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Huddled in a small auditorium with a group of 40 first-year medical students,
I led the professionalism and ethics discussion, an orientation week staple.
The clinical vignette we were given involved a medical student who consumed
excessive amounts of alcohol in social settings, behaved abrasively when
inebriated, arrived late to class, and repeatedly missed deadlines. The vignette
elaborated that the student, when confronted regarding his alcohol
consumption, justified his behavior by citing the success of his family members
(fellow physicians) who drank similar amounts. The first question on the
handout was how we as peers would respond or react. Some students said that
they would attempt to enlist confidential student services to avoid jeopardizing
the student’s career. Others mentioned working with friends to support the
student in question. While the responses were well thought out, I strayed from
the given script and asked, “What would you do if the student seemed to be just
fine despite drinking excessively? What if the difference between the work of
this student and an unaffected student was imperceptible?” After some pause,
I admitted that I was not sure whether I would be inclined to speak up. Other
students started nodding, acknowledging the now-apparent gulf between our
theory and practice. In doing so, we stumbled on an unconsciously held belief,
that a physician is defined by the care they deliver, even if this comes at the cost
of the care they may need. It then begged the question: What happens when a
physician fails?

As the first-year students soon found out, medical school makes great efforts
to inculcate the importance of empathy in patient care. Instead of blaming
patients for being noncompliant, we are taught to listen and understand their
perspectives as legitimate. Viewing the patient beyond their diagnoses is of
utmost importance in curricula across the country. Yet the treatment of
medical students by their own institutions reveals a similar difference between
theory and practice. In a 2018 study of medical students in Florida, researchers
found that a significant number of students reported unsupportive learning
environments, citing “general antipathy” from educators and administrators
towards students.! While the COVID-19 pandemic exacerbated this,2 medical
students already exhibited higher rates of generalized anxiety disorder,
depression, and burnout compared with the general population, attributing
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the demanding academic workload as one of the most significant stressors.
Situated in this paradoxical milieu, many students turn towards other means of
coping. A recent study showed that about a third of medical students reported
consuming 5 or more drinks in one sitting within the past 2 weeks.3
Researchers hypothesized that this was a conservative estimate due to study
design parameters. Furthermore, medical students often avoid disclosing
mental health disorders to their institutions due to a fear of negative
consequences and perceived lack of conﬁdentiality.4 Given this context, the
discussion I led would have been better served if we asked how medicine
responds, reacts, and even contributes to substance use disorder (SUD) in

physicians.

While data on SUD among medical students is sparse, it is abundant when it
pertains to physicians. A 2015 national survey examining alcohol abuse among
physicians across all specialties found that 15.3% of respondents met the
criteria for alcohol abuse or dependence (female physicians exhibited higher
rates), while 1.3% of physicians reported abuse of opioids.> In a more recent
study examining the consequences of SUD among anesthesiologists, 23% of
physicians with SUD followed up for 30 years had died of an SUD-related
cause.® Additionally, 32% of physicians relapsed at least once. The study also
found that opioids were the most common substance of abuse among
anesthesiology residents.® These issues only compound with high rates of
physician burnout, which is characterized as “high emotional exhaustion, high
depersonalization, and a low sense of personal accomplishment from work.””
In a 2019 report by the National Academy of Medicine, an alarming 54%
of US physicians were estimated to experience varying degrees of burnout
syrnptoms.7 Not surprisingly, physician burnout has been shown to increase
the likelihood of addiction, particularly among surgeons.8 One would think
that these findings would inspire a greater sense of empathy in medicine for
individuals with SUD. The reality suggests a more complicated landscape.

Stigmatizing attitudes influence not only how we talk about addiction, but
also how we treat it as physicians. This is particularly evident when examining
treatment practices and policies for opioid use disorder (OUD). Data from a
2019 national survey of US primary care physicians found that despite most
respondents classifying OUD as a chronic condition, less than 30% were
comfortable with having an individual with OUD as a neighbor, partner, or
family member, even if the individual was seeking treatment.’ These findings
correlated with a decreased likelihood of physicians prescribing opioid analogs,
such as buprenorphine or methadone, that are used in evidence-based
medically assisted treatment of OUD. Regina LaBelle, director of the
Addiction and Public Policy Initiative at the O’Neill Institute at Georgetown
University Law Center, and former acting director of the Office of National
Drug Control Policy under the Biden-Harris administration, described
physicians prescribing buprenorphine when indicated as a “one-oft”
occurrence. She also highlighted discriminatory policies related to methadone
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use. “The hoops someone must go through to get methadone treatment is not
something we would tolerate if it were treatments for any other condition.
People stand outside in line just to get methadone treatment,” she said. She
elaborated, “West Virginia, which has been in the top 5 states for overdose
deaths, currently has a moratorium on methadone.” LaBelle suggested that
part of the difficulty of obtaining methadone is related to “racial undertones,”
with methadone more commonly prevalent in racial and ethnic minority
group communities compared with buprenorphine, which can be delivered in
a private physician’s office setting.

The stigma towards prescribing and accessing treatment options for OUD is
only worsened by the dearth of qualified physicians and overall lack of adequate
training. Currently, physicians must undergo 8 hours of training, while
physician assistants and nurse practitioners need 24 hours of training to obtain
an X-waiver, which allows health care workers to prescribe buprenorphine for
OUD in an outpatient setting to more than 30 patients. Physicians, however,
do not feel qualified with only 8 hours of training for OUD treatment. 10
Moreover, only 4% of licensed physicians are approved to prescribe
buprenorphine, while 47% of US counties lack a buprenorphine-waivered
physician.11 Education for use disorders of other substances—such as alcohol,
tobacco, and other drugs besides opioids—mirror trends seen with OUD
training as early as medical school education. LaBelle, who championed harm
reduction policies and instituted a practice guideline change that no longer
required an X-waiver for treating fewer than 30 patients with buprenorphine,
pointed out, “The broader issue is that we rely on that singular training
targeted for treating OUD as training for treating all SUD, despite alcohol
use disorder being the most common.” She also described inadequate medical
education as a major contributor to lack of care for patients with SUD. In fact,
42018 New York Times article found that only 15 of the 180 US medical school
curricula that teach addiction include substances besides opioids as part of
addiction education.? With poor education, limited access to treatment, and
notable rates of SUD, physicians face an almost impossible task of providing
care to their patients let alone each other.

Despite significant barriers facing physicians treating SUD, state physician
health programs (PHP) uniquely provide physicians with treatment for
medically debilitating disorders, such as SUD, while maintaining patient
confidentiality to avoid disciplinary, punitive consequences. A recent study
that examined participants over 5 years following treatment completion at a
PHP found that two-thirds of physicians rated their treatment as “extremely
helpful,” with another 17% rating it as “moderately helpful.”13 Additionally,
89% of physicians reported no recurrence during the 5-year monitoring period,
while 97% of physicians identified as “in recovery” following treatment. Of
note, PHPs provide more concerted and comprehensive care for physicians
compared with the members of the general population receiving standard of
care and demonstrate better outcomes.®1> In this way, the PHP structures
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provide a successful path to recovery for physicians, but also a path for all
members of society who experience SUD. While they do exhibit successful
outcomes for many physicians, the promise of PHPs is tempered by the
program’s stringency and absoluteness that, in some cases, hinder treatment.

Certain facets of PHP policies suggest that they may do more harm than
good. For example, if PHPs deem a physician to be “noncompliant,” they are
reported to their state medical board, which has the power to revoke their
license. If a physician were to miss an Alcoholics Anonymous meeting, fail
to show up for a drug test, or disagree with their diagnostic assessment, they
would be characterized as “noncompliant” and reported to their state medical
board.16 In a 2014 audit of the North Carolina PHP, investigators noted
a lack of “objective, impartial due process” for physicians who dispute their
evaluations or directives.!” A commentary published in the B4/ by Cavenar,8
a psychiatrist and advocate for PHP reform, shared anonymous anecdotes of
physicians coerced into PHP treatment out of fear of losing their medical
licenses, despite not meeting the diagnostic criteria for their supposed disorder.
Wiblel® echoed a call for reform of PHPs in her commentary published in
Medscape, attributing the death of a physician to the inflexibility of PHPs and
subsequent threat of license revocation. Taken together, PHPs seem to be a
step in the right direction for treatment of SUD in physicians and even the
general population. Yet the anecdotes shared, lack of objectivity in the PHP
evaluation process, and punitive measures used for noncompliancy insinuate
that even the care of physicians perpetuates stigmatizing attitudes towards
addiction.

As medical students, we are asked to not judge the patient before us, to listen
in earnest, to heal, and do no harm. When we take histories from standardized
patients, we practice acknowledging the humanity of others—expressing joy
for their successes and sorrow for their losses—while ascertaining their unique
constellation of symptoms. We are asked to be as empathic as we are analytical
when caring for our future patients. And we assume these roles indefinitely
from the moment we put on our white coats, untouched by the fluids and
feelings of others, and recite the Hippocratic oath. Yet the treatment of
addiction for and by physicians indicates a lack of reciprocity of empathy that
is fundamentally rooted in fear. A fear that builds as early as medical school
when a student is afraid of asking their peers for help. A fear that contributes to
the discomfort of a new physician encountering the impaired physician. A fear
that limits the number of physicians who are willing and able to treat patients
with OUD. Although this fear permeates the field of medicine, it must pale in
comparison to the fear experienced inwardly by those battling their addictions.
Indeed, what happens when the physician, who is defined by the care they
deliver at the cost of the care they need, fails? To answer this question, perhaps
we must admit that in fearing mental health, we have already failed our own.
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