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Abstract

Introduction: Doctors are vulnerable to addiction dis-
orders and are at risk of poor outcomes due to de-
layed presentation and lack of appropriate services.
The UK NHS Practitioner Health Programme (PHP)
was commissioned in 2008 to address barriers facing
addicted doctors. We analysed the substance misuse
characteristics and outcomes of doctors under the
care of PHP.

Methods: A longitudinal analysis of Doctors with ad-
diction disorders under PHP over an 8-year period
(November 2008 to November 2016) was completed.
Resulis: Of 255 eligible participants, most were male
(72.9%) and had primarily alcohol dependence
(71.8%). The mean age at presentation was
42.31+10.00 years and mean duration of treatment
was 2.66+2.15 years. General practitioners (28.2%),
Doctors in emergency specialities (24.7%), and psy-
chiatrists (14.9%) made up the majority of the cohort.
A total of 77.6% of Doctors were abstinent at the end
of treatment (or time of data collection), and over two-
thirds (68.2%) of the cohort had completed treatment
and were discharged. Comparing work-related vari-
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ables at presentation versus the end of treatment (or
time of data collection), Doctors were more likely to
be in active employment (43.0 vs 85.3%, p=0.0002,
N=251), less likely to be unemployed (13.6 vs 4.8%,
p<0.0001, N=251), on sick leave (25.9 vs 2.4%,
p<0.0001) or suspended by their regulator (11.6 vs
3.6%, p<0.0001) at the end of treatment.
Conclusions: Over an 8-year period, The UK NHS
PHP has demonstrated successful treatment of Doc-
tors affected by addiction, with a high proportion of
abstinence (77.6%) and nearly 2-fold increase in the
proportion in active employment.

KEY WORDS: Practitioner health service, addictions, doc-
tors, alcohol, substance misuse.

Introduction

Historically, no differences were reported between
rates of substance abuse or addiction in Doctors or the
general population (1-6). This maybe in part due to in-
herent underreporting by doctors in self-report surveys
and a reliance on data from licencing boards, mortality
studies, and surveys, rather than well designed studies
(3, 5, 7). More recently, there has been an increasing
awareness of the elevated risk of substance misuse
and addiction disorders amongst Doctors, which can
be up to 10-20% higher than the general population
(7). High profile cases of Doctors who have died by
drug overdose or suicide related to substance misuse
have led to the urgent need to prevent premature
death and morbidity in this vulnerable group (8).

Current knowledge in the area of addicted Doctors
stems from from North America, Canada and Aus-
tralia, with only a few prevalence studies in the UK.
Addicted Doctors appear to a show a pattern of pre-
dominately alcohol misuse, followed by opiates and
stimulants (4, 7, 9). Certain specialities have consis-
tently been found to be more vulnerable to addiction
than others. High risk groups include surgeons,
physicians, anaesthetists (3, 10-14) and emergency
Doctors (4,7). The aetiology of addiction in Doctors is
multi-factorial, with contributory factors including ge-
netic predisposition, personality factors, work-related
stress, co-morbid mental illness, family stress, be-
reavement and/or an injury or accident at work (15).
Although these are similar to risk factors found in the
general population, Doctors are unique in the ease of
access to prescribed and non-prescribed medication
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(7), and their work environment which attracts high
stress, low tolerance for failure and a culture of blame
(13, 14). With respect to treatment, Doctors are often
reluctant to admit illness to themselves or others and
even more unwilling to seek help for mental health
and addiction problems (16). Barriers include issues
around fear of stigmatisation, perceived effect on ca-
reer progression, sense of self-worth, and the possibili-
ty of being referred to their regulator (17). In the past,
when Doctors have sought care there has been little
help available. A survey of occupational health Doctors
in the UK showed that despite coming into frequent
contact with healthcare workers with drug and alcohol
misuse problems, the majority felt ill equipped to sup-
port this group (18). When specialist treatment is avail-
able, there is evidence that Doctors respond well over-
all (19-21) and in comparison to matched cohorts in
the general population (22). The earliest specialist
treatment services for Doctors with addiction disorders
began in North America in the 1970s (23). These ini-
tially operated on a volunteer basis, many of whom
were recovered patients themselves. Since then,
physician health programmes have shown good out-
comes for recovery and assisting Doctors back to
work, while minimising risk (7, 24).. There are now
physician health programmes in Australia, Switzerland,
Norway, Spain, and the UK (25).

The UK NHS Practitioner Health Programme (PHP)
was commissioned by the UK Department of Health
in 2008 (26). This was triggered by a government in-
quiry into the suicide of a psychiatrist and child homi-
cide of her 3-month old baby in the context of post-
partum psychosis (27). The aim of PHP is to provide
multidisciplinary services to manage, treat and sup-
port Doctors with mental health problems, substance
misuse and addiction disorders, whilst maintaining a
memorandum of understanding with the General
Medical Council (GMC, UK). The present study is the
first in the UK to analyse outcomes of the PHP spe-
cialist treatment service for Doctors with addiction
over 8-years of clinic experience. We aimed to estab-
lish the demographic and substance misuse charac-
teristics of addicted doctors treated in the NHS PHP.
We also aimed to analyse the success rate of the
NHS PHP over 8-years, as measured by outcome in-
dicators including abstinence rates and employment
status at the start and end of treatment.

Methods

A retrospective, longitudinal, notes-based cohort
study of addicted Doctors treated in the Practitioner
Health Programme (PHP) was completed. Data were
completed over 8 years of clinic follow-up (November
2008 to November 2016).

Setting and participants

The PHP service is free at the point of delivery, as
provided under the auspices of the National Health
Service (NHS, UK). The service is based in London
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and comprises a multi-disciplinary team of GPs (with
special interest in mental health and addiction) and
psychiatrists, experienced mental health nurses, psy-
chologists and psychotherapists (26). Whilst other
services, such as employers or the patient’s GP may
contact PHP about a Doctor requiring treatment, Doc-
tors must self-refer in order to access the service. At
the time of the study, only Doctors within the commis-
sioned geographical area could attend the service
(London and parts of South East England). Out of ar-
eas referrals are funded by local commissioning
groups. Subsequent to referral, Doctors self-present
to the service with no coercion to attend appoint-
ments. Confidentiality is maintained unless there are
serious concerns about other patients’ welfare or
where the practitioner-patient continues to transgress
the General Medical Council (GMC) core ethical guid-
ance known as ‘Good Medical Practice’ (28). PHP of-
fers a range of treatments which include: community
treatment (e.g. case management and psychiatric as-
sessment), psychology input (e.g. Cognitive Be-
havioural Therapy (CBT), and brief psychotherapy),
medical community detoxification and substitution
treatment (e.g. buprenorphine, acamprosate, naltrex-
one, alcohol detoxification) and other medication de-
pending on clinical need (e.g. antidepressant and
mood stabiliser therapy). There is also provision for
Doctors to be admitted for residential detoxification
and rehabilitation in a private facility funded by the
commissioners. Uniquely, unlike American Physician
Health Programmes, PHP not only provides treat-
ment, but also monitoring, regulation, support groups
and, where needed, is able to direct the practitioner-
patient to management elsewhere. A number of Doc-
tors attending PHP are under regulatory or disci-
plinary body processes either at the time of referral,
or are referred whilst under treatment. PHP provides
support and advocacy for Doctors, including attend-
ing hearings. Confidentiality is a key aspect of the
service. A memorandum of understanding is in place
with the GMC so that the service can put forward a
case to negotiate disciplinary hearings and action if
the Doctor is positively engaging in treatment and it is
deemed safe to do so by the multi-disciplinary team.
All cases meeting the following inclusion criteria were
included in the study. If a Doctor was lost to follow
up, data were inputted only until their last contact with
the service.

Inclusion criteria

(1) Started treatment in the designated time frame
(November 2008 - November 2016)

(2) At least 12 months of follow up (i.e. the last cohort
registered 12 months prior to date of review)

(8) Coded as a Doctor

(4) Coded to have a primary addiction problem (de-
fined clinically as having problematic drug or alco-
hol use or behavioural addictions (e.g. sex addic-
tion) according to ICD 10 criteria of dependence
syndrome or harmful of substances F10-19 or
habit and impulse disorder F63)
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(5) Coded to have secondary worrying problematic
drug / alcohol use.

Exclusion criteria

(1) Did not undergo assessment

(2) Not a Doctor e.g. allied health professionals (den-
tists, pharmacists)

(3) No primary addiction problem (e.g. primary de-
pressive episode with high alcohol intake).

Procedures
At NHS PHP, all patient records are electronically
stored. Patients are coded as Doctor, Dentist or Al-
lied Health Professional. The present analysis focus-
es on Doctors. After a detailed assessment and dis-
cussion at a weekly multidisciplinary team meeting,
all Doctors were coded into one of the following cate-
gories for their primary presenting problem: 1. Com-
mon mental health disorders (classified as meeting
ICD 10 criteria for mild-moderate depression, phobic
anxiety disorders, acute stress reaction and adjust-
ment disorder); 2. Complex mental health disorders
(classified as meeting ICD 10 criteria for severe de-
pression, post-traumatic stress disorder, schizophre-
nia, schizotypal disorder, acute and transient psy-
chotic disorders, bipolar affective disorders; 3. Addic-
tion, or 4. Complex (including multiple comorbidities
and physical health problems).
Addiction was clinically diagnosed by the assessing
clinician according to ICD 10 criteria for addiction dis-
orders or habit and impulse disorder F63 This is
therefore a broad clinical definition encompassing fi-
nancial, social and other problems deriving from ad-
dictive use of substances or behaviours, as well as
physical dependence. At the start and end of treat-
ment, as well as at 6 monthly intervals during the
treatment episode, each Doctor was coded on each
of the following variables:
1. Work status:

I. Working

Il. Short term sick leave

I1l. Long term sick leave

IV. Maternity/Paternity leave

V. Suspended from work

VI. Unemployed

VIl. Retired
2. Abstinence status:

I. Currently abstinent

1. Currently using

I1l. On drug maintenance therapy
3. Regulator involvement status:

I. No regulator involved

1. Regulator involved

I1l. GMC suspension

IV. GMC undertakings

V. GMC-erased
Abstinence rates were used as a primary outcome
measure for recovery. Abstinence was defined as be-
ing completely free from all substances or harmful ad-
dictive behaviours. Abstinence was determined
through a mixture of clinical examination, self-report,
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urine drug screens, collateral history and in some
cases as part of external regulatory processes (hair
strand testing, blood or urine samples). Some pa-
tients in the study were classified as having ‘non-
problematic use’ at the end of treatment; this only ap-
plied to alcohol use (i.e. non-dependent social drink-
ing). Use of any other substances was always
deemed ‘problematic’ (this included, for example, ad-
diction to over the counter drugs, self-prescribed an-
tidepressants, or intermittent cocaine use). A sec-
ondary outcome measure was employment status.
UK doctors are often simultaneously involved in multi-
ple regulatory processes at any one time, and these
were coded accordingly.

To protect the confidentiality of the Doctors, data
were collected by a member of the clinical team at
the PHP rather than an external data collector. The
electronic records of eligible Doctors were analysed
to extract the following data: age, sex, speciality, sub-
stance used, work status at start of treatment, work
status at end of treatment, disciplinary actions, ad-
mission to inpatient detoxification and rehabilitation
and death. In-patient detoxification and rehabilitation
was at a commissioned private sector residential fa-
cility used by PHP and comprised 6 weeks with out-
patient follow up and continued follow up and support
from PHP. Once Doctors completed treatment and
were discharged from PHP, it was not possible to ob-
tain further follow-up data.

Ethics and funding

The Health Research Authority (HRA) was consulted
and advised that formal ethical approval was not nec-
essary for this service evaluation study. The study
was discussed locally with the Caldicott Guardian
who approved measures taken to ensure patient con-
fidentiality. The funding source for the NHS PHP (Lo-
cal London CCGs, NHS England) had no involvement
with this study or paper.

Data analysis

Data were anonymised and analysed firstly using de-
scriptive statistics. Continuously distributed data were
expressed as mean+SD. We used McNemar’s test for
paired proportions to compare work-related variables
at the start of treatment, and at the end of treatment /
time of data collection. We set a significance level for
all analyses at p=0.05 (two-tailed). Data were anal-
ysed using STATA (version 15.1).

Results

Demographics and patient characteristics (n=255)

A total of 255 patients met the inclusion criteria (Fig-
ure 1). Of these, 27.1% (n=69) were female and
72.9% (n=186) were male. Mean age at presentation
to the service was 42.31+10.00 years. General practi-
tioners (GPs or family doctors) (28.2%, n=72), the
emergency specialities (anaesthetics, emergency
medicine & acute medicine) (24.7%, n=63) and psy-
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Total PHP Cohort Nov 2008-Mar 2016
N =274

24 Excluded \

/ Inclusion criteria

(1) Started treatment Nov 2008 -

Mar 2016

- 0, Did not complete
assessment
— 14, Dentist

(2) Min 12 months follow up

)
D -

Included N= 255

— 10, Allied health
professional

(3) Doctor

(4) Primary addiction problem
(problematic drug or alcohol
use or behavioural addictions)

(5) Secondary worrying

problematic drug/alcohol use

N S

@ rnnnnnnnngunnnnnnn

34 Lost follow up

19 Unplanned discharge before
finishing treatment (i.e. drop out)

15 transferred to out of areas services
(funding withdrawn, patient moved)
10 deaths (2 by suicide)

\ /

Completed treatment/still
engaged =221

Figure 1. Consort diagram to demonstrate derivation of sample and gross outcomes.

chiatrists (14.9%, n=38) were the most common spe-
cialities presenting to PHP. Together these three
groups made up 67.8% of the cohort. The remainder
comprised medical specialities (e.g. respiratory
medicine, cardiovascular medicine, haematology)
(14.5%, n=37), surgeons (6.3%, n=16) and other
medical fields or specialities (paediatrics, public
health, occupational medicine, sports medicine)
(11.4%, n=29).

Half of Doctors (51.4 %, n=131) attending the service
were involved in regulator or disciplinary body pro-
cesses at the time of starting treatment. This was
with either the GMC and/or NHS Foundation Trusts
and/or local disciplinary processes (such as NHS
England or the employing agency). Of the remaining
48.6% (n=124), 4.7% (n=12) were recommended by
PHP to self-refer to the GMC or to disclose their sub-
stance use to their workplace at time some point in
their treatment. Whilst these Doctors did not meet the
formal criteria for referral to a regulatory body by
NHS PHP, the recommendation was based on a con-
cern for the safety of their own patients. This may in-
clude, for example, Doctors who had frequent relaps-
es, or it was felt that extra support and monitoring by
a regulatory body would be necessary if continuing to
practice medicine.

Substance misuse characteristics (n=255)

Nearly three quarters of the cohort had alcohol de-
pendence (71.8%, n=183). The remainder (28.2%,
n=73) misused opiates (10.2%, n=26), stimulants
(4.3%, n=11), club drugs and Novel Psychoactive
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Substances (NPS) (5.9% n=15) (including synthetic
stimulants and hallucinogens), non-opiate prescribed
medication (3.5% n=9), and behaviour addiction
(8.1%, n=8), for example, sex addiction. Of all Doc-
tors, 34.1% (n=87) were admitted for residential
detoxification and rehabilitation whilst the remaining
65.9% (n=168) were treated in the community.

Substance misuse outcomes (n=255)

At the time of data collection, of the 255 Doctors
identified, 68.2% (n=174) had completed treatment
and had been discharged by PHP and 18.4% (n=47)
were still open to the service. Mean duration of follow
up was 2.66+2.15 years. Approximately 13.3% (n=34)
Doctors were lost to follow up. Of these, half (n=19)
had unplanned discharges and 5.9% (n=15) were
transferred to local services, either because funding
from their local CCG was withdrawn or for personal
preference (e.g. their own ease of travel). Of those
with unplanned discharges, 6/19 were actively using
substances at the time of loss to follow up. A further
6/19 were abstinent from all substances prior to loss
to follow up. The remaining 7/19 had non-depen-
dent/non-problematic social alcohol use at the time of
dropping out.

Over three-quarters (77.6%, n=198) of the cohort
were abstinent at the end of treatment / time of data
collection. Of the 7.8% (n=20) still using substances
problematically, half (3.9%, n=10) were still engaging
in active treatment with PHP. Of the 3.9% who were
not engaged in active treatment, half (2%, n=5) were
transferred to local alcohol and drug services to con-
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tinue their treatment. Of the 5.5% coded with a co-
morbid behavioural addiction, there was a 100% re-
covery rate achieved.

Comparison of work related outcome variables
(n=251)

Table 1 compares various work-related variables at
the start and end of treatment (or time of data collec-
tion). Data on work status at the end of treatment was
unknown in four Doctors at the end of treatment, thus
this analysis was restricted to n=251 Doctors in
whom work related outcome was known at both the
start and end of treatment. As shown, Doctors were
more likely to be in active employment at the end of
treatment / time of data collection (43.0 vs 85.3%,
P=0.0002), and were less likely to be specifically un-
employed (13.6 vs 4.8%, P<0.0001), on sick leave
(25.9 vs 2.4%, p<0.0001) or suspended by their regu-
lator (11.6 vs 3.6%, P<0.0001), compared to at enrol-
ment.

There were ten deaths (3.9%) amongst Doctors anal-
ysed. Of these, two had died by suicide (causes of
death: 1) hanging using ligature, and 2) deliberate
self-harm by cutting and overdose of psychotropic
medication). Both of these individuals had co-morbid
mental health disorders and neither were known to be
actively using substances at the time of death. Other
causes of death included myocardial infarction, hep-
atitis, and alcohol-related liver disease. Of the eight
non-suicide related deaths, four were abstinent from
substances at the time of their death and the remain-
ing four were actively using substances.

Discussion:

The NHS Practitioner Health Programme (PHP) is a
confidential multi-disciplinary support and specialist
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treatment service for Doctors with mental health prob-
lems including substance misuse and/or addiction.
This study shows that the NHS PHP is a successful
intervention for Doctors with addiction disorders.
Whilst only 42.4% of addicted Doctors were working
at entry to treatment, double (85.3%) were actively
employed at the end of treatment (or time of data
analysis) over 8 years of study (P=0.0002). Doctors
were also significantly less likely to be on sick leave
(P<0.0001) or suspended by their regulator
(P<0.0001), at the end of treatment. Complete absti-
nence from all substances or behaviours was
achieved by 77.6% of Doctors and a further 14.6%
had ‘unproblematic,’ i.e. controlled, alcohol use. This
degree of success is similar to a retrospective 5-year
analysis of US state physician health programmes
which found 78.7% of physicians were licenced with-
out restriction and either practicing or working in a
non-clinical capacity after 5 years (23).

The vast majority of Doctors treated in PHP were
General Practitioners (GPs), the emergency speciali-
ties (anaesthetists, emergency medicine and acute
care common stem doctors) and psychiatrists. This
trend follows most studies in the literature (7,22,29-
32) and highlights the importance of supporting these
consistently high-risk sub-specialities. Some studies
suggest that anaesthetists tend to present with opiate
and alcohol issues predominantly (22,29,30), often
using medication sourced in hospital such as Fen-
tanyl and Sufentanil, suggesting access is an impor-
tant risk factor (30-32), and in particular, the intra-
venous route (7,32). The understanding that alcohol
is the most frequently abused substance by Doctors
was confirmed by the present study, as was the find-
ing that pharmaceutical substances (opiates, benzo-
diazepines) are more frequently abused than illicit
substances (5,9). The majority of Doctors were effec-

Table 1. Comparison of various work related outcomes at the start versus end of treatment (or time of data
collection) (n=251). P value calculated using McNemar (exact) test.

Status at start of Status at end of P value
treatment (n=251) treatment/time of data (McNemar’s test)
collection (n=251)
In active employment 43.0% (n=108) 85.3% (n=214) P=0.0002
Unemployed 13.6% (n=34) 4.8% (n=12) P<0.0001
Sick leave 25.9% (n=65) 2.4% (n=6) P<0.0001
Advised to go off sick by | 5.6% (n=14) 0.0% (n=0) P<0.0001
PHP
Suspended 11.6% (n=29) 3.6% (n=9) P<0.0001
Actively seeking work & | 0.0% (n=0) 2.0% (n=5) P<0.0001
eligible to work
Retired 0.4% (n=1) 2.0% (n=5) P<0.0001
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tively managed in the community (65.9%), in compar-
ison to a study of US physician health programmes
where 78% entered residential treatment (23). This
finding may be explained by the fact that in the US,
physician health programmes rely on external refer-
rals without the capacity to self-refer, resulting in a
delayed presentation to services at a stage where
Doctors may require inpatient treatment.

Limitations

Our study has several limitations. Firstly, the sample
is representative of Doctors based in London who are
able to access services under PHP. A higher burden
of Mental Health diagnoses, social adversity, burnout
in urbanised environments limits the generalisability
of the data UK-wide (33). From January 2017 the
NHS PHP has expanded, allowing general practition-
ers across England to access the service. Our cohort
had a mean age of 42 years, and may not be gener-
alisable to trends of substance misuse in newly quali-
fied Doctors, for example. We did not analyse objec-
tive laboratory data such as blood samples, but rather
used clinical abstinence as a primary outcome mea-
sure for recovery. Laboratory analyses would have
added more certainty to our primary end point in Doc-
tors. Novel Psychoactive Substances (NPS) including
synthetic cannabinoids and hallucinogens are known
to evade traditional urinary drug screen techniques
which may have affected reporting of abstinence.
There are currently no studies on NPS misuse in
Doctors. A majority of Doctors included in the analy-
sis were involved in disciplinary or regulatory body
processes at the start of treatment. The effect of con-
current disciplinary action on outcome was not direct-
ly assessed by the current study, but would be valu-
able to investigate in further analysis. Finally, we
were unable to follow up outcome data for Doctors
who left the programme over the course of the 8-
years of analysis. However, we note that two-thirds of
those who were lost-to-follow-up were either absti-
nent or had non-problematic alcohol use at the time
of dropping out, which is promising.

Conclusions

To conclude, the UK NHS Practitioner Health Pro-
gramme (PHP) is a holistic and multidisciplinary ser-
vice comprising GPs, psychiatrists, psychologists,
therapists and others, designed for the anonymous
treatment and support of doctors with mental health
problems including substance misuse / dependence
issues and addiction. Overall, the outcomes of this
evaluation suggest that the NHS PHP is effective and
that the majority of Doctors can be safely treated and
returned to the workforce. Doctors with substance
misuse and addiction issues are vulnerable and re-
luctant to seek help, and by offering a service which
is except from distinct from regulators, employing
NHS trusts or disciplinary bodies, favourable out-
comes are achieved over 8-years of analysis.
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