiry (3)

Inaction by staff (3)

Other supports from administration (3)
Referral by the employer (1)

« Communication among hospitals (1)

7. Ethical issues at the
workplace

« Stealing from pharmacy/hospital (7)

Prescription related issues—dummy or self-prescription (7)
= Working under intoxication (6)

Forging attendance (1)

Violation of professional etiquette (1)
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(Table 1 continued)

Theme

Subthemes (Number of Participants with the Subtheme)

8. Effect on career and
growth .

Change in

Disjointed

Frequent job changes (g)

career trajectory (7)

« Effect on reputation and finance (4)
» Effect on academics/research work (4)
Missed opportunities (3)

work history/Gap (2)

« Effect on administrative work (1)

FIGURE 1.
Themes and Possible Interrelationships
Substance use disorder in
A = .
/_,.—- physician \.H""‘-\.
- s
~ - N
P Direct consequences of “x\_&
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= Effect on clinical care and ‘\\ Changes in behaviour
— service delivery including =— . including lying and
patient dissatisfaction ™~ stealing
;hanges n wlurg Impairment in regularity \
enwranmgnl including and punctuality \\\\
stigma \

Effect on career and
growth

I1_

Ethical issues at workplace ||

Direct actions against the

physicians

—

punctuality, changes in a few other
behaviors ascribed to substance use
are described under this theme. They
included displaying anger toward
patients and their families and staff,
dressing inappropriately for work,
and frequent lying and stealing.

5. Changes in the work environment:
This theme included reciprocal inter-
actions between the physicians using
substances and their work environ-
ments. Physicians reported changes
in workplace dynamics, facing stig-
ma, perceived humiliation, changes
in the attitude of staff, difficulty in
coordinating with colleagues, reduc-
tion in interactions with colleagues,
lack of trust of administrators in
them, and instances of delegating
work to unqualified staff or col-
leagues.

6. Direct action against physicians: The
system’s—which mainly included the
administration, superiors at work,
and colleagues—responses to being
made aware of the substance use in
the physician varied and are listed
under this theme. They included phy-
sicians being referred to treatment,
warned, investigated, and complete-
ly being ignored by the staft.
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7. Ethicalissues at the workplace: Apart
from the duty owed to self and the
patient, a physician is bound to addi-
tional ethical responsibilities, which
would often be impacted, as reported
during the interviews. Physicians re-
ported stealing from the pharmacy,
writing prescriptions under false pa-
tient names (dummy prescriptions),
forging attendance, and inability in
maintaining professional etiquette.

8. Effect on career growth: During the
interview, physicians reported that
their substance use impacted their
careers and education, ranging from
a change in the department to some
instances of change in specialty itself.
Many physicians reported chang-
ing jobs frequently therefore. Three
of the physicians reported refusing
promotions at work to maintain sub-
stance use.

Discussion

This is the first study from India (and
possibly Asia) detailing occupational
challenges in physicians with SUDs
through in-depth interviews. There are
no structured health programs exclu-
sively for physicians in many developing
countries, including India. Therefore,
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understanding the lived experience of
occupational challenges is essential to
plan screening tools and interventions.
Most previous studies from India have
either been prevalence studies, mainly in
medical students, or review articles and
only mention the potential implications
of SUD on work.

We were able to elicit several occu-
pational challenges, including the
impact on clinical care and potential
career, ethical and legal implications,
and adverse work environments. The
participants reported various psycho-
active effects of substances—including
cognitive disturbances, sedation, and
slowing at work—and physical effects
like fatigue and weakness. Poor physi-
cal condition, speech pattern changes,
unexplained tremors, dizziness, and fre-
quent sore throats and colds have been
listed elsewhere as physical sequelae of
substance use.>* All these effects would
potentiate the difficulties we discussed
in other themes. For example, cognitive
impairment can contribute to impaired
judgment and adversely impact clin-
ical care provided to patients and can
also directly lead to work impairment.>
Hence, specific screening for cognitive
impairment during the initial assessment
of physicians with SUD is necessary.

Punctuality and regularity were
adversely affected in our population:
frequent absenteeism, frequent breaks,
coming to work late, and leaving work
early were reported. This led to the can-
cellation of appointments and increased
patient  dissatisfaction.  Irregularity
worsened relationships with colleagues
due to the increased burden they had to
shoulder. When hospital administration
became aware of such issues, physicians
were warned to maintain punctuality.
Previous reviews on impaired health
care professionals also reported frequent
unexplained  absenteeism, missing
appointments, disorganization in the
schedule, missing deadlines, and consis-
tently arriving late. 3>

Three anesthetists who were partic-
ipants in the current study reported
taking frequent breaks at work.
However, according to a previous review,
anesthetists spent more time at work,
volunteered for extra calls, and refused
relief for food, to procure the substance.»
The possible reasons for this differ-
ence could be that hospitals were the
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primary sources of drugs in their setting,
whereas, in Indian settings, prescription
drugs could be sourced from medical
representatives, pharmacies, and whole-
sale retailers too.

Our study participants reported dif-
ficulties in providing effective clinical
care: they included medical and proce-
dural errors, poor documentation, and
prescription errors, which have been pre-
viously reported as well.>® A prevalence
study also noted that physicians with
alcohol abuse or dependence were more
likely to report a recent medical error
in the previous three months.> Such
errors can lead to medicolegal actions
and affect one’s reputation and finan-
cial status.> Improper documentation
also increases the risk that patients may
suffer unnecessary repetitions of investi-
gations, prolonged hospitalizations, and
potentially inadequate care.® Improper
documentation and prescription error
would be considered violations of reg-
ulations and professional misconduct
by regulatory bodies such as the Indian
Medical Council #. Robust mechanisms
to audit documentation and prescrip-
tions—which also aid in screening for
instances of physician impairment,
including substance use—are needed. An
NHS survey of 1,794 physicians reported
irritability with patients and colleagues
and reduced standard of care, which our
participants also experienced.” Inappro-
priate behavior and sexual promiscuity
were described in previous studies,»* but
this theme was not elicited in our study,
perhaps because the interviews focused
on workplace behaviors and this was not
specifically probed. Financial corruption
was also not described by the partici-
pants in our study.

Colleagues or administration
responded to physicians’ substance use
by enabling it, remaining uninvolved,
or initiating investigations and job ter-
minations. The staff’s enabling behavior
included providing the substance,
covering for physicians during their
absences, or simply not confronting or
reporting the use of the substances by
the physician. For a few of our partic-
ipants, colleagues did not report their
substance use to the authority even in
situations requiring mandatory report-
ing. One previous review called this a
“conspiracy of silence” wherein medical
professionals ignored SUD in their

colleagues until late in the disease’s
course, when punitive action would be
taken.? A national survey among physi-
cians in the United States reported that
most of them supported the professional
commitment to report SUD in their col-
leagues; however, when faced with this
situation in practice, 33% of those with
knowledge of colleagues’ SUD in the past
did not report to the relevant authority,
despite the American code of medical
ethics obligating the reporting of phy-
sicians with impairment. As in previous
literature, participants in our study per-
ceived stigma or inferred it directly from
their colleagues’ behavior.? Two of our
participants suggested that awareness
programs among administrators and col-
leagues will help in addressing stigma. A
supportive environment where the sys-
temic response to the physician’s SUD
facilitates remedy, rather than initiating
a punitive action by default, might help
limit stigma.

Drug diversion, either with a
“dummy” prescription or stealing, was
reported in our study. Self-prescription
was also noted in a retrospective study
of 144 physicians.# Drug diversion by
other health care professionals such as
nursing staff and pharmacists has also
been documented previously.® There is
no mention regarding self-prescription
in the Medical Council of India (MCI)—
now called the National Medical Council
(NMCQC), code of conduct and ethics.”
However, in various states of the USA,
it is considered a violation of medical
ethics. Similar modifications in the regu-
lation of conduct and ethics by the NMC
may be necessary to reduce self-prescrip-
tion in India.

Frequent change in jobs, interrupted
work history, and change in career tra-
jectory were common themes described
in our study, similar to literature from
developed countries.#® Four of our par-
ticipants reported a delay in obtaining
postgraduation seats. Most medical grad-
uates in India strive to get postgraduate
degrees,and not obtaining one could also
be a significant source of stress.® A pre-
vious review has also reported that lack
of punctuality—unexplained absentee-
ism and tardiness—leads to low patient
satisfaction and poor relationships with
administration and colleagues.® Routine
screening for substance use can facil-
itate earlier interventions for doctors

struggling with some of these conse-
quences of substance use.

Comprehensive assessment of these
challenges will provide a background
for intervention in physicians for their
holistic recovery. Physician health pro-
grams address these in different parts
of the world—United States, Canada,>
Australia,3 and United Kingdom.
The programs include identification,
assessment, treatment, and re-entry
into practice with close monitoring and
contingency plans in case of relapse.s
Positive outcomes have been reported in
these programs, with up to 78% returning
to work and 65% completing treatment
contracts at the end of five years.

Strengths of our study include the use
of in-depth interviews that document
physicians’ lived experiences, investiga-
tor triangulation through independent
coding of the transcripts, the inclusion
of physicians purposively sampled from
different specialties and settings, and
the inclusion of physicians with varying
severity of use. The lack of negative con-
sequences of answering these interviews
truthfully could have placed participants
at ease and increased the credibility of
their self-reports.

A few limitations are the lack of sub-
sequent respondent validation of the
challenges and the lack of key informant
interviews or focused group discussions
of mental health professionals/ addiction
specialists, which may have provided
additional perspectives. Additionally, tri-
angulation would have been enhanced
by employer interviews and views of
family members. Though representative
of the skewed treatment-seeking gender
ratio, the small number of female physi-
cians and nonrepresentation of persons
with other self-identified genders were
insufficient to draw substantive infer-
ences about gender perspectives.

Conclusions

There is a significant impact on the occu-
pational functioning of physicians with
SUD, including the effect on patient
care, disruption of the work environ-
ment, ethical and legal issues, and career
changes. Knowing the occupational
challenges in physicians with SUD will
help us understand the severity of the
problem. It will also help in devising
physician-specific interventions so that
we can work toward a holistic recovery.
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Currently, there are no specific health
programs for impaired physicians in
India. It is of immediate requirement,
considering its impact on patient care
and efficacy demonstrated in many
developed countries.*3® Health care
programs could additionally provide
epidemiological data about the burden
of SUD in physicians. Further research
into the adaptation of structured assess-
ment tools, identifying at-risk behavior,
and the other stakeholders’ perspective
is required.
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