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MESSAGE FROM  
THE PRESIDENT
Growth Opportunities

Working in the field of physician 
and general professional health is 
an honor, as well as tremendously 
rewarding and challenging. This 
has been my experience in North 
Carolina, and at the national level. Since being given the 
privilege of serving as your Federation President, I’ve 
become more acutely aware of the opportunities and 
challenges we face nationally. The opportunity to work 
with some incredibly dedicated and talented people in 
the Federation has also been greatly energizing.

Earlier this year, each FSPHP-member state received a list 
of our Federation’s accomplishments in 2012, as part of 
membership renewal. In reflecting on the past year and 
looking ahead to 2013, I want to focus on three areas that 
are critical to our future success: FSPHP administrative 
support, our work with other national organizations, and 
membership expansion.

The Federation has had a number of “growth opportuni-
ties” in the last several years. The biggest of which came 
in 2012, with the end of administrative support from the 
American Medical Association (AMA). As difficult as 
this has been, I believe it will prove to be a positive, 
watershed point in the history and development of the 
Federation. As a result of this external change, we’ve 
matured as an organization, reviewed our own adminis-
trative structure, and taken steps to become more self-
sufficient and politically independent.

Towards this end, in order to replace the services provided 
by the AMA, the FSPHP Board of Directors voted to sign 
an administrative services contract with the Massachusetts 
Medical Society (MMS), effective January 2013. The MMS 
subsidiary Physician Health Services, Inc., will provide 
administrative support to FSPHP leadership, members, 
and to our Executive Director Jon Dougherty. As I’ve 
noted on the listserv, we are truly fortunate to have Debbie 
Brennan and Jessica Vautour join the FSPHP family.

Two other important projects in 2012 were our work  
with the Federation of State Medical Boards (FSMB) the 
American Board of Medical Specialties (ABMS). Advocacy 
for recovering physicians and other professionals has 
become increasingly complex since the “physician health” 

movement first started. In 2013, a medical license is neces-
sary to practice medicine, but not sufficient in and of itself 
to earn a living. Credentialing decisions by specialty boards, 
health insurers, and other entities now effectively determine 
an individual licensee’s ability to practice. This has made 
FSPHP’s national work with FSMB and ABMS critically 
important to our individual and collective missions.

In October, Carole Hoffman and Lynn Hankes represent-
ed FSPHP in the ABMS Disciplinary Alert Notices 
(DANs) workgroup in Chicago. The meeting went very 
well, and represented an important first step in working 
with individual specialty boards to allow continued certi-
fication for licensees under board orders requiring PHP 
monitoring. The next step is for the Federation to reach 
out to the specialty boards individually, and encourage 
them to see PHP monitoring in a positive light.

A related effort, and an outgrowth of our continued rela-
tionship with the FSMB, was FSPHP participation on the 
Special Committee on Reentry for the Ill Physician. Lynn 
Hankes and Michael Gendel were invited to the committee 
meeting in October, as well. They continue to participate in 
this initiative, which looks like it will result in a FSMB docu-
ment that is very supportive of physician health and rehabil-
itation. This dovetails very well with the ABMS workgroup 
agenda, and I’m optimistic that their work will provide sig-
nificant dividends at the national and state levels.
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Another area of focus for 2012 was membership expan-
sion. It has been difficult to strike a balance between main-
taining our core identity in physician health, and reaching 
out to potential members who can help us grow in new 
directions. The Membership and Bylaws Committees put 
in many hours discussing how to achieve this balance, 
while also protecting ourselves from possible ethical 
dilemmas as a result of our expansion. By offering mem-
bership to others who work in professional health, we’ll 
not only be providing the benefit of our experience, but 
benefitting from a new infusion of energy and perspective 
for our Federation, as well.

Our steadfast progression in the areas of administrative 
support, work with other national organizations, and 
membership expansion owes a debt of gratitude to  
Jonathan Dougherty for his continued leadership as  
our executive director and the countless hours of  
dedication by our committee chairs and members.  

We’re sure to have another great meeting this year, and  
I welcome you to join us in Boston. Please let a board 
member or me know via phone, email, or in person if 
you have any input or thoughts on the event or any other 
FSPHP business!

— Warren Pendergast, MD  
Medical Director, North Carolina Physicians Health  
Program 
President, Federation of Physician Health Programs 
(919) 870-4480 
 penderw@ncphp.org

MESSAGE FROM THE 
EXECUTIVE DIRECTOR
Evolution

“Evolution is the only science in 
which multiplication and division 
mean the same thing.”

I’m going to wear my medical society 
hat for a moment: The changing face of medicine is creating 
a great deal of angst amongst physicians and those of us 
who serve you. It’s no surprise that we are creatures of pre-
dictability and habit, and when the course ahead is unclear 
we may feel an uneasy feeling in the pit of our stomachs. I 
speak for myself by saying that even when I logically con-
clude that change is good, the process of getting from here 
to there can still be uncomfortable.

Medical societies have endured a decline in membership for 
several years. The value proposition traditionally associated 
with medical societies just hasn’t resonated with the young-
er, more diverse generation of physicians. As described by 
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Steve Smith, CAE, Jim Swartwout, and Barbara Greenan in 
the American Association of Medical Society Executives’ 
AAMSE Trends Report, “A successful medical society must 
do more than simply provide resources, programs, services 
and representation through advocacy in order to attract and 
retain members. Decisions to join or renew are increasingly 
based upon whether the membership experience offers con-
siderable value, unique access and sustainable support.” The 
good news is that medical societies have begun to take 
advantage of modern technology in order to sufficiently 
transition into diverse, contemporary, and high-tech organi-
zations, where value will again be measured and member-
ships will stabilize. Growth must be a priority.

As a professional association, the FSPHP shares much of the 
DNA of a medical society. The value proposition is readily 
identified; in my four years with the organization I have 
never heard anyone say, “I see no value in membership.” In 
fact, the opposite has been the case. The key question has 
been to what extent the value proposition can be exploited 
to: a) further enhance the science of physician health, and, 
b) help generate badly needed revenue for the FSPHP. The 
membership committee has been wrestling with these 
objectives for the last couple of years. It has been arduous, 
involving meeting the objectives of membership expansion 
without changing the scope and character of the Federation. 
Our representation of state physician health programs spe-
cifically limits the number of members we can have, as we 
are currently constituted. But service to your programs is 
what we are all about and nothing we do can ever adversely 
affect that.

Our membership and the intellectual hardware you all pro-
vide to the organization are assets that many ancillary pro-
fessionals in the world of physician health cherish greatly. 
Conceptually, we can meet our objectives while, at the same 
time, share knowledge throughout the health care system. 
By using Web-based and social networking, we could create 
an ongoing blog or chat room for the physician health com-
munity, allowing us to expand our knowledge of physician 
health and stay true to our mission. Concurrently, we could 
also be building alliances and reaching out to allied profes-
sionals wanting to learn more about the challenges state 
physician health programs face. This would serve to boost 
our value proposition by providing measurable value, 
unique access, and sustainable support, as well.

I am confident that your societies’ leadership will value 
any thoughts you may have as to how the FSPHP can 
evolve and address the needs of state physician health 
programs effectivelty. As we continue to explore other 
avenues for membership, please let your regional direc-
tors know of any ideas you may have about where you 
would like to see the FSPHP progress in the coming 
years. — Jonathan H. Dougherty, MS

AMA OBSERVER SUMMARY —  
JANUARY 17, 2013
As the FSPHP observer to the 
AMA, I attended the AMA 2012 
annual and interim meetings in 
June and November, respectively. 
During the annual meeting, there 
were several resolutions regarding 
physician health, whereas the interim meeting had no 
specific resolutions or actions regarding the topic.

There were six resolutions at the June meeting that had 
relevance to us. ASAM, Delaware, and the medical stu-
dent section were respective sponsors. They were all dis-
cussed at a reference committee, which I attended and 
commented. The discussions were lively and supportive 
of physician health programs.

One resolution called for continuing and expanding 
AMA support to the FSPHP. The committee recom-
mended that previous AMA policies on physician health 
be reaffirmed in lieu of the resolution, which the House 
later approved. The other five resolutions involved de-
stigmatizing mental health disorders in health profes-
sionals, ending discrimination against physicians enrolled 
in PHPs, and eliminating barriers to credentialing, certi-
fication, specialty board rejection, and other agency 
problems when a substance use disorder (SUD) or men-
tal health issue is involved. There was considerable dis-
cussion involving these issues, but generally all were in 
favor of the resolutions. The committee recommended 
that the five resolutions be combined as a matter of phy-
sician health and that it be forwarded to the AMA Board 
of Trustees (BOT) for its review and further decision, 
while also noting that physician health is of importance 
in recognizing the considerable discussion in the com-
mittee hearing. The House approved the recommenda-
tion. I will be tracking the referral to the BOT as to its 
future decisions.

In contrast to the annual meeting, the interim meeting had 
no resolutions or actions specifically related to physician 
health. Other resolutions and discussions seemed to focus 
on the Affordable Care Act, ACOs, the EHR and its issues, 
the implementation of ICD 10, and other broad areas of 
interests. I encourage those interested to review the report, 
resolutions, and discussions online at ama-assn.org/ama/
pub/meeting/reports-resolutions.shtml. I continue to find 
the observer role at the AMA meetings to be worthwhile 
and important to our Federation. It provides many oppor-
tunities to describe the role of observer and to discuss the 
FSPHP and the importance of its mission. I’m also able to 
speak with state delegates who speak highly of their state 
PHP and its usefulness to doctors. There are interactions 

Luis T. Sanchez, MD
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with the ASAM delegate, the FSMB board chair, and other 
AMA delegations, as well.

Through a task force, our Federation has an ongoing 
project of developing AMA model guidelines for state 
PHPs with recommendations as to educating physicians 
and medical students on physician health and wellness. 
The taskforce will continue its work over the next 
months. — Luis Sanchez, MD, FSPHP Observer to AMA

STATE PHPS PROTECT THE PUBLIC —  
AND SAVE CAREERS
It’s not credible or productive to pretend that physicians 
are not subject to the same range of impairing disorders as 
others. That attitude leads to a deadly combination of 
denial, followed by excessively punitive actions when 
forced to confront problems that cause physician impair-
ment. A better way is to foster systematic early detection 
and intervention that prioritizes public safety while balanc-
ing this concern with an interest in promoting successful 
functioning of physicians in practice. This has been the 
mission of physician health programs in the United States. 
This proactive and balanced approach is necessary to pre-
serve public confidence in physicians and to encourage 
physicians and others to report problems so they can be 
investigated and dealt with in an effective and timely man-
ner. An accusatory stance and draconian punishments dis-
courage early detection and is not in the public interest or 
in the interest of physicians in general. It would be helpful 
to have specific evidence demonstrating the benefit of phy-
sician health programs as an aid to regulatory boards in 
early detection of licensees with disorders that if untreated 
can cause impairment. Forty-six (46) regulatory boards in 
the United States endorse and support PHPs in their 
states.1 The remaining states do not have PHPs, either 
because of funding issues or, as was the case in California, 
public relations issues. In that state, the PHP was abolished 
following media attention and public criticism that “bad” 
doctors were being poorly managed. 

Method

This study compares two adjacent states with and with-
out PHPs. Data regarding number of licensees and disci-
plinary actions were obtained from the Federation of 
State Medical Boards website.2 Information regarding 
total numbers of physicians identified with substance 
abuse and numbers of physicians in monitoring were 
obtained from both the Georgia and Alabama boards  
and the Alabama PHP.

Results

Based on the number of practicing physicians in each 
state, in 2009 Alabama identified 284% more physicians 
with substance abuse problems, per 1,000 physicians, 
than Georgia. (See table below.)

Comparison of two adjacent and demographically similar  
states, one with a PHP (Alabama) and one without (Georgia).

Data from 2009 Alabama Georgia

Total physicians practicing in-state 10,518 18,422

Total disciplinary actions 64 132

Disciplinary actions per 1,000 6.08 7.17

Total new substance abuse cases 52 30

New substance abuse cases per 1,000 licensees 4.95 1.63

Total number of physicians in active monitoring 270 132

Physicians in active monitoring per 1,000 licensees 25.7 9.9

Discussion

From this data, potentially impaired physicians are 
referred more often where there is a state PHP. This is 
likely because PHPs promise a non-punitive, clinically 
oriented approach. Hospitals or colleagues understand 
(through the educational efforts of PHPs) that a clinically 
oriented confidential evaluation will occur and treatment 
and/or support will be provided. In contrast referents are 
less likely to “snitch” on a colleague to the regulatory 
board until pressure to do so becomes intolerable, such 
as following overt harm to a patient. By detecting poten-
tially troubled physicians earlier and obtaining assistance 
for them, the public is protected and best served. 

In addition to encouraging early referral, PHPs’ devotion 
to recovery and the large number of physicians who have 
successfully overcome problems and returned to practice 
encourages physicians to accept PHP care management. 
The testimony of physicians in the community who have 
benefited from PHP care management is vital to both 
early referral and to physician acceptance. 

PHPs also assist boards in their ability to respond more 
rapidly, as they are not burdened with “due process” 
requirements. State PHPs function as a clinical arm for 
regulatory boards. When credible symptoms are first 
reported an effective PHP can immediately intervene, 
without a lengthy investigation. The PHP can “strongly 
encourage” the licensee to “voluntarily” stop practice  
and enter the “safe harbor” of an evaluation process. 
PHPs report that over 95 percent of licensees fully  
cooperate.7 Physicians almost always prefer a clinical 
approach, which encourages their cooperation, especially 
considering they are informed that if they refuse to  
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comply, they will likely be referred to the regulatory 
board. The promise of relative confidentiality, of  
course, plays a role as well in the licensee’s willingness  
to cooperate. 

Physician health programs have a proven record of suc-
cess without patient harm. PHPs were mostly established 
in the late 1970s to address the rising awareness that phy-
sicians have significant unaddressed substance abuse and 
mental health problems.3 Many PHPs are run by recover-
ing physicians who are dedicated to this “calling.” Over 
the past four decades the current PHP system has 
evolved based on experience and continues to evolve an 
extraordinary ability to evaluate, perform interventions, 
and conduct long-term monitoring. Almost all PHPs 
report serious relapses and/or incidents of patient harm 
to the regulatory board, however, remarkably once physi-
cians enter PHPs they rarely harm patients — even if 
they relapse.4, 5 

There are very good, practical reasons to separate the 
care management PHP functions from the regulatory 
board. To succeed, however, this teamwork between 
PHPs and their respective regulatory boards must have 
explicit guidelines regarding the circumstances under 
which relapses and other non-compliance is reported to 
their boards. PHPs themselves have no power to restrict 
or remove physicians from practice. But, they do offer 
welcomed assistance and support for physicians who are 
willing to voluntarily withdraw from practice and enter 
evaluation or treatment and then consent to active long-
term monitoring. This balance of complementary roles  
of protecting the public by early and swift intervention 
has worked well for decades. It’s a record that deserves 
respect even as both PHPs and the licensing boards work 
to improve the current practices with dual goals in mind: 
First, protect the public, second, protect the careers  
of physicians.

National organizations focusing exclusively on protecting 
the public, such as Public Citizen, rank medical boards 
by rates of disciplinary actions rather than by rates of 
early intervention and prevention. Ironically, this 
approach can make it less safe for patients. When scruti-
nized, some of the PHP practices (e.g., drug testing) have 
not been perfect, but overall their programs are effective 
and there is no evidence that patients are harmed.4, 5

Conclusion

By encouraging early referral, rapid intervention, and 
successful treatment and monitoring, PHPs fulfill a vital 
role in protecting the public. In the process, long-term 
recovery is promoted and physician careers are preserved. 
— Gregory Skipper, MD, and Tom Specht, MD
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CONTINUING THE COMMITMENT: RESEARCH AT 
THE COLORADO PHYSICIAN HEALTH PROGRAM
During 1996, in Estes Park, Colorado, a group of state phy-
sician health programs organized a national conference to 
discuss research issues related to physician well-being. The 
dialogue centered on the need for development of empiri-
cal studies as a means to understand PHP effectiveness 
and address public concerns of physicians’ abilities to com-
petently practice medicine during monitoring. Participants 
identified 12 priority areas for research, including preven-
tion, risk factor identification, treatment effectiveness, and 
programmatic differences. (Dilts, Goldman, and Shore, 
1999) The conference also birthed the Physician Health 
Research Planning Group (chaired by Michael Gendel, 
MD), which included representatives from Physician 
Health Programs, Federation of State Physician Health 
Programs, American Medical Association, American  
Psychiatric Association, American Academy of Addiction 
Psychiatrists, American Society of Addiction Medicine, 
Federation of State Medical Boards, and various treatment 
centers. The group promoted the 12-point research agenda 
and worked with a psychiatric epidemiologist to design a 
national database to encourage the systematic collection  
of information among PHPs. Sixteen (16) years later, the 
Colorado Physician Health Program (CPHP) continues to 
embrace the practice of research to help improve PHP per-
formance and examine issues of public safety. CPHP 
strengthened its commitment to this effort in 2008 by for-
malizing an in-house research committee, in cooperation 
with an investigator at the University of Colorado 
Anschutz Medical Center.

Recent committee efforts targeted several of the gaps  
in knowledge identified by the Estes Park conference. 
Comparing Substance Use Monitoring and Treatment  
Variations among Physician Health Programs (Brooks, 
Early, Gundersen, Shore, and Gendel, 2012) examined  
physician-client outcomes between CPHP and other  
peer assistance programs. This research study built upon 
data collected through the Blueprint Project (McLellan, 
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Skipper, Campbell, and DuPont, 2008), and led to a better 
understanding of the impact of programmatic differences 
between PHPs. The Physician Boundary Project explored 
the scope, correlates, and outcomes associated with  
physicians who reported to CPHP for boundary violations. 
In a unique effort to document in terms of their violation  
category (i.e., non-patient, patient non-sexual, and patient 
sexual), the study determined — by self-study report and 
external sources — that between 83 to 90 percent of physi-
cians reported no further violations. (Brooks, Gendel, 
Early, Gundersen, & Shore, 2012) The impact of physician 
health program monitoring was an area in particular need 
of further research. To address this, CPHP recently con-
cluded an investigation documenting the relationship 
between monitoring and physicians’ subsequent risk of 
malpractice claims. The study’s results, which also found 
that malpractice risk decreased after monitoring, suggest 
the potential for PHPs to improve physicians’ ability to 
safely practice medicine. CPHP is currently conducting a 
program evaluation effort in order to understand issues of 
treatment effectiveness from the client’s perspective. This 
project will examine several service aspects, such as prior 
knowledge of the program, barriers to care, satisfaction, 
and effectiveness.  

Through these projects, CPHP continues to commit itself 
to strengthening a research base that can be used to bet-
ter understand physician illness and improve care. As 
acknowledged at the 1996 conference, improving care for 
physicians often results in improved care for the patient. 
As we are better able to meet the research agenda set 
forth by the conference, we believe our efforts can posi-
tively impact this admirable goal.  
— Elizabeth Brooks, PhD, CPHP Principal Researcher
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THE WEST VIRGINIA MEDICAL  
PROFESSIONALS HEALTH PROGRAM:  
AN EXAMPLE OF “SUCCESS”... IRRESPECTIVE  
OF HOW YOU DEFINE SUCCESS!!!
The West Virginia Medical Professionals Health Program 
(WVMPHP) has been operational for just over five years. 
The WVMPHP continues to be the only physician health 
program recognized by the WV Board of Medicine and 
the WV Board of Osteopathic Medicine. Since its incep-
tion, the WVMPHP has provided 70 educational lectures 
to over 5,000 physicians, medical students, and residents. 
As an independent 501(c)(3) not-for-profit corporation, 
its 11-member board of directors represents the majority 
of organized medicine including the WV Mutual Insur-
ance Company, the WV Hospital Association, the WV 
State Medical Association, the WV Society of Osteopath-
ic Medicine, the WV Society of Addiction Medicine, and 
other societies representing the three populations served 
(i.e., physicians, podiatrists, and physician assistants). As 
of this date, funding has been largely provided through 
licensure-board fees. The WVMPHP also depends on 
donations by the WV Hospital Association, Healthcare 
Authority, WV Mutual Insurance Company, WV State 
Medical Association, and individuals, as well as from 
individual participant fees and their respective pro bono 
services. The WVMPHP’s continued availability after  
five years of operation is considered one measure of  
success. The limitations of how we define and/or others  
perceive our success results in an under-realization of  
our importance.

Statistics alone are a measure of WVMPHP success. We 
have provided assistance and guidance to 113 partici-
pants representing a growth rate in excess of 1,200 per-
cent and an abstinence rate of approximately 88 percent. 
This brings to mind the definition of success itself, which 
should not be limited to growth and/or abstinence rates 
irrespective of their impressiveness. 

The impact of education about addiction and the work 
PHPs do positively benefits the health care profession 
and the patients we serve, which is yet another example 
of PHP success. This is not limited to the number of pre-
sentations and to whom they are presented, but the 
impact on the care provided and the stigma addicted 
patients face. The stigma associated with addictive illness 
is lessened by understanding the disease model and asso-
ciated successful outcomes of treatment evidenced by 
PHPs. Addressing this health care population in this 
manner provides the “Leading by example” effect to other 
members of society outside of the populations served by 
PHPs. This education also functions to some degree as  
an antidote to the stigma associated with the addicted 
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patient. Furthermore, the “experiential education” of 
recovering participants in PHPs beneficially impacts 
families, colleagues, and patients.

Having a greater number of ill or recovering health  
care professionals within a “safe harbor” of support  
and monitoring, as represented by the WVMPHP, is  
an obvious benefit when compared to the significantly 
fewer number represented by the state prior to the 
WVMPHP’s availability. Without our work, the number 
of individuals seeking assistance and guidance would be 
less than it is today, which is indeed at least anecdotal 
evidence of success.

Physician and professional health programs report a high 
rate of abstinence, which is one of many components 
determining how we view success. When researchers 
bear this concept in mind during data analysis, their 
results from peer-reviewed articles accurately report an 
overall success rate defined by abstinence rates over  
90 percent at 5 years. This overly simplistic definition is 
defined as abstinence from mind and/or mood altering 
substances, including alcohol, upon completion of the 
full treatment experience (i.e., intervention, evaluation, 
treatment, post-treatment stabilization, and re-entrance 
into the practice of medicine in a safe, monitored manner 
under the auspices of a PHP). Albeit definable, accurate, 
and impressive, this definition of success — based on 
abstinence alone — doesn’t capture other benefits to the 
health care profession and the public at large resulting 
from PHP operations and long-term availability.

Health care professionals with substance use disorders 
are responsible for addressing their illness, including 
relapses, which then benefits and enhances public  
safety. A relapse does not, in and of itself, constitute  
failure or lack of success, nor does it equate with impair-
ment. Illness and impairment exists on a continuum, 
with illness predating impairment for often a period  
of years (See FSPHP Policy on Illness vs. Impairment at 
FSPHP.org). PHPs have a mechanism in place to prompt-
ly identify, intervene and address relapse if and when it 
occurs. These often include notification of the regulatory 
agency, when evidence of overt impairment and/or non-
compliance could potentially place the public at risk. This 
reporting of non-compliance and associated collabora-
tion with regulatory agencies benefits the health care pro-
fession and the public we serve. 

While abstinence rates are exceptional, we can further 
discuss PHP success with respect to those who experi-
ence relapse. Relapse — in and of itself — should not  
be construed as a failure of the PHP, or the affected 
health care professional. It is simply a loss of disease 
remission (exacerbation) similar to other chronic  
illnesses (diabetes, cancer, etc.). It is not unexpected  

for a patient experiencing illness to question their diag-
nosis and treatment, and/or to experience an exacerba-
tion of disease. Exacerbation includes addictive illness 
and relapse with a brief return to use of prohibited sub-
stances. Its often the result of an undetected, and there-
fore untreated, co-morbid underlying condition (i.e.,  
psychiatric illness). Detection of these underlying issues 
and co-morbid diagnosis is associated with re-evaluation 
and/or treatment often occurring as result of relapse. The 
resulting true engagement in recovery could be deemed 
the result of a therapeutic relapse. 

This is analogous to a well-controlled diabetic who 
becomes ill with sepsis and associated DKA (disease 
exacerbation). A return to the active disease state, and 
associated consequences, requires redirection by treat-
ment professionals in order to regain an optimal disease 
state (i.e., stability with ongoing monitoring). For those 
who relapse, the re-engagement in a corrective action 
plan and recovery in a supportive system may very well 
lead to long-term sustained remission. 

There are individuals who have potentially impairing 
conditions in addition to the illnesses for which they 
sought assistance and guidance. In those cases, when dis-
covery of such co-morbid illnesses reveals true impair-
ment, the affected individual doesn’t returned to the 
practice of medicine and is provided support, assistance, 
and guidance for adjustment, acceptance, and exploration 
of alternatives to the practice of medicine. This period of 
supported adjustment helps to minimize the potential 
travesty of participant suicide, which is another benefit 
from PHPs. 

Successful rehabilitation and advocacy provided by a 
PHP, on behalf of the compliant recovering health care 
professional with a disease state in successful remission, 
helps to preserve an already declining health care work-
force in the face of increased need for it. The cost and 
resultant benefit of professional health programs collabo-
rating with regulatory agencies is significant; salvaging 
careers is more cost-effective than training replacements. 
There’s also the benefit of improved public safety when 
represented by such a collaborative model, which is 
invaluable and immeasurable. 

In closing, whether PHP success is measured in terms  
of program availability, growth rates, abstinence rates, 
education, stigma, earlier detection of impairment, life 
balance, earned advocacy, cost benefit of careers saved or 
public safety, recovering health care professional “suc-
cess” is most likely to occur, irrespective of how you 
define success, when they participate in a PHP. This is 
especially true when PHPs operate with the principles of 
confidentiality, professionalism, respect, collaboration, 
communication, accountability, and transparency.  
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Personal Note
“My most memorable case example illustrating success  
was when I intervened on an individual in an intoxicated, 
SUICIDAL state while at his cabin in the mountains of West 
Virginia the day after his third DUI. Six days later, following 
the intervention, escort (committal) to a mental institution 
and subsequent door-to-door transfer to a qualified residen-
tial treatment center, he noted the beneficial experience  
of ‘coming to’ as result of the WVMPHP’s availability. He  
is doing quite well today… ALIVE… a success. Sadly, a  
different participant chose to continue drinking… is now 
deceased… a personal measure of success is my acceptance 
that we can’t save them all. I am still working on this one… .” 
— P. Bradley Hall, MD, DABAM, FASAM,  
Executive Medical Director, WVMPHP

MEDICATION ASSISTED THERAPY  
(MAT)-INSURANCE RULES AND REGULATIONS
Medication Assisted Therapy for addiction treatment,  
especially opiate addiction, has proven to be safe and effec-
tive in successful treatment outcomes and cost. (Center 
Substance Abuse Treatment TIP#43 Medication Assisted 
Therapy for Opiate Addiction). 

Medication Assisted Therapy has given patients with addic-
tion new hope and a better prognosis for ongoing sustained 
recovery over the past decade. The research conducted by 
NIDA (National Institute on Drug Abuse), NIAAA 
(National Institute on Alcohol Abuse and Alcoholism), 
SAMHSA (Substance Abuse and Mental Health Services 
Administration), and other organizations discovered that 
addiction is a chronic medical illness, much like diabetes 
and hypertension, with distinctly genetic components, mea-
sureable physiologic changes, and yes, it can be addressed 
and put into remission. Recently medications have been 
developed and are FDA-approved for the treatment of 
addiction. The unfortunate development is that many of 
these FDA-approved medications for the treatment of addic-
tion, especially those approved for opiate addiction, are sub-
ject to pre-approval. Their use and dosage is time limited or 
restricted, as well. This is not typical with other FDA-
approved medications for other chronic medical illnesses.

When opiate or other addicted patients present for help, this 
must be recognized as a small and finite window of oppor-
tunity. It is clinically imperative that all of the available tools, 
interventions, and medications be available. Any delay in 
providing care for patients with an addiction can be and has 
been life threatening. Oftentimes, the prior authorization 
process can be burdensome for patients and providers, ulti-
mately resulting in untoward outcomes and death from over-
dose. Some patients go on to commit crimes to sustain their 
habits or otherwise injure themselves or others fatally.

There have also been reported instances where patients — 
who are finally stable on a maintenance medication — are 
forced to discontinue after an insurer-determined time for 
just of detoxification, or a period of 6–12 months. Many of 
these patients relapse and some die. The FDA has actually 
approved these medications for detoxification and mainte-
nance! Insurers trying to limit use for just detoxification and 
seek to define the length of time for maintenance disregard 
FDA and CSAT recommendations. It has been reported in 
other cases that insurers also seek to limit the dose of med-
ication beyond that which has been set by the FDA. The 
FDA and CSAT have indicated that dosages of buprenor-
phine in the form of Suboxone or Subutex has efficacy 
between 2–32 mg daily. While it is acknowledged that the 
average dose prescribed is 16 mg, there are some individuals 
that require 32 mg — these people should not be denied. 

This fact is clearly stated in the CSAT TIP#40: Insurers 
should not dictate or restrict the dosages or length of opiate 
maintenance treatment that are well established and deter-
mined to be efficacious and in line with the best practices rec-
ommendations by the FDA and other agencies (CSAT, NIDA, 
and National Quality Forum) solely to manage cost concerns.

Conclusions and Recommendations

Our nation’s current opiate abuse and opiate overdose epi-
demic is real and undoubtedly the cause of an increased 
morbidity and mortality rate that has surpassed the num-
ber of people killed as a result of motor vehicle accidents 
over the past several years. While there are many contrib-
uting factors involved, the interface of access to appropri-
ated addiction treatment and affordability for the both is 
fertile ground to plant seeds of solutions. The federal, state, 
and local governments are taking vigorous actions to stem 
the availability of illegal opiates, and are thus inappropri-
ately prescribed medication. It’s time that the treatment 
and managed care communities examine the issues on the 
treatment side of the equation and develop policies that 
will lead to better access to clinically indicated treatment 
and better treatment outcomes with patients who suffer 
from opiate and other addictions.

Health insurance should pay for all the costs of professional 
addiction treatment. There is some variance of opinion with 
regard to whether health insurance should cover the costs of 
recovery support services, such as the use of recovery coach-
es, or the use of sober-living services (e.g., halfway houses or 
even structured housing made available to participants in 
PHP and IOP levels of care). These additional components 
are very important in terms of increasing the success rate of 
recovery for many individuals; however, more research and 
data collection needs to occur to quantify the actual value of 
these services. 
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Selection of Treatment Levels of Care 

Insurers need to rely upon trained and certified addiction 
treatment professionals to determine the level of care that a 
patient requires, based upon evidenced-based and peer-
reviewed standards that are readily available for use, today. 
These standards of care have already been vetted by NQF, 
SAMHSA, CSAT, and others. The American Society of 
Addiction Medicine Patient Placement Criteria-2 has spe-
cific guidelines to determine the appropriate levels of care 
for patients with addiction. The adoption and the monitor-
ing of adherence to these guidelines by managed care agen-
cies should be sufficient in terms of their need to be assured 
that resources are being appropriately allocated and spent.

Medication Assisted Therapy (MAT)

Physicians trained and certified in addiction medicine,  
or who are otherwise wavered and trained to prescribe 
FDA-approved medications to assist or maintain a 
patient’s recovery, should have the ultimate authority for 
issues determining which medication, FDA-approved 
dosage, and length of use is clinically required to appro-
priately treat a patient. The selections of medications and 
FDA-approved dosages, and length of treatment should 
be left of to the practitioner, not the insurance company.

Prior Authorization Requirements for  
Medication and Program Admission

At the time a patient presents for treatment and help  
for an addiction, it is imperative that he/she receives  
that care. When patients are denied access to treatment, 
whether it is for medication or admission into a treat-
ment facility, the results are devastating; many of them 
continue to use or they die (various related reasons). It  
is recommended that these patients seeking help are 
allowed to enter treatment and have their situations eval-
uated by trained, certified addiction professionals for a 
comprehensive evaluation and assessment. The findings 
can then be reported to the insurers for approval.

Co-Occurring Mental Health Treatment

As it is well known and documented, successful addic-
tion treatment is not guaranteed when co-occurring  
psychiatric issues are not identified and simultaneously 
treated. We encourage recognition and treatment of  
co-occurring disorders. (samhsa.gov/co-occuring/ 
topics/healthcare-integration/index.aspx)

Prescription Opiate Abuse

Prescription drug abuse is already being addressed by fed-
eral, state, and local officials. More needs to be done in 
terms of prescriber education about addiction and pain 

issues, appropriate prescribing of opiates in general, and 
the ethics of appropriate prescribing. Prescribers and dis-
pensers need to be encouraged to make use of the pre-
scription monitoring programs available in their states  
to help curb the prescribing to patients that are abusing 
Controlled Dangerous Substances.

It is our belief that these recommendations, if seriously 
reviewed and accepted, will significantly change our 
experience with opiate abuse, misuse, and addiction 
treatment. While it is generally expected that federal, 
state, and local agencies will address the illegal aspects of 
this epidemic, the treatment side of the equation is part 
of the solution, as well. Patients who suffer from addic-
tion are entitled to the same full, evidenced-based treat-
ment as any other patient who suffers from a chronic 
medical illness. Patients with addiction should not have 
evidence-based treatment practices nor FDA-approved 
medications withheld because of non-clinical concerns. 
The implementation of just a few recommendations will 
surely make an impact on this current epidemic and 
treatment crisis in our nation.

— Louis E. Baxter, Sr, MD, FASAM 
Immediate Past President 
American Society of Addiction Medicine Director 
American Board of Addiction Medicine

— Alan Stevens, MSW, LSW, ACSW 
Behavioral Health of the Palm Beaches

THE IMPACT OF MANAGED CARE ON 
ADDICTION TREATMENT: AN ANALYSIS
Introduction

Opiate addiction and the treatment of opioid dependence has 
received increased attention in recent years, associated with 
the epidemic rise in cases of opioid misuse, abuse, dependence, 
and overdose deaths in the United States.

In our society as a whole, we are losing productivity in the 
workplace and the classroom; experiencing increasing 
societal costs as a result of crimes and the costs of incar-
ceration; and increasing the financial burden on federal 
and state budgets; all of which is due to poorly conceived 
policies for paying for addiction treatment services. Addic-
tion to opioids — both prescription drugs and heroin — is 
a national epidemic.

There is a significant rise in the number of cases presenting 
to addiction treatment facilities where opioid dependence is 
the primary diagnosis. Associated with the increase in cases 
of abuse and dependence — and, arguably one of the con-
tributing factors to the recent epidemic — is the dramatic 
increase of number of prescriptions for opioid analgesics 
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authorized in the past 15 years. According to the National 
Survey on Drug Use and Health, as highlighted by the White 
House Office of National Drug Control Policy (ONDCP), 
there has been more than a 400 percent increase 1997–2007 
in the number of cases of opioid abuse and dependence, 
which has led to increases in the need for treatment.

According to the Centers for Disease Control and Pre-
vention, accidental deaths by poisoning and drug overdos-
ing have now exceeded deaths from motor vehicle accidents 
(MVAs). They have been on the decrease due to a nation-
al crackdown on driving under the influence of alcohol 
and increased safety demands on auto manufacturers, as 
well as laws to increase seatbelt usage. In contrast to poli-
cy initiatives that have reduced the number of highway 
deaths, policy changes regarding opiate pain medications 
have not yet impacted the increases in the number of 
prescription drug-related deaths. Public policy reforms 
are needed across all levels of government (federal, state, 
local) to stop this rampant epidemic that has killed more 
Americans in the past two years than died during the 
entirety of the Vietnam War. (See figure above.)

Insurance Company Denial of Access to Appropriate  
and Clinically Indicated Opiate Addiction Treatment  
Levels of Care

While interventions can be made on many levels to  
reduce the rates of inappropriate prescribing of opioids, to 
improve the education of both prescribers and patients 
about this epidemic, to target overdose deaths directly via 

the use of overdose reversal medications, to increase the 
use of safe prescription drug disposal and “take-back”  
programs for unused opioid pill supplies, no one should 
ignore the role of addiction treatment services in address-
ing the epidemics of opioid addiction and opioid overdose 
deaths. Clinical interventions for the best possible out-
comes must include four basic elements: detoxification, 
rehabilitative counseling, continuing care, and medication 
assisted therapy (when indicated). (National Quality 
Forum Standards for the Treatment of Substance Use Disor-
ders 2007). Detoxification services are essential in assisting 
patients to achieve a state of abstinence, but the ultimate 
goal of sustained abstinence cannot be obtained by detoxi-
fication only. Unfortunately, too many stakeholders in 
addiction treatment represent that detoxification alone is 
treatment. Detoxification alone only increases the proba-
bility of relapse into active use and overdose deaths. Stud-
ies on the outcome of detox-only interventions are not 
promising with regard to the rates of sustained abstinence 
and recovery achieved after such services. 

A recent study of inpatient detoxification versus outpa-
tient detoxification for opiate treatment shows that  
inpatient detoxification for opiate addiction is superior to 
outpatient detoxification (51.4% versus 36.4%) in terms 
of completing treatment. (Journal Substance Abuse 
Treatment. 2011 Jan: 40(1):56–66) 

Furthermore, it is vitally important that individuals with 
any addiction be able to access the appropriate level of 
addiction care. The levels of care for addiction treatment 
vary. The American Society of Addiction Medicine Patient 
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More needs to be done in terms product development and safety, prescribing and marketing education, and prescription drug  
monitoring and regulation. Equally important is the need for better patient access and appropriate level of addiction treatment.

Motor vehicle traffic, poisoning, and drug poisoning deaths rates: United States, 1980–2008
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Placement Criteria 2-R (ASAMPPC-2R) is the only beta 
tested peer-reviewed patient placement tool that is widely 
accepted in the addiction treatment field by treatment 
providers and managed care agencies. Concisely, it can 
predict, with reasonable clinical accuracy the level of care 
a patient requires. The levels range from level 0.5 (brief 
intervention); level I (traditional individual outpatient); 
level II (Intensive Outpatient); level III (Residential); and 
level IV (Hospital based). The appropriate selection of the 
next level of care after detoxification is critical to the 
entire treatment outcome. 

When patients are limited to detoxification only or are not 
allowed access to the next indicated level of care, the result is 
predictably less than optimal. These patients fail and may 
need to start treatment all over again or they die from 
overdose due to an ineffective “treatment” that they under-
went as a result of denied access to the appropriate level of 
care. In a study published in the Journal of the American 
Medical Association (JAMA 2004 A. Thomas McLellan, 
PhD) it was learned that when patients receive the afore-
mentioned four essentials of addiction, their treatment 
outcomes were equal to or better than treatment outcomes 
of other chronic medical illnesses (diabetes, hypertension, 
and asthma). Surprisingly to many, opiate dependent 
patients recovered at a rate of nearly 80% at one year com-
pared with a 50% recovery rate for diabetics. Most of those 
successful opiate dependent patients underwent inpatient 
detoxification and residential rehabilitation stays. 

The application of multiple episodes of detoxification-only 
services will drive up health care costs without reducing 
the overall rates of addiction or the rates of disability or 
death attributable to opioid addiction. Studies show that 
inpatient detoxification and residential treatment have 
completion rates of up to 81% while outpatient detoxifica-
tion treatment have completion rates that are much lower 
(Outpatient versus inpatient opioid detoxification: a ran-
domized controlled trial. Day, E. Journal Substance Abuse 
Treatment. 2011 Jan: 40(1); 56–66). 

While inpatient treatment is more costly when compared to 
outpatient detoxification only and outpatient treatment, 
repeat detoxifications and outpatient treatment, as a result of 
an inappropriate initial selection, is wasteful and ultimately 
costs more. Inappropriate treatment selection is detrimental 
to patient health and is a waste of already limited financial 
resources available for addiction treatment. 

We firmly believe that offering a medical necessary contin-
uum of psychosocial, as well as medication assisted therapy 
when indicated, following of Levels of Care as outlined in 
the American Society of Addictive Medicine (ASAM) 
Patient Placement Criteria, results in an enhanced likeli-
hood of success, greater compliance and less chance of 
recidivism. Thus, for “drug free treatment” of opioid  

addiction, this could include several weeks of residential 
treatment where detox could be accomplished on a non-
outpatient basis; followed by step-down to several weeks of 
Partial Hospitalization Program (PHP); followed by up to 
90 days of Intensive Outpatient Program (IOP) care; followed 
by six or more months of professional follow-up via individual 
and group recovery-oriented therapy. Some patients benefit 
from halfway house or sober-living-house services to provide 
a stable recovery environment when they are stepped down 
from Level III (residential care) to Level II (PHP and IOP 
care) and Level I (ongoing individual and group therapy) 
care. This continuum of care presents the best model for 
achieving abstinence via psychosocial therapies, and supple-
menting this professional help with peer support through 
the self-help programs of Narcotics Anonymous or other 
12-Step groups, can improve outcomes even more. Because 
of the chronic nature of the illness of addiction, 12-Step 
participation for a lifetime is the commitment that many 
persons in recovery make and uphold.

Continued misguided denial of access to the appropriate lev-
els of care established by national expert organizations Sub-
stance Abuse and Mental Health Services Administration 
(SAMHSA), National Quality Forum (NQF), and ASAM 
and controlled best practice studies is not cost effective or 
clinically prudent in the care of patients with addictions. 

—Louis E. Baxter Sr., MD, FASAM 
Immediate Past President 
American Society of Addiction Medicine Director 
American Board of Addiction Medicine

—Alan Stevens, MSW, LSW, ACSW 
Behavioral Health of the Palm Beaches

SOUTHEAST REGION MEETS  
ON AMELIA ISLAND, FLORIDA
Representatives from the Federation’s southeast region met 
on September 15 and 16 in Amelia Island, Florida, hosted 
by Judy Rivenbark, MD, Medical Director of the Florida 
Professionals Resource Network. The conference included 
continuing medical education presentations on several top-
ics related to physician health, with a focus on the assess-
ment and monitoring of physicians with cognitive issues. 
Southeast programs were represented by Eric Hedberg, 
MD, from Alabama, Judy Rivenbark, MD, and Lynn 
Hankes, MD, from Florida, Scott Hambleton, MD, FASAM, 
Medical Director, Mississippi Professionals Health Pro-
gram, Warren Pendergast, MD from North Carolina, 
Roland Gray, MD, from Tennessee, and Penny Ziegler,  
MD, from Virginia.

Dr. Pendergast presented an update on the Federation, 
focusing on changes that will be needed at year’s end (2012), 



� PHYSICIAN HEALTH NEWS12

when no further financial support will be available from the 
American Medical Association. This will include making 
decisions about administration of the FSPHP and identify-
ing new sources of revenue. The membership committee is 
working on a plan for the organization to become more 
inclusive in its membership, while avoiding potential con-
flicts of interest. Plans for the next annual meeting in Bos-
ton are coming together.

Dr. Gray discussed the Tennessee Medical Foundation’s 
(TMF) efforts to contract with Tennessee Blue Cross Blue 
Shield (BCBS) to institute advocacy for participating physi-
cians, to encourage referral of possibly ill physicians to TMF, 
and to prevent physicians with board of medicine action, 
and, in the monitoring program, from being automatically 
dropped from the panel of approved providers. Lynn 
Hankes discussed return to work issues for PHP participants 
and his participation, along with Michael Gendel, MD, from 
Colorado, in a Committee of the Federation of State Medical 
Boards, which is working on criteria for return to practice 
and practice restrictions. FSPHP is also in discussions with 
the American Board of Medical Specialties to address the 
automatic action of some specialty boards to revoke board 
certification of physicians with formal disciplinary action.

There was an open discussion of various regional state 
medical boards’ attitudes toward addiction and recovery, 
mental health, and other issues that bring physicians to 
the attention of their respective boards. There was gener-
al agreement that no one can predict the impact of the 
Affordable Care Act and other changes in medical care 
delivery on the overall field of physician health.

2012 NORTHEAST REGION FALL CONFERENCE
The Rhode Island Physician Health Program and Rhode 
Island Medical Society graciously hosted the fall northeast 
regional conference in Providence, Rhode Island on 
October 5, 2012. Virtually all the northeastern states  
and the Ontario program sent representatives, making  
this an exceptionally collegial and dynamic conference. 
Representatives included our Rhode Island hosts, Herbert 
Rakatansky, MD, Martin Kerzer, DO, Robert Crausman, 
MD, and Rosemary Maher, LICSW, ACSW; Washington, 
D.C.: Daniel Perlin, MD; Pennsylvania: Shirley M. Stuppy, 
Lois H. Verna, MAC, LPC, and Jon Shapiro, MD; Ontario: 
Michael Kaufman, MD; New York: Terry Bedient, FACHE, 
and Jeffrey Selzer, MD; New Hampshire: Sally Garhart, 
MD, and Deanne Chapman, PA-C; Maine: Cathy Stratton; 
Massachusetts: Luis Sanchez, MD, Linda Bresnahan, MS, 
Debra Grossbaum, JD; Maryland: Chae Kwak, LCSE, 
Stephen Johnson, JD, Susan Bailey, MD; Connecticut: 
Maureen Sullivan Dinnan, JD, and Linda Barile, PhD, RN. 

As the Connecticut medical marijuana law became  
effective October 1, 2012, Maureen Dinnan gave a  
presentation on the impact of medical marijuana on  
PHP programs. Revisions to the agreements with profes-
sionals and other forms in the Connecticut and Rhode 
Island programs were shared as examples of ways to 
address some of the concerns medical marijuana raises.  
States who have been facing the challenge of medical 
marijuana shared their experiences and perspectives. 

Dr. Jeffrey Selzer and Dr. Herbert Rakatansky presented on 
the challenges of returning physicians to practice and how 
to deal effectively with specialty boards. A particular con-
cern is the effect of losing specialty board status on a physi-
cian’s privileges within a health care organization. Loss of 
this status can result in loss of privilege and insurance eligi-
bility even in the case of a physician who was never viewed 
by the PHP or the licensing board as being unsafe to prac-
tice. The role of the Federation in helping state programs 
work with specialty boards was highlighted. 

The “art of transferring cases” and how to more effective-
ly collaborate on multi-state monitoring was demonstrat-
ed in a panel discussion with Rosemary Maher, Rhode 
Island PHP, Sally Garhart, MD, New Hampshire PHP, 
and Cathy Stratton, Maine PHP. The panel used experi-
ences where multi-state monitoring worked well and 
where it did not to suggest a pathway drafted by Cathy 
Stratton for the region’s consideration. 

While the formal presentations generated thoughtful discus-
sion, the open sharing of each program’s successes and chal-
lenges in the past year was the highlight of the conference 
for many participants. The conference also provided a great 
opportunity to recognize Dr. Luis Sanchez upon his retire-
ment as Massachusetts’ PHP Medical Director. Dr. Sanchez 
not only served as a leader in the Federation and the North-
east Region, he is also a recognized expert in physician 
health and impairment nationally and internationally. Per-
haps Dr. Sanchez’s most important contribution to our field 
is his generosity as a mentor, whose insightful advice has 
helped to so many of us. We hope Dr. Sanchez will stay 
involved in physician health while enjoying retirement.

Sometime after the regional conference, Rosemary Maher, 
LICSW, who has been the administrator for the Rhode 
Island Physician Health Program (RI PHP) for 12 years, a 
former northeast regional director, and active member of 
the Federation, resigned from her position at RI PHP and 
accepted a hospital-based social work position. Rosemary 
always made herself available for advice and as a mentor 
new members of the Federation, offering much practical 
advice and wisdom. Her influence on this conference’s 
agenda underscores her passion for solving any problem 
presented to her. She will be missed by physicians in 
Rhode Island, as well as by her friends within the FSPHP. 
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NEWS FROM PHYSICIAN HEALTH SERVICES, 
INC., (PHS)  AND THE MASSACHUSETTS 
MEDICAL SOCIETY 
Steven Adelman, MD, Named Director of Massachusetts’ 
Physician Health Services

Steven Adelman, MD, director of behavioral health and 
addiction medicine at Harvard Vanguard Medical Associates, 
has been named Director of Physician Health Services, Inc., a 
nonprofit corporation founded by the Massachusetts Medical 
Society, and which provides confidential consultation and 
support to physicians, residents, and medical students facing 
behavioral, mental, or physical health concerns. He succeeds 
Luis Sanchez, MD, who announced his retirement in April 
2013 after 14 years of service to the organization. 

Dr. Adelman’s appointment, effective March 18, 2013, 
was announced by Edward J. Khantzian, MD, President 
and Chairman of the Board of Directors of Physician 
Health Services, Inc., a practicing psychiatrist, and a clin-
ical professor of psychiatry at Harvard Medical School. 

“Physician Health Services has grown and thrived under  
Dr. Sanchez,” said Dr. Khantzian. “We are deeply indebted 
to him, and his dedication and leadership will be sorely 
missed. But we are excited to have Dr. Adelman join us,  
as his wealth of knowledge and experience in the field of 
behavioral health and addiction medicine will help us  
maintain the high standard of excellence and national  

recognition in the field of physician health for which our 
organization has become known. We welcome him and look 
forward to his stewardship of Physician Health Services.” 

“I have worked with Dr. Luis Sanchez for more than a 
decade,” Dr. Adelman said, “and I have greatly admired 
him, his work, and the PHS organization. I am fortunate 
to have been chosen for this position, and I regard this as 
a once-in-a-lifetime opportunity. I look forward with 
enthusiasm to continuing the excellent work of PHS in 
caring for our colleagues facing serious health issues.”  

Board certified in psychiatry and addiction psychiatry,  
Dr. Adelman is currently the director of behavioral health 
and addiction medicine at Harvard Vanguard Medical 
Associates (HVMA), where he manages a staff of 130 
mental health professionals and where he has practiced for 
nearly 20 years. He is also a founding trustee of HVMA. 

A graduate of Harvard College and the University  
of Pennsylvania School of Medicine, Dr. Adelman com-
pleted his internship, residency, and chief residency at 
McLean Hospital and was a fellow in addiction medicine 
at UMass Memorial Medical Center. 

He is currently a clinical associate professor of psychiatry at 
the University of Massachusetts School of Medicine, where 
he was the director of outpatient psychiatry and the primary 
psychiatrist on the Physicians’ Health Committee. He has 
also served as an addiction consultant to the National Insti-
tute of Alcoholism and Alcohol Abuse, as well as a number 
of health care organizations, law firms, and sports franchises.

Dr. Luis T. Sanchez (left) with Dr. Jeff Selzer, Director of the NY PHP, was recognized for his dedication and service to the FSPHP.  
Dr. Sanchez will be retiring as Director of the Massachusetts’ Physician Health Services in the spring of 2013. 
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PHYSICIAN HEALTH SERVICES, INC.

Managing Workplace Conflict
IMPROVING PERSONAL EFFECTIVENESS
Jointly sponsored by the Massachusetts Medical Society and Physician Health Services, Inc.

After participating in this activity, attendees will be able to:
> �Promote behavioral change in the workplace using new methods and problem-solving skills
> �Demonstrate a range of approaches for handling intensive situations
> �Analyze stress and its effects on interactions
> �Examine appropriate boundaries with staff, colleagues, and patients
> �Improve relationship skills and strategies for successful communication in the workplace
> �Increase self-awareness and identify signs and symptoms of behavioral problems

This activity has been approved for AMA PRA Category 1 Credit™.

Held two times a year

Contact PHS for  
future dates.

Massachusetts Medical Society 
Headquarters at Waltham Woods 

Waltham, Massachusetts

Space is limited! To register for this event, call 800.843.6356 or go to www.massmed.org/cme/events. For more information, contact PHS at 781.434.7404.

The Northeast Region FSPHP Conference on October 5, 2012, hosted by the Rhode Island Physician Health Program and the Rhode Island Medical Society.
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We are pleased to present our advertising section 
of Physician Health News. We thank all the participating 

organizations for their support of the FSPHP.  
We hope this section is a useful resource to state  

physician health program professionals.

A Week Can Change Your Life 
Using intensive experiential group techniques in a 

therapeutic community, Breakthrough at Caron assists 
clients who have been "stuck" to break through old 

patterns and gain new perspective on current problems.

www.BreakthroughAtCaron.org
800.678.2332

Professional  
Program

nashville, tennessee

Contact us at  
(615) 352-1757  

or  
(800) 646-9998

Chapman Sledge, 
MD, FASM

Chief Medical 
Officer

Terry Alley,  
MD, FASM

Medical Director, 
Professional 

Program

Expertise in Addiction
Medicine and Psychiatry

Specializing in the treatment of impaired physicians and other professionals

352-265-5500   |   FRC.UFandShands.org

Comprehensive self-care is fundamental 
for docs getting back to their patient care. 
Our Professionals in Crisis team specializes 
in thorough assessment and treatment of 
physicians with co-occurring disorders.

New Hospital in
Houston, Texas

Helping Physicians Transform 
Their Mental Health

Advancing treatment. 800-351-9058 
Transforming lives. MenningerClinic.com

Healthcare Professionals Program 
Residential assessments and treatment with a multi-

disciplinary treatment team

Specialized individual and group therapy that deals with 
issues particular to professionals

Communication with professional health groups and state 
agencies when appropriate

www.Caron.org   |   800.678.2332

Comprehensive Addiction 
Treatment.  

Recovery for Life.
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Pain and Addiction Treatment Program 
Comprehensive treatment program for patients with 
addiction and chronic pain under the direction of the 

Addiction Medicine Team

Specialized chronic pain groups,  integrative medicine 
interventions, acupuncture, physical, occupational, massage 
and recreational therapy, Yoga and mindfulness on campus

www.Caron.org   |   800.678.2332

Comprehensive Addiction 
Treatment.  

Recovery for Life.

Physician Development Program
A comprehensive 6-month professional coaching 
program designed for physicians struggling with 
disruptive or dysfunctional workplace behaviors.

Visit our website for more details.

www.pilgrimpro.com

Professionals Program
Chicago, Illinois

Daniel H. Angres, MD  
Medical Director

+  PHP/day program 
combined with 
residential living

+  Located on a hospital 
campus with inpatient 
CD treatment

+  Intensive Family Week 
Program

+  Multidisciplinary 
Assessment Program 
(MAP) for high 
accountability individuals

Call 847-493-3500 for additional information or to 
schedule an assessment. 

RBHaddiction.reshealth.org

Provena Health and Resurrection Health Care are now Presence Health.

1-800-203-6612  •  www.palmettocenter.com

  Specializing in Treatment for:
•	Substance	Dependence
•	Dual	Diagnosis
•	Other	Co-Existing	Addictions

•	5-Day	Evaluation	for	
Professionals

•	6-8	Week	Relapse	Track

2 PHYSICIANSNEWS                                                                                                                                            PhysiciansNews.com  November 2012
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cbsbill@rcn.com610-734-0610 

Call us today for a free billing analysis indicating
what your practice should be collecting!

Consolidated Billing Services
Professional Medical Billing

• Serving Private Practice and Hospital-based Physicians since 1986.
• Ability to INTERFACE WITH ANY EMR SOFTWARE for realtime,

online capture of demographic and charge information.
• Separate FOLLOW-UP STAFF performs all post-billing collection

activity at NO EXTRA CHARGE.
• Use our full-service billing agency or do a combination of in-house

data entry with CBS serving as your “back office.”

count it as significant in the E/M lev-
eling process.    

Survival Guide: Even in PATH
scenarios, the basic E/M guidelines
must be met first; missing or lack of
recorded critical elements including
chief complaint (CC), past medical,
family/social history (PFSH), review
of systems (ROS) and history of pres-
ent illness (HPI) can cause the level
of service to be downcoded by audi-
tors prior to even assessing the
PATH aspects of the service.  Con-
tradictory data between certain ele-
ments occurs frequently, e.g., the
HPI reveals “Left should pain” but
the CC, which is the data point an-
choring the visit, states “Here for
pharyngitis follow up.”  Be careful of
jurisdictional idiosyncrasies such as
certain Part B Carriers/MACs re-
quiring the CC to be documented by
the provider only.  Summarization
terms like “noncontributory” docu-
mented for the PFSH or ROS may be
viewed as inadequate … know your
Part B Carrier/MAC jurisdictional
preferences.

2. Authorship of MR Documentation:
Illegible teaching physician and res-
ident signatures, unauthenticated
MR contributions, as well as the
third party reviewer’s inability to dif-
ferentiate ancillary staff notes (e.g.,
made by the nurses and medical as-
sistants) from teaching physician’s
and resident’s MR documentation ac-
counts for the numerous audit
“dings” within this category of audit
findings.  

Survival Guide: Legible signa-
tures are required to certify services;
illegible signatures submitted with-
out evidence of proof-of-signature are
equated to unsigned MR documenta-
tion.  Similarly, mixing ancillary
staff/scribe notes in the body of the
teaching physician’s and/or resi-
dent’s clinical notes without signa-
ture clarification is tantamount to
“indeterminate” or unauthenticated
documentation.  If the federal re-
viewer cannot navigate through the
MR documentation without asking
“who did what?” then there is a basic
problem.  Ensure the teaching physi-

cians, residents and finally the ancil-
lary staff each sign/date all clinical
note contributions so that authorship
of the MR documentation is clear.
Maintain signature logs of all resi-
dents, especially in non eMR envi-
ronments.

3. Proof of Teaching Physician’s Pres-
ence & Participation: The teaching
physician’s presence and participa-
tion in the resident’s services with
the shared patient are only substan-
tiated (i.e., proven) by his/her contri-
bution to the MR documentation for
the service (e.g., an inpatient hospi-
tal visit or a surgical procedure).
Brief, simplistic statements by the
teaching physician such as “Dis-
cussed with resident and agree …
J.Smith, MD” are inadequate to sub-
stantiate active participation in the
care of the shared patient.  Docu-
mentation by the resident of the
teaching physician’s presence/partic-
ipation is unacceptable “proof” of the
service.  

Survival Guide: It is incumbent
upon the teaching physician to ac-
tively participate in the care of the
shared patient with the resident,
performing a face-to-face visit with
the patient and communicating
with/to the resident the various sub-
jective and objective data, the assess-
ments and impressions, as well as
the medical decision making and
care plan.  The teaching physician
must be present for the key or criti-
cal portion(s) of the service.  Data al-
ready obtained and documented by
the resident need not be re-docu-
mented by the teaching physician,
but a summarizing but illustrative
set of statements must be added to
the patient’s MR by the teaching
physician such as “I was present
with the resident during the PE and
MDM. I discussed the case with
him/her and the patient, and concur
with the findings and assessment.
We discussed the care plan as docu-
mented.”  Of import, the teaching
physician’s note must reference the
resident’s MR documentation in
order for each provider’s notes to be
combined into a singular E/M level
for coding and billing (for surgical

notes see #8).

4. Coding Restrictions Under the Pri-
mary Care Exception: Meeting basic
E/M documentation guidelines and
proving the teaching physician’s
presence and participation aside, a
very basic coding misunderstanding
under the primary care exception
(PCE) is the cause of the majority of
errors in this category.  Whether due
to provider misconception of the rule
or coder/biller lack of understanding
in terms of which codes are valid
under the PCE, high level E/M serv-
ices such as 99204/99205 and
99214/99215 have been reported in
error.  Currently, only low to mid-
level E/M codes, e.g., 99201-99203,
99211-99213 and unique HCPCS
Level II code G0402 for the IPPE
(“Welcome to Medicare”) physical
exam, as well as G0438 and G0439
for Annual Wellness Visits, Initial
and Subsequent, are authorized
under the PCE.

Survival Guide: The first step to
compliance is sticking to the accept-
able E/M and HCPCS-II G-codes for
specific Medicare services under the
PCE.  MR documentation require-
ments include a complete review of
the resident’s notes by the teaching
physician, as well as documentation
of the extent of the teaching physi-
cian’s review and if germane, his/her
participation in the service including
any follow up discussion with the
resident, being careful to note any
change(s) in data points or the care
plan, when these changes occur.  Be-
cause the resident acts as a de facto
primary care provider under the
PCE, the teaching physician must be
immediately available if needed and
cannot supervise more than four (4)
residents under the PCE at any one
time.

5. Misapplication of PATH Modifiers -
GC and -GE: There are two basic
modifiers associated with PATH
services: -GC ‘This service has been
performed in part by a resident
under the direction of a teaching
physician’ and -GE ‘This service has
been performed by a resident with-
out the presence of a teaching physi-

cian under the primary care excep-
tion.’  Problems arise when the mod-
ifiers are mis-reported, erratically
reported or not reported at all. 

Survival Guide: Modifiers -GC
and -GE are not reimbursement
modifiers but instead are certifica-
tion and tracking modifiers, attest-
ing to the resident and teaching
physician services provided (it is the
teaching physician’s name under
which all PATH services are billed).
They do not affect reimbursement
but do alert the Carrier/MAC that
specific resident/teaching physician
services are being rendered.  Modi-
fier -GC is appended to all resident
services, e.g., E/M, surgery and anes-
thesia, but modifier -GE can only be
appended to services authorized
under the PCE, i.e., E/M services
99201-99203, 99211-99213, G0402,
G0438 & G0439.  Some facilities
have the appropriate modifier(s)
hard-coded in their system, which
are tripped when a resident’s e-sig-
nature is engaged for specific types
of services; other facilities soft-code
these modifiers, deliberately assess-
ing the services and then hand-ap-
plying the modifiers where
appropriate.

6. Critical Care Often = Critical Errors
in MR Documentation: Residents in
teaching settings can participate in
critical care services.  The reporting
of critical care services under CPT
code 99291 Critical care, first 30-74
minutes and CPT code 99292 Criti-
cal care, each additional 30 minutes,
is predicated upon “duration of time”
being documented in the MR notes.
Exact minutes do not have to be doc-
umented but the total duration of
time spent face-to-face in critical
care with the patient must be docu-
mented.  Federal auditors often find
lapses in the MR documentation in
terms of time spent in critical care,
as well as confusion in terms of “who
did what?” because the MR notes are
unclear.  Authentication (signature)
issues also surface with critical care.  

Survival Guide: All of the founda-
tional parameters for critical care re-
porting in accordance with CPT and
CMS guidelines apply; layered atop

MEDICINE & FINANCE:

See audit on Page 7

Audit from Page 1

Professional Development Courses for
Healthcare Professionals since 1997

Maintaining Proper Boundaries
Prescribing Controlled Drugs

Program for Distressed Physicians
Hazardous Affairs (DVD)

www.mc.vanderbilt.edu/cph

CENTER FOR PROFESSIONAL HEALTH

PROFESSIONALS TREATMENT AT PROMISES

1.Objective Ethical Evaluations - Based on Diagnostic Criteria
2.Chemical Dependence / Co-occurring Disorders
3.Chronic Pain – Sexual Disorders – and Complex Cases
4.Client-Oriented – Individualized Treatment Plans
5.Multidisciplinary World-Class Licensed Treatment Team
6.Reliable Timely Referent Communications & Reporting
7.Unparalleled Leadership and Experience

  Gregory Skipper, MD, FABAM
  Director, Professional Health Services
    gskipper@promises.com
  800-595-8779

professionalstreatment.com
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1-888-574-HOPE
www.pinegrovetreatment.com
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save the date!

2013 Canadian Conference 
on Physician Health
November 15–16, 2013
Hyatt Regency Calgary Hotel 
Calgary, Alberta

PhysicianHealthConference@cma.ca
cma.ca/physicianhealth

1743_ccph 2013_03.indd   1 13-01-24   3:08 PM

We Want Your Business!
The FSPHP Board of Directors is very interested in your ideas and suggestions, and we welcome agenda items you 
would like to bring before the board. But it is important to be organized in our approach in order to make sure ideas 
are fully explored and vetted. The board established a policy that members are required to submit written requests 
for consideration directly to regional directors instead of to the board. This will ensure an organized chain of 
communication between you and your representatives. Thank you for your assistance!
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FEDERATION OF STATE PHYSICIAN HEALTH PROGRAMS, INC. 
FSPHP ANNUAL EDUCATION CONFERENCE  

AND BUSINESS MEETING

Hyatt Regency 
Cambridge, Massachusetts

Friday, April 19–Monday, April 22, 2013

AUDIENCE

Your audience will primarily be composed of physicians from all specialties; administrative personnel and support staff of state 
physician health programs; and others interested in learning more about how to identify, intervene, refer for treatment, and 
monitor physicians with substance use, mental disorders, and/or behavioral issues. 

OBJECTIVES

The conference is being organized around six objectives:

▶  �Describe different models and best practices of physician health programs for the benefit of professionals and patients alike 
through education and monitoring.

▶  �Evaluate controversies of the use of controlled substances including the use or prescribing of medical marijuana for 
professionals being monitored for substance use disorders. 

▶  �Examine the latest research on the efficacy of physician health programs today and how programs promote patient safety. 

▶  �Evaluate and compare outreach, education, and health monitoring practices and their outcomes. 

▶  �Summarize testing methodologies available for monitoring and how monitoring enhances patient safety. 

▶  �Analyze the impact that implementation of the DSM-V will have on treatment and monitoring of health care professionals.

HIGHLIGHTS

▶  �Extensive opportunity to visit a wide range of exhibitors offering services in the field.

▶  �A forum for education and exchange of information among state PHPs.

▶  �Opportunity to network with professionals from the United States, Canada, and other parts of the world.

▶  �Dedicated to assessing, monitoring, and treating physicians with potentially impairing conditions.

▶  �FSPHP regional membership meetings.

▶  �FSPHP committee meetings.

▶  �FSMB joint session providing an opportunity to interface with your state board.
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GENERAL SESSIONS
▶  �General Session 1 — Program Development: Two Key Initiatives to Strengthen Patient Safety and Continuous Quality Assurance

Sarah R. Early, PsyD., Patty Skolnick, and Cae L. Allison, LCSW

▶  �General Session 2 — Long-term Follow-Up of Physician Health Program Participants: An Ongoing Study 
Scott Hambleton, MD, Robert L. Dupont, MD, Lisa J. Merlo, PhD, MPE, and Gregory Skipper, MD

▶  �General Session 3 — Joint FSPHP/FSMB Meeting

▶  �General Session 4 — Substance Abuse Monitoring of Physicians
Michael Kaufmann, MD, Cynthia MacWilliam, MBA, Ann Davidson, MSW and Sherri Klein, MA

▶  �General Session 5 — Exploring the Reliabilty, Frequency and Methods of Drug Testing: What Is Enough 
to Ensure Compliance? 
Martha E. Brown, MD, Judy Rivenbark, MD, Debbie Troupe, LMHC, CAP, Jean D’Aprix, BA, RN, CARN, and Gregory Skipper, MD

▶  �General Session 6 — Professionalism and Peer Support
Jo Shapiro, MD

▶  �General Session 7 — Design of an Auditing System for a Monitoring Program
Penelope P. Ziegler, MD, and Janet S. Knisely, PhD

PLAN TO ATTEND OR EXHIBIT!! FOR MORE INFORMATION VISIT FSPHP.ORG.

SAVE THE DATES
WEDNESDAY, OCTOBER 2, 2013 

10:00 AM TO 4:00 PM
Northeast Federation of State Physician  
Health Programs Administrators Meeting

THURSDAY, OCTOBER 3, 2013 
8:00 AM TO 4:00 PM
Caring for the Caregivers IX  

Educational Sessions

Massachusetts Medical Society  
Headquarters at Waltham Woods 

Waltham, Massachusetts

For more information on these events or if you are interested in learning methods to improve your health or that of colleagues, please call  PHS  
at (781) 434-7404. You may also visit us online at www.physicianhealth.org. If you are interested in individual or corporate sponsorship or exhibiting, 
please call (781) 434-7404. Contributions to Physician Health Services, Inc., in all amounts, are welcome and are tax deductible.

Caring for the Caregivers IX
WHAT ARE WE GOING TO DO ABOUT PHYSICIAN STRESS AND BURNOUT?
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FSPHP NEWSLETTER ADVERTISING 
INFORMATION AND SPECIFICATIONS
Dear prospective Physician Health News advertisers: 

We would like to invite you and your organization to advertise your services 
in the future editions of Physician Health News. Physician Health News is 
mailed to all state programs and state licensing boards. The newsletter is 
also distributed widely at the FSPHP Annual Meeting. Articles and notices 
of interest to the physician health community, the newsletter includes 
planning information about the upcoming physician health meetings and 
conferences including FSPHP meetings.

NEW!  We offer ad design and proofreading services for an additional fee. 
For your convenience, full ad specifications and PDF instructions  
can also be provided upon request.

We hope you will consider taking advantage of this once-a-year 
opportunity to advertise your facility, services, and contact information. 
Become part of a great resource for state physician health program 
professionals.

We look forward to working with you in future editions.

FSPHP Publication Committee
Linda Bresnahan, MS (MA)	 Carole Hoffman, PhD, LCSW, CAADC (IL) 
Sarah Early, PsyD (CO)	 Linda Kuhn (TX) 
John Fromson, MD (MA)	 Charles Meredith, MD (WA) 
Scott Hambleton, MD (MS)	

SPECIFICATIONS

Ad Size
3.125" w x 2.25" h

Guidelines for PDF Ads

Black and White Only
Ads should be submitted as 
grayscale. They will be printed in 
black ink only. As a convenience,  
we are able to turn your ad into 
grayscale if necessary.

Border
You do not need to include a border 
with your ad. We will frame your 
advertisement with a 1-point border 
during newsletter production.

Font
To reduce registration problems,  
type should be no smaller than  
9 point. Fonts must be embedded  
and TrueType fonts should be avoided.

Screens
150 line screens are preferred for 
halftones. Halftone minimum 
screen tone value is 10%.

File Guidelines
All submissions should be 
Acrobat PDF files and should 
be sent at the exact size 
specified herein. Native files 
or other file formats will not 
be accepted.

Guidelines for Word Files
Supply Word document and 
high-resolution logos and 
graphics (if applicable). 
Maximum 2 passes for ad 
approval.

Submission
Remember to label your file  
with your company name  
(i.e., CompanyX.pdf or 
CompanyX.doc). This will 
assist us in identifying your 
ad. Please also double check 
that your ad contains the most 
up-to-date information.

PLEASE CONSIDER A SUBMISSION IN FUTURE ISSUES!
QUESTIONS? 

Please contact Linda Bresnahan at lbresnahan@mms.org 

FSPHP Annual Meeting
April 19–22, 2013 
Hyatt Regency 
Cambridge, MA

FSMB Annual Meetings 
April 18–20, 2013 
Sheraton Boston Hotel 
Boston, MA

April 24–26, 2014 
Hyatt Regency Denver at Colorado 
Convention Center 
Denver, CO

2013 Canadian Conference  
on Physician Health 
November 15–16, 2013 
Hyatt Regency Calgary Hotel 
Calgary, Alberta, Canada

2014 International Conference  
on Physician Health  
London, England

American Academy of  
Addiction Psychiatry 
Annual Meeting & Symposium 
December 5–8, 2013 
Scottsdale Resort and  
Conference Center 
Scottsdale, AZ

AMA House of Delegates  
Annual Meeting 
June 15–19, 2013 
Hyatt Regency Chicago 
Chicago, IL

AMA House of Delegates  
Interim Meeting 
November 16–19, 2013 
Gaylord National 
National Harbor, MD

American Psychiatric Association 
Annual Meeting 
May 18–22, 2013 
San Francisco, CA

American Society of Addiction 
Medicine 
April 25–28, 2013 
Chicago, IL

April 10–13, 2014 
Orlando, FL

International Doctors in  
Alcoholics Anonymous (IDAA) 
Annual Meeting 
July 31–August 4, 2013 
Keystone Resort 
Keystone, CO

Northeast FSPHP Membership 
Meeting 
October 2, 2013 
Waltham, MA

Caring for the Caregivers 
October 3, 2013  
Waltham, MA 

Managing Workplace Conflict 
March 7-8, 2013  
Waltham, MA 

PHYSICIAN HEALTH AND OTHER RELATED ORGANIZATIONS’ NATIONAL MEETINGS


