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Physicians Working Under the Influence of Alcohol 
 

NEW YORK, 10 February 2018 --- On behalf of the faculty of Felnett Health Research 
Foundation, we are honored to present a published study by Damian Jacob Sendler, 
entitled “Physicians Working Under the Influence of Alcohol: An Analysis of Past 
Disciplinary Proceedings” an original contribution that describes an analysis of recent 
disciplinary proceedings against physicians accused of practicing medicine under the 
influence of alcohol. The main objective of the study is to discuss the outcomes of the 
disciplinary process of 17 doctors (3F, 14M), evaluated in our clinic in the last seven 
years. The goal of this contribution is to enrich limited literature on this topic, reflect 
on the procedural protocol for evaluating professionals accused of acting while 
intoxicated, and to frame findings within the medicolegal perspective — as seen by 
Polish forensic evaluators. 
 
The results indicate several notable results and conclusions. First — out of 17 
physicians, subjected to the disciplinary process, actions of one person were found to be 
dangerous to the health of the patient. Second — collectively, treatment of 157 patients 
was potentially affected by malpractice, and four were determined to have had been 
victims of incorrect diagnosis. Third interestingly, in only one case did supporting staff 
(nurses, nursing aides, housekeeping) concur to confront intoxicated physician and filed 
a complaint with the medical board. In all other situations, the supporting staff 
remained complicit and did nothing to stop a drunk doctor from performing his duties. 
Fourth — out of 157 patients, around 10% recognized that the physician was 
intoxicated. This statistic is both interesting and disturbing. On the one hand, it 
appears that patients were afraid of retaliation, so they chose not to report their 
doctor's intoxication. On the contrary, if these trends are widespread, the finding 
suggests that many cases of physician intoxication remain underreported. Fifth — we 
determined that, despite being drunk, the content of treatment execution was correct in 
almost 90% of patients. 
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All of these findings add new knowledge to many other studies, which typically assess 
prevalence rate of alcoholism among doctors. These studies, however, typically do not 
describe treatment outcomes. We also do not have enough data about what happens to 
physicians confronted of providing care under the influence of alcohol. 
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A B S T R A C T

Introduction: The intoxicated person may cause harm to others, often requiring expert evaluation for the
determination of guilt. The primary aim of this study was to determine the mechanisms of mistakes that
led 17 doctors accused of working under the influence of alcohol to face malpractice. We also wanted to
clarify what were the legal, professional, and financial consequences — depending on specific patient
outcomes.
Method: We based analysis on the review and meta-analysis of the past forensic evaluation reports of
institution-run forensics programs. Furthermore, we apply thematic analysis using combination of
grounded theory and Pierre Bourdieu’s theoretical framework.
Results: During the 2010–2016 timeframe, the regional forensic service opinionated on 17 physicians (3F,
14M) subjected to disciplinary action due to providing treatment under the influence of alcohol. In total,
there were 157 patients potentially affected by malpractice — out of those, four were harmed; only one
qualified for compensation. In the remaining 153 patients — only 11 persons reported having had
awareness about the doctors’ intoxication and apparent inability to perform the job, yet they agreed to
receive care. Overall, in over 90% of patients, the physician did not harm anyone to a degree threatening
patient's life. The supporting staff did not report experiencing distress either. The results of a blood test
for the presence of alcohol were available for only four cases. Therefore, it was impossible to analyze the
correlation between intoxication level and performance in providing care. All in all, in our analysis — less
than 10% of 157 patients’ care were compromised by provider’s intoxication, either due to a mistake in
diagnosis, medical procedure, or lacking communication skills.
Conclusion: For physicians, working under the influence of alcohol is an uncommon phenomenon, but
when it occurs — patients are at risk for receiving poor treatment. Presented analysis indicates that
patients — just as much as supporting staff — frequently agree to receive supervision and care from a
drunk doctor, despite possible harm. Therefore, it is evident that patients as much as supporting staff fear
retaliation, leading to underreporting of these cases.

© 2018 Elsevier B.V. All rights reserved.
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1. Introduction

1.1. Overview of the problem

Cases of malpractice are high in procedure-oriented specialties,
like surgery or dermatology, and low in family care and psychiatry
[1–4]. Instances of malpractice due to ethanol intoxication are
relatively infrequent — perhaps because it happens rarely, or the
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phenomenon remains underreported [5–7]. In determining mis-
takes in medical treatment, the prosecutor investigates whether
there has been a crime against health and life. The opinion of an
expert physician, such as a psychiatrist, becomes necessary. This
view, however, has an entirely different character than in cases of
typical medical errors, as it focuses on assessing socio-cultural
aspects leading someone to perform medical duties while drunk.

A recent survey of Austrian physicians showed the prevalence
rate of alcoholism at 9.5% and 4% for males and females,
respectively — a rate lower than for the general population [8].
Still, we know little about the phenomenon of doctors who choose
to provide care under the influence of alcohol. An occurrence of
these instances is likely under-reported. The reasons explaining
why the supporting staff is not reporting drunk providers might be
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due to fearing retaliation, losing the job. Therefore, it is difficult to
estimate the extent of the problem.

In Poland, the general protocol for determining guilt involves
several steps. First — physicians accused of being intoxicated at
the time of work are identified, confronted, and reported to
hospital administration. Second — the administrative body of each
institution requests the evaluation by a psychiatrist to determine
the cause of intoxication: recreational occurrence or alcohol
dependence. At the same time, the police create a separate report,
detailing the context of the situation as well as results of toxicology
examination for the presence of alcohol and other controlled
substances in the blood. Third — the collected information are
submitted to the disciplinary body of the local medical society,
as well as to the administrative court. Fourth — based on the
recommendations of the medical disciplinary board, the court
determines whether the intoxicated physician was at fault of
malpractice.

Internationally, physicians are often faced with professional
and the family life stressors that induce addiction to regulated
substances as well as mental problems. One of the most common
problems facing physicians is presenting with the co-occuring
diagnosis of substance use and affective disorders [9]. Aside from
alcohol abuse, physicians have easy access to medications, which
explains higher than in the general population prevalence of abuse
of benzodiazepines, opiates, and amphetamines. Emergency
medicine physicians, psychiatrists, and anesthesiologists are in
the highest risk group of abusing drugs and alcohol, though the
reasons remain unclear.

In the United States and elsewhere, there are numerous programs
intended to support physicians dealing with addiction to alcohol or
other substances. These initiatives are intended to help healthcare
professionals facethe challengesassociatedwiththeiraddiction,and
to remedy negative consequences before they occur, including losing
medical license or facing legal consequences to malpractice.
Typically, physicians faced with addiction to alcohol, or other
regulated substances, have the option of spending three months in a
residential program, where they learn how to cope with their
addictions and and maintain a healthy lifestyle [10].

In a 2009 survey of German physicians and medical students on
alcohol use, more than a third of respondents reported problematic
drinking behavior [11]. Particularly interesting in this study were
statistics for medical students, in the age range 18–24, who showed
the strongest predilection toward abuse of alcohol, drugs, and
excessive smoking. It’s troubling to see that professionals, who
have first-hand understanding of negative health consequences
associated with problematic substance use, show poor compre-
hension of long-term consequences of remaining addicted to
drugs and alcohol. A recent study of California’s emergency
physicians addicted to alcohol showed that participation in a
longitudinal treatment program showed 84% success rate in
returning to work addiction-free within 5 years of starting
treatment [12]. In a similar study, conducted on a group of
anesthesiologists in Alabama, almost all participants had excellent
recovery rate from alcohol and opioid abuse after completing
treatment programs, decreasing significantly rates of mortality,
relapse, and professional consequences. In a wide-ranging survey
of sixteen U.S.-based health recovery programs, it was found that
all physicians benefitted in recovering from substance abuse — and
results were especially beneficial for surgeons who were able to
keep their medical license and successfully continue to practice
medicine after treatment [13].

All of these studies show that all physicians, irrespecutful of
their medical specialty, are at a risk of abusing alcohol and drugs.
Existing recovery programs are successful at helping these
providers quit their addictions, return to work, and continue to
practice medicine safely for years to come.
1.2. Aims of the present study

The present study provides an analysis of past forensic
evaluations of physicians accused of professional misconduct for
treating under the influence of alcohol. There were few main
goals of the analysis. First — determine what type of actions (i.e.
misdiagnosis, improper pharmacotherapy, poor communication)
resulted in medical malpractice. Second — assess how mishandling
of patients was reported (i.e. witness accounts, mistakes in
medical charts). Third — evaluate how many patients were
affected by malpractice as a direct result of a medical mistake
due to physician’s intoxicated state. Fourth — among patients
harmed by the physicians, show what type of mistakes were made
and to assess whether these mistakes could have been avoided if
the treating physician was sober (as evidenced from the review
of treatment charts — in comparison to external evaluations,
performed by court-appointed expert). Fifth — show the level of
harm caused by the actions of intoxicated physicians, and whether
mistakes in treatment caused long-term consequences for affected
patients. Sixth — show how negative patient outcomes were used
in determining punitive consequences (i.e. what kind of mistakes
led to physicians loosing medical license versus paying financial
restitution, or loosing job). All of these aims were intended to help
clarify whether (and how) the crime (that is, working under the
influence of alcohol) fits punishment.

The intention of the study is to assess the mechanisms of harm
caused to patients by intoxicated physicians. Of the patients who
were harmed (n = 4), we wanted to determine in what way the
patients were negatively affected (i.e. due to misdiagnosis,
procedural mistake, lack of earlier admission to hospital, wrong
pharmacotherapy). Next, we wanted to know what were the
consequences facing physicians for practicing under the influence
of alcohol — including professional, financial, and legal outcomes.
As a result of the analysis, we were able to infer the types of
external (i.e. prosecution process) and internal factors (i.e. lack
of factual recall of events from nursing and support staff) that
might have acted in favor of an intoxicated physician’s case.
For instance, we observe that nearly all but one doctor were
able to fully resume clinical duties without major professional
consequences within six months from the time of incident. The
primary reason was lack of extensive harm to patient and
inconclusive results of interviews of supporting staff. While the
low extend of physical harm is a positive factor for patients, the
lack of effort of supporting staff to report the state of intoxication
of their co-worker to clinical supervisors, or external supervising
agencies, is worrisome. It might be assumed that because of
close-knit relationship between hospital workers, the disciplin-
ary process did not uncover all factual data about the intoxicated
physicians’ actions. Interestingly, the patients potentially affected
by poor actions of their intoxicated provider did not file scathing
remarks either. All potentially affected patients seem content
with what the doctor has done for them. Most claimed that they
did not find their doctors’ actions unusual or suspicious for
substance use. Therefore, the only objective measure by which
we looked at patient outcomes (as affected by the state of
intoxication) were medical charts showing follow-up diagnostic
results. The mistakes in treatment were then tracked down to
the day and time when the initial mistake in diagnosing and
treatment execution was made, coinciding with documented
state of intoxication by the police.

1.3. Determination of disciplinary outcomes

We are specifically interested in determining how the state of
physician’s intoxication affected patient outcomes in emergency
room consults provided by a range of medical specialists who were
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on duty. For instance, we wanted to understand how clinical
outcomes predicated the chance of a physician to loose their
license to practice medicine, and when they had to take unpaid
leave of absence. Such analysis is especially useful in figuring out
whether procedure-heavy specialists faced harsher punishments
because the risk was high, for instance; or whether physicians in
question were judged based on lack of professionalism and
imposing unsafe working practices.

One area that we explored in detail were written records
describing how the intoxicated physicians were confronted by
patients and staff, what was the administrative procedure for
proving their state of intoxication, and how the legal system
determined whether mistakes in treatment were made. These
materials proved useful in showing how the inner workings of the
hospitals had positive influence on the outcome of disciplinary
action for physicians — that is, there was institutional interest in
retaining physician in workforce, despite breaching the contract of
professional conduct. The primary reason is ongoing shortage of
medical providers in the country, and inability of hospital
administrators to fill in vacancies.

Due to the number of cases under investigation (n = 17), the
results truthfully capture the outcomes of disciplinary malpractice
investigations for a single geographic region. Therefore, we focused
on patient outcomes only. As per physician outcomes, the analysis
did not take into account whether the state of intoxication hurt the
physician physically or psychologically. Instead, we looked at what
were the legal and professional consequences for providing
medical care while being drunk on the job.

2. Methods

In-depth review and meta-analysis includes 17 (Female, n = 3)
case files of physicians accused of providing care under the
influence of alcohol. Each of them provided health services to at
least two or more patients, collectively placing hundreds of
patients at risk of malpractice. Individual health reports of patients
who received care by these drunk doctors were analyzed, including
evaluation of treatment outcome for each patient. In practice, this
means that the number of opinions in each case of an intoxicated
doctor was equal to the number of patients that received
treatment. Cases come from our institutions disciplinary investi-
gation unit, based in southern Poland.

2.1. Sources of data and selection criteria

The data used in the analysis come from prosecution charts,
prepared by our institution in course of evaluating intoxicated
physicians. Additionally, we requested information from the
prosecutor’s office, as well as hospitals where physicians were
employed. These sources of data allowed us to conduct a
comparison of the treatment procedures, resulting treatment
outcomes, disciplinary process, and our evaluation of the mistakes
that occurred in the course of therapy.

The inclusion criteria for the study were all forensic evaluation
charts describing disciplinary proceedings of physicians accused of
providing medical care while intoxicated within the last 7 years.

2.2. Defining intoxication

The intoxicated physicians were defined as individuals who, at
the time of work, were proven by police to have had excessive
intake of alcohol, incapacitating them to perform medical duties
safely. The level of alcohol was either determined through a breath
or blood test, though the former was the most prevalent form of
testing. Furthermore, apparent signs of intoxication, as described
by witnesses, and comparable to published literature, were noted
— alcohol on breath; slurred speech; erratic performance;
tardiness; mood swings; irritability; sweating; frequently leaving
workplace [14].

2.3. Analysis

First, we constructed a demographic table and extracted all
quantitative and qualitative information obtained from prosecu-
tion charts, such as physician's specialty, age, number of performed
procedures or visits. Second, we looked for records indicating
whether alcohol blood level was obtained and through what mode
— exhaled air or blood. These information were noted in the
assessment of available data. Third, we looked for evidence of
police interviewing staff and patients about the behavior of
intoxicated physician. Here we qualitatively assessed how many
patients and staff were aware of the physicians intoxication, how
many confronted the physician from engaging in clinical duties,
and how many did nothing to alert anyone about the situation.
Fourth, we examined archived hospital records, specific for the day
when the physician in question for intoxication was performing
clinical duties. We then compared these information to official
disciplinary records, listing the number of patients potentially
harmed — these comparisons allowed us to compute how many
patients were possibly affected by malpractice — and of those, how
many did get harmed. Lastly, we performed careful qualitative
assessment of the entire chart to identify factors that led to
confrontation of the physician, disciplinary process and outcomes,
and patient and staff feedback attached in the records. To confirm
disciplinary outcomes, we checked in with medical board that
physicians whose license was suspended, or revoked — indeed lost
their medical qualifications directly as a result of the disciplinary
action related to performing clinical duties under the influence of
alcohol.

Analysis was conducted by ScD-trained sexologist with
competencies in psychiatry, epidemiology, and forensic psychiatric
evaluations. The results were further consulted with a second, MD-
level, expert from a sister institution. Data were obtained upon
request from own archived files, which includes copy of medical
records and court paperwork. These documentation are safely
stored in our foundation’s file storage repositories, which ensure
appropriate protection of personal data of individuals whose
disciplinary process outcomes became the subject of our analysis.

We applied the theoretical framework of Glaser and Strauss in
qualitatively analyzing each case file [15]. Since we wanted to get
thorough understanding of the medical and legal aspects of
prosecuting intoxicated physicians, we decided that this mode of
analysis gives greatest flexibility in generating conclusions. At first,
it was not clear what kind of patterns of significance predicated
indication of guilt for some physicians, while leaving others
without any consequences. Therefore, it was important for us to
qualitatively evaluate all text data of every case file, including
witnesses’ accounts. In the end, we were able to determine precise
mechanisms through which the that intoxicated physicians caused
harm to their patients. We identify three themes describing why
physicians in our sample were enabled to practice medicine under
the influence of alcohol.

To further evaluate on the underlying mechanisms of this
phenomenon, we use Pierre Bourdieu’s sociological framework of
capital/field/habitus to describe where the system failed, including
a look into the actions of hospital administration, hospital staff,
and the lack of outside support for burnout among medical
professionals. Pierre Bourdieu is a major voice in the social
sciences, both as a social theorist and a researcher. From a
perspective of studying physician intoxication, Bourdieu’s work
helps broaden the scope of theory and its application in research
and improving the clinical practice [16–19]. He developed a theory
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of practice, which was a central part of his life’s work, and outlined
key concepts: habitus, capital, and field. Capital refers to areas such
as experience, knowledge, personal or professional connections,
that give an individual, or a group a people, the power to succeed
within a given field. There are three difference kinds of capital —

social, economic, and cultural. Field is a way of describing a set of
objective relationships connected within the different kinds of
capital. Habitus is an individual demonstrating an attitude
influenced by social structures.

2.4. Ethical concerns

An institutional approval was granted by ethics board of our
institution. We were required to obscure any personally-identify-
ing information.

3. Results

Between 2010 and 2016, the state prosecutor's office conducted
the disciplinary review of 17 cases against physicians who
provided treatment while intoxicated with ethanol. The intention
was to determine whether actions of these providers posed the
immediate danger of loss of life or serious injury to their patients.
At the stage of issuing the opinion, the proceedings were “in the
case” and not “against,” meaning that no charges were filed. The
cases concerned: four ER doctors, four surgical care specialists, five
internists, two gynecologists, and two palliative care providers
(Please refer to Table 1 for details concerning gender distribution
and guilt determination). The possible victims were 157 patients.
Of those, four were determined to be victims of improper
treatment: two cases by each of the internists, next case by ER
doctor, and the last patient by a surgeon. The nature of harm were
omissions in care (n = 1), post-operative complications (n = 1),
misdiagnosis (n = 2).
Table 1
Brief characterization of cases discussed in the study.

Case #,
gender

Medical
specialty

Blood alcohol-level
assessed — yes/no>

# of affected
patients

Patients affect

1F Internal
Med.

No 9 In all cases, no
communicatio

2F ER No 12 In all cases, no
communicatio

3F Internal
Med.

No 14 In all cases, no
communicatio

4F ER Yes 8 In all cases, no
communicatio

5M Surgery No 1 N = 1 — require
6M Surgery No 2 In all cases, no

communicatio
7M Palliative

Care
No 5 N = 2 — patien

physicians
8M ER No 17 N = 1 — improp
9M Gynecology Yes 10 In all cases, no

communicatio
10M Internal

Med.
No 19 In all cases, no

communicatio
11M ER No 16 In all cases, no

communicatio
12M Palliative

care
No 2 All patients fai

due to lacking
13M Internal

Med.
No 10 N = 1 misdiagn

readjustment o
14M Surgery Yes 3 In all cases, no

communicatio
15M Internal

Med.
Yes 15 N = 1 — patien

16M Surgery No 6 No complains 

17M Gynecology No 8 N = 1, bleeding
ultrasound
Of the other patients, 142 had no significant objections to the
doctor’s work and the quality of the health benefits provided. The
remaining 11 patients noticed symptoms of intoxication and
confronted a treating physician about their discovery. The action of
these face-offs led to summoning police to confirm intoxication
and to make a note of persons involved. Of the 11 patients, nine
formally petitioned to an administrative board for action against
the physicians who performed duties while intoxicated — in all of
these cases, doctors of interest were disciplined by their superiors
in the form of performance review and forced to take an unpaid
leave of absence for up to 6 months.

In 153 cases of unharmed patients, we found that the conduct of
the supporting medical staff was correct regarding content and
following medical procedures — regardless of the fact that the
overseeing physicians were drunk. Procedurally, most of these
treatments were low-risk, requiring either a disposal of medi-
cations, follow-up treatment planning or a minor treatment
execution, e.g. removal of sutures from one patient's forehead. In
one case, the supporting staff did not administer appropriate
medication. We did not determine whether the intoxicated
physician prescribed wrong pills, or whether the supporting stuff
delivered wrong treatment since they had limited feedback from
incapacitated doctor-in-charge.

As outlined in Table 1, the majority of the analyzed sample
involves male practitioners (82%). In several cases (#7, 9, 14, and
16) we have no record of the procedural outcome. Most likely these
physicians did not face extended disciplinary action or financial
obligations; Therefore these were not noted in the official records.
Supervisors reprimanded doctors who had poor communication
with patients and staff (#1, 2, 4, 6, 10, 11) without facing any
charges. In the case #13, the provider who misdiagnosed
pneumonia was required to pay financial compensation to the
patient. Altogether, this is the only instance where the physician
had financial malpractice. In only one case (#17) the physician who
ed by malpractice Procedural outcome

 life-threatening mistake; complains about poor
n in some cases

Performance review with
supervisor

 life-threatening mistake; complains about poor
n in some cases

Performance review with
supervisor

 life-threatening mistake; complains about poor
n in some cases

Leave of absence for 3 months

 life-threatening mistake; complains about poor
n in some cases

Performance review with
supervisor

d extended stay due to post-surgery infection Leave of absence for 6 months
 life-threatening mistake; complains about poor
n in some cases

Performance review with
supervisor

ts reporting communication problems with the –

er treatment of a twisted ankle Leave of absence for 6 months
 life-threatening mistake; complains about poor
n in some cases

–

 life-threatening mistake; complains about poor
n in some cases

Performance review with
supervisor

 life-threatening mistake; complains about poor
n in some cases

Performance review with
supervisor

led to receive appropriate treatment regimen
 supervision

Performance review with
supervisor

osed pneumonia, requiring follow-up
f antibiotic therapy

Paid nominal restitution to the
patient.

 life-threatening mistake; complains about poor
n in some cases

–

ts complaining of rude physician Performance review with
supervisor
–

 due to uterine abnormality missed on Terminated from work with
disciplinary record
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missed the cause of uterine bleeding on ultrasound, which was due
to anatomical abnormality — was terminated from work and had
disciplinary record permanently placed in their licensing files.

There were no grounds to assume that — in any case — there was
a direct exposure to the risk of loss of life, or grievous bodily harm.
A retrospective tracing of the medical history of each harmed
patient (n = 4) showed that everyone was properly referred to a
different physician(s), resulting in full recovery. All patients —

except for one affected by uterine bleeding, who needed surgical
consultation — had the non-life threatening complications, such as
non-response to medication, incomplete treatment plan, or an
allergic reaction (serious for one patient). None of these four
patients, affected by malpractice, filed a formal complaint, which
explains why the disciplinary measures against physicians
included in the analysis were modest. There is no specified reason
justifying such inaction. Importantly, in almost all but one case,
accused physicians were on duty during night shifts. The one
female ER physician — who worked during the day shift — was
quickly discovered and confronted by a father of a patient who
brought in his daughter for evaluation of abdominal pain. This is
also the only case in which we found evidence of supporting staff
filing a formal complaint against the physician’s performance.

In all cases, there were shortcomings in collecting material for
investigation by police officers, particularly in determining blood
alcohol level. In 6 cases (out of 17 analyzed), testing was limited to
only the air exhaled completed with a pre-sobriety control device;
in 4 cases, the test was repeated using a device giving the exact
measurement of ethanol level, measured by infrared absorption. Of
17 cases, only four had their blood drawn for full-panel alcohol and
drug level testing. Despite the availability of this biological
evidence of intoxication, the results were not used in the course
of criminal investigation. Instead, the disciplinary process aimed at
identifying patients harmed by the physician's actions, and — if
applicable — warrant financial compensation.

The outcome for procedure-oriented specialists tended to be
more favorable than physicians in other areas of medicine. One
reason is that doctors providing care as internists or emergency
physicians tended to have extensive verbal communication
with patients and staff, as evidenced by witness reports. This
communication facilitated discovery of the state of intoxication,
leading to confrontation by patients or staff. The scope of
disciplinary punishment was much harsher for clinicians special-
ized in internal medicine or emergency medicine, as described in
Table 1. In fact, one gynecologist was forced to resign and face
financial malpractice due to making a mistake in diagnosis and
treatment.

A root cause analysis, derived from witness interviews, shows
that physicians included in our analysis could have been prevented
from providing care under the influence of the alcohol. There are
several aspects that allowed them to practice — all but two cases of
physicians admitted to taking, on average, 2 additional on-calls to
earn extra income; communication between hospital department
chiefs and their personnel was usually described as “poor,” “one-
sided,” or “inconclusive;” the supporting staff reported feeling and
being treated inferior to physicians, widening the communication
gap between supporting staff and clinicians; in all cases, the
hospital where the intoxicated physician was involved, reported
physician shortage.

In course of qualitative analysis, we identify three main themes:
ineffective communication, fear of professional retaliation, and
limited resources. Ineffective communication is related to intoxi-
cated physician’s inability to communicate their problems to
supporting staff and hospital administrators. Lack of communica-
tion caused the problem of intoxication to persist through time,
leading to negative consequences of patient harm. Ineffective
communication also highlights other shortcoming: burnout; on-
the-job stress; lack of professional support; lack of emotional
support; entitlement. Fear of professional retaliation affected the
supporting staff, including nurses and medical aides. Communica-
tion between hospital employees should be open and supportive to
ensure the highest quality of care provided to patients. Our analysis
shows that supporting staff felt that voicing their concerns about
intoxicated physicians would get them into trouble with their
superiors. Most nurses chose to remain complicit and not report
intoxicated physicians to hospital administration. They also did
not warn patients, widening the opportunity for harm. Limited
resources describes shortage of medical staff, prompting hospital
administration to dismiss disciplinary charges against their
employee physicians, who worked under the influence of alcohol.
Another sign of limited resources is inadequate response to signs
and symptoms of alcohol addiction. The hospital should have
reached out to overworked and stressed doctors and offer them
support and help, though we found no evidence of this happening.
Over time, the problem of drinking alcohol and providing medical
care strengthened, eventually leading to a never event of harming
patients due to a mistake in diagnosis or treatment.

Our analysis of capital, field, and habitus capture several
characteristics. Capital — the hospitals employing physicians
abusing alcohol failed to provide appropriate support system in
the form of therapy and administrative leave; the communication
between the physicians, staff, and hospital administration was
ineffective, prompting many lower-tier employees to fear retalia-
tion for reporting intoxicated superiors; the working environment
was more hostile that conducive for healing, ultimately putting
patients’ health at risk. Field — the hospital failed to reach out to
outside resources for help to recruit additional physicians for
work; the network of staff working with intoxicated physicians
failed to discuss their concerns with the doctors and administrative
staff; the outside world failed to expose the hospital staff to
possible solutions, including peer support networks. Habitus — the
hospital administration facing physician shortage fails to address
the problem of rehabilitating alcohol-addicted physicians; they did
so to keep everyone in the workforce, even if this means harming
patients; the problem lingers but remains unresolved due to not
acknowledging that work-related burnout is the number one
reason for physicians engaging in alcohol and drug abuse;
addressing working conditions might seem uncomfortable, but
would be necessarily to decrease prevalence of alcoholism among
physicians included in this analysis.

4. Discussion

Questions contained in the decision to appoint an expert to the
court determine the scope of writing medical opinions on cases
involving intoxicated physicians. In cases of intoxicated medical
staff — as a rule, there are three basic kinds of questions. First —

perform an evaluation of medical procedures' technical correct-
ness. Second — determine the relationship between the intoxica-
tion of an employee and the accuracy of his behavior toward the
patient. Third — ascertain the effect of intoxication on the alleged
legal effect (that is, direct exposure of the patient to the danger of
losing the life, or getting a serious bodily injury). These questions
aim to address the fundamental concerns of providing treatment
under the influence of a drug or alcohol.

Proper conduct of the doctor can surely be independent of
whether he is sober or not. However, improper handling can result
from many different factors, not necessarily from intoxication.
For instance, in one of the analyzed cases, the supporting staff
failed to deliver proper medication as the intoxicated physician did
not provide adequate supervision. This case might also explain why
it is important for clinics always to organize the shifts so that staff
of all level of experience — junior and senior — are available to
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provide care, ensuring sufficient expertise and professional
backup.

In situations where the proceedings are correct, it becomes
necessary to determine whether the doctor still did not breach
legal obligations toward the conditions of his employment. For
instance, in Poland, if the physician is found guilty of malicious
intent to mistreat the patient, his/her employment could be
terminated and medical license suspended for up to 5 years. Our
experience shows that only one of the intoxicated doctors was
fired. We might speculate whether causing permanent injury or
even death would lead to greater punishment. It is surprising that
the terms of disciplinary actions were relatively lenient, allowing
all but one provider to return to work without experiencing
significant financial or professional consequences.

The concept of prosecuting cases of physician intoxication — at
least in our experience — is a poorly defined legal and ethical
problem, especially that doctors occupy a hallowed position in the
society. The state of being under the influence of alcohol
intoxication predicates violation of the ethical standards and
hinders the ability to help others.

According to the Polish law, there is no direct relationship
between the state of intoxication and the penalization of acts.
Disputes related to the exposure to direct danger to health or life,
or involuntary causes of death — are not dependent on the state of
sobriety of the perpetrator, especially if the person is a medical
professional. It forces the court evaluator to find the factors
resulting from intoxication that affected physician’s performance,
and these could have an impact on determining crime. One of the
possible situations encountered in these assessments is the
situation when the conduct of the doctor was correct, despite
acting in the state of intoxication. Then, for the evaluation of the
event, it is important to determine the impact of doctor’s
inebriation on the health of the sick. The lack of direct penalization
of such a situation in the current penal code forces complex
analysis based on several elements. The goal is to ensure that
physicians respect the law, without penalizing them to the degree
that would remove them from the workforce.

One of the predictive indicators of guilt is determining the
duration of the intoxication. Physicians in our sample operated at
least a few hours before being discovered. The alcohol testing of
these providers usually took place between half an hour to two,
or three hours after the fact. Therefore, the prosecutor accepted
an opinion that the state of intoxication of the doctor lasted
throughout his work. This thesis, however, requires the verifica-
tion, based on the following elements. First, the data from the
testimonies of the doctor and witnesses about signs of alcohol
intoxication. Second, the data from witnesses relating to the
description of the behavior of the doctor, and features that do not
induce intoxication — alcohol smell from the mouth, speech
disorder, gait, balance. Third, if available, a retrospective verifica-
tion of the results for the alcohol consumption and the biological
data for the presence of alcohol and drugs in the blood.

The majority of the analyzed sample involves male practitioners
(82%). Therefore, it was difficult to make the cross-gender
comparison of the disciplinary process facing each gender group.

In a recent Danish survey of 1943 physician respondents,
seventy five percent of participants with unhealthy substance use
found it irrelevant to seek help for their alcoholism [20]. In our
study, it was unclear from the analyzed data whether physicians in
our sample were experiencing problematic drinking — and if so,
whether they were receiving treatment for it. We did not find any
evidence that these physicians were previously implicated in
providing medical care under the influence of alcohol. Either
working under the influence of alcohol in the past was not
discovered by patients and supporting staff, or, as our analysis has
shown — the supporting staff were afraid of reporting signs of
physician intoxication to higher authorities. There is fear of
reporting, as evident from the root cause analysis of witness
accounts.

The quality of communication between lower-level support
staff, the physicians, and hospital administrators is inadequate;
therefore, there are concerns about retaliation. In a recent study,
researchers emphasizes a need for enhancing emotional self-
awareness among physicians; there needs to be recognition of how
work-pressure and alcohol dependence might be self-reinforcing
individual physician into problematic behaviors [21]. Another
study showed that physicians who are constantly stressed are
more likely to develop symptoms of PTSD [22]. Given these reports,
the hospital officials, staff, and the doctors need to acknowledge
that alcohol dependance often occurs as a result of work burnout,
putting patients at risk. Therefore, we need to address how to
improve working conditions for physicians, including making
lasting changes to the work environment to decrease incidence of
self-destructive behaviors.

The problem of providing medical care under the influence of
alcohol is widespread, affecting all developed nations. Despite
growing research evidence, the underlying reasons for why many
physicians refuse to seek help remain undetermined. Globally,
there is growing concern about physicians becoming addicted to
alcohol and drugs, leading to long-term professional impairment.
Experts define impairment as persistent condition that, if left
without treatment, is not amenable to remission and cure.
Functionally, impaired physicians are unable to provide competent
medical treatments, and risk making serious mistakes in profes-
sional judgment [23]. Dealing with an impaired doctors due to
addiction is a difficult, and emotionally charged task for hospital
staff and administrators, who usually had little training on how to
handle such a situation [24].

Studies have explored feasibility of sending addicted physicians
off to psychiatric institutional treatment and then bringing them
back into practice. In one such classic study, physicians experienc-
ing addiction problems before age 40 years were more likely to
exhibit serious psychopathology in the borderline range; Physi-
cians older than 40 were more likely to exhibit organic brain
impairment and depression [25]. These findings show that
addiction to alcohol, or drugs, is a complex problem that changes
the physician’s professional judgment through allegations in his
psychophysiology. Therefore, when forensically evaluating intoxi-
cated physicians, it might be important to explore the level of
physiological impairment, using psychiatric evaluation as a
starting point, to ensure that we are not merely punishing the
physician without offering help.

In the United States, a recent study explored how Physician
Health Programs manage the care of addicted physicians [26]. It
was determined that addicted physicians receive high quality,
intensive therapeutic care that is rarely available in most standard
addiction treatments. The treatment regimen includes residential
and outpatient treatment, 1–5 years of extended support and
monitoring, and involvement of family, colleagues, and employers
in maintaining support and monitoring system. The outcome
after 5 year monitoring showed that only 22% of physicians
relapsed into addiction. These treatment and monitoring intensive
programs ensure that physicians return to work feeling competent,
empowered, and without posing dangers to themselves and their
patients [27].

Addiction to alcohol and controlled substances affected all
types of physicians — women and men, general practitioners and
specialists, and doctors at small and large hospitals. After enrolling
physicians into treatment, one of the greatest potential treatment
failures is relapse. For instance, in one study comparing relapse
rate among anesthesiologists in comparison to other specialists,
showed that aggressive follow up and monitoring significantly
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improves the prospects for recovery; findings also show that the
type of medical specialty does not significantly influence the risk of
relapse [28].

Intoxicated physicians pose particular challenges to the health
of patients, and might even become disruptive and dangerous
people around them. The American Medical Association and other
professional medical societies recognize the importance of
identifying and helping physicians who deal with addiction to
alcohol; these physicians also need to be help accountable for their
behavior, especially when treating patients under the influence.
In the United States, the formal definition for what constitutes
physician disruptive behavior have allowed courts to establish
thresholds for revoking or temporarily halting the physician’s
privilege to practice medicine [29]. One of the contingencies for
regaining the right to practice medicine is to enroll in approved
residential recovery program and to prove successful recovery
through structured monitoring. These efforts illustrate that
intoxicated physicians have the chance of regaining the public’s
trust and get back their right to heal. The process for recovery is
straightforward in some nations, while unclear in others, and
depends on the availability of addiction specialists who under-
stand unique needs of intoxicated physicians needing treatment.

Another globally recognized problem is lack of uniform
strategies for socially integrating physicians ousted from work
as a result of addiction to alcohol [30]. The lack of therapeutic
structure means that some hospital administrators are successful
at rehabilitating the re-integrating their alcohol-addicted doctors
back into workforce after treatment; meanwhile, other hospital
executives might choose to remain silent about the problem due to
provider shortage, and to keep the doctor at work. Our qualitative
analysis, and comparison to Pierre Bourdieu’s theoretical frame-
work, highlight these issues.

In all the cases we reviewed, apart from one, the duration of the
intoxication is unspecified. For this reason, we have analyzed the
situation of all potential victims to correlate treatment outcomes to
the state of intoxication of the provider. We did not find any
significant predictive result that would correlate intoxication
level to the degree of harm. Nevertheless, for reasons of proof, such
arrangements may be of extreme importance in the further course
of the case. One approach to finding evidence of physician’s
intoxication would be to show that he or she made significant
omissions in written medical records.

In one case, a female ER physician working during the day shift
was confronted by a patient's family and supporting staff — both
filed complaints. In all other situations, the supporting staff
remained complicit and did nothing to stop a drunk doctor from
performing his duties. We were not able to determine the reasons
for why in that one case the supporting staff had the courage to
report the supervising physician’s intoxication to the medical
board. These findings show the supporting staff’s disturbing lack of
motivation to protect patients from incapacitated doctor on duty.
While we cannot draw any particular conclusions — in all other
analyzed cases, intoxicated physicians worked the night shift.
Perhaps physicians who have drinking problem purposely choose
night shifts to cover up their deficient performance and to stay
away from their superior’s view. However, we have no supporting
evidence for this claim as the sample size is modest.

The inconsistency in collecting the physiological measurements
of alcohol and drug level could have been a serious problem of
proof in the further course of a criminal investigations against all
intoxicated doctors. In fact, this explains why only one person, out
of all analyzed cases — was convicted of serious malpractice.
The remaining physicians had to pay nominal financial restitution
to the victims.

It is important to determine the correlation between the degree
of intoxication and disorders affecting the psycho-physical state.
The state of intoxication is a legal concept — its degree only partly
correlates with the symptoms of alcohol action on the body.
Depending on personal predisposition, amount, type, power, mode
of consumption, and some other factors with the same blood
alcohol concentration — the body’s response may be different.
Even with high levels of ethanol in the blood of 2–3%, the effects of
alcohol may not be noticeable. From the medical-toxicological
point of view, the clinical symptoms or the numerical values of
alcohol can not be accurately determined by psychomotor
disorders. Typical symptoms of intoxication include limitation of
psychomotor abilities. Therefore, to understand the degree of
impairment caused by alcohol, it is of paramount importance to
assess the doctor’s behavior, the correctness of the treatment plan,
and success rate of full recoveries.

Three prosecutors made a suggestion in their theses that a state
of intoxication exerted significantly negative influence on the lives
and health of patients, requiring legal consequences for providers
under investigation. They specified that alcohol limited these
physician’s psychophysical abilities, altering the perception of
reality, limiting the analytical aptitude to reason and have
decision-making capacity, as well as constraining the precision
to act efficiently. In assessing this situation, we are required to
verify — based on witness accounts — the degree of psychomotor
dysfunction co-occurring with symptoms of intoxication, as well as
the behavior of the doctor while he or she was providing care.
These data might help in developing an understanding of whether
the physician was aware of the dangers that his or her intoxication
imposed on patients. If so, it would allow him or her to cease work
to regain the healthy level of functioning, thereby protecting the
self and patients.

Lastly, it is necessary to study whether the physician’s
intoxication is directly responsible for improperly executed
treatment. Such analysis is based on two factors. First, assessment
of the degree of threat to life or health — specifically regarding the
specificity of clinical judgment. For instance, a patient with
myocardial infarction might be in an immediate danger of life —

the physician’s intoxication might limit the ability to analyze the
situation and opportunity for executing a life-saving procedure.
Second, there might be some degree of danger to the health and life
of the intoxicated doctor. Certain activities, irrespective of their
correctness, such as sending a referral for rehabilitation, do not
carry such a threat. However, the case is different, for instance, in
cardio-thoracic surgery: the nature of the surgery itself — and the
associated therapeutic risk — put the patient near the death line.
A potentially failed surgery would not only compromise the
patient, but also permanently affect the psychophysical ability of
the doctor to continue practicing medicine. The other consequen-
ces would involve legal and financial penalties, straining relation-
ship with the family and friends. Therefore, it is important to
recognize that allowing intoxicated physicians to remain on duty
poses threats to patients and the doctor alike.

The study presented here has several limitations. First, the case
study pool comes from a single institution and geographic location,
which limits interpretation of the data to that legal jurisdiction.
Second, part of the data included in the analysis includes interview
records of patients, their family members, as well as nursing staff.
It should be assumed that their recollections might be biased, as
many of these individuals were plaintiffs. Third, the source of data
were prosecution materials and forensics files, analyzed retro-
spectively using qualitative method. The results do not provide
“weighted” measurement of each physician’s approximation of
guilt — that is, in reference to measurable degree of harm to the
patient, we were unable to show specific factors that “qualified”
the defendant as guilty, leading to financial penalty, or lost medical
license. Fourth, our analysis was not controlled, meaning that we
did not use a reference database from the national registry.
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Therefore, professional and legal consequences might be different
in other parts of the country. Fifth, as qualitative analysis, the
results might be biased in favor of the researcher’s viewpoint.
To diminish this possibility, an external expert was consulted
to review the results to ensure that all data are adequately
representative and truthful to the content of all cases included in
the analysis. Lastly, this study would benefit from a sociological
analysis. Given that the main source of the research data are
forensic cases, we discuss how our findings fit in with a larger
sociological applications related to physician professional sociali-
zation. Follow up research should investigate how we should apply
data of this and similar studies to improving understanding of the
phenomenon of intoxicated physicians in workplace. The work of
this scope would improve our undertaking of the process of
rehabilitation or disciplining physicians who overuse alcohol while
on duty.

The primary bias in our analysis is rooted in two sources —

medical records and disciplinary charts.
Since medical records were collected weeks after the incident of

physician intoxication took place, there might be the chance
that some data were altered by the hospital department to help
exonerate the physician facing malpractice. To diminish this
possibility, we took every liberty to analyze medical charts
provided by hospital to other data collected in course of
disciplinary actions (i.e. evaluations by other physicians in other
clinics, copies of x-rays). Furthermore, we looked carefully through
written patient and witness accounts, which allowed us to
construct understanding of the kind of medical complaint that
brought these patients to the hospital in the first place.

The bias in the disciplinary charts might primarily stem from
lack of enough evidence collected either from medical charts,
supporting staff witness accounts, or lack of documented past
cases of malpractice. Since physicians hold particularly high status
in Poland, and given physician shortage — there might have been
an inclination of the prosecution team to allow physicians accused
of treating under the influence of alcohol to continue practicing
medicine. A particularly favorable reason for not imposing stricter
punishment might had been lack of cases of death — all affected
patients survived despite documented mistakes in treatment. In an
informal conversation with one of the prosecutors, we learned that
only “lethal harm” (that is, patient death proven to be a result of
physicians’ incapacitation due to alcohol intoxication) would lead
to harsher legal and professional consequences.

Taking into account the two biases discussed above, it seem
imperative that almost all physicians analyzed in our database
faced lenient repercussions because they did not cause lethal
mistakes. Therefore, there might be the administrative board’s bias
toward keeping these professionals in the hospital workforce,
especially that none had prior convictions, or disciplinary records.

5. Conclusions

This study investigated 17 cases of physicians (3F, 14M)
subjected to disciplinary action due to providing treatment under
the influence of alcohol. Of the 157 patients potentially affected by
malpractice, health of less than 10% was compromised by
provider’s intoxication, either due to a mistake in diagnosis,
medical procedure, or lacking communication skills. Surprisingly,
this study showed that very few of the affected patients noticed
that the physician treating them was intoxicated and incapable of
performing his or her duties. Another important finding is the
relative lack of involvement of the supporting nursing staff, which
failed to report their clinical co-worker’s problem with providing
care under the influence of alcohol. As a result, physicians who
were subjected to disciplinary action faced modest professional
and legal consequences — most returned to work without any
complications within six months from the incident. These results
demonstrate that the problem of physicians working under the
influence of alcohol might be more widespread than it appears.
Furthermore, our study furthers widespread understanding that
many supporting staff fear retaliation from their clinical super-
visors who might regularly overuse alcohol and provide medical
care. Therefore, the actions of these irresponsible clinicians remain
underreported, placing hundreds of patients at risk of misdiagnosis
and poor treatment outcome.

In the case of the determining criminal guilt, it becomes
necessary to determine several things. First, the correctness of
medical treatment concerning content, regardless of the state of
intoxication. Second, the degree of intoxication, the duration of
this state, and the level of psychomotor symptoms. Third, the effect
that intoxication had on the correctness of the doctor's behavior.
Fourth, assessment of the health status of the patient. Fifth, a
conduct of the physician. Sixth, the nature of activities that
possibly exposed the patient to direct danger of losing the life, or
becoming seriously injured. Seventh, extend of psychomotor
disturbances arising from the effects of alcohol.

Hopefully, the information presented in the study will allow the
readers to make sound clinical judgement in reporting or
evaluating physicians suspected of providing treatment under
the influence of the alcohol. Studies in this area of research might
face criticism and resistance due due to the taboos of the field, but
that the focus of this research is to analyze the forensic process of
evaluating cases of intoxicated physicians for the purpose of court
proceedings. We are not biased toward these cases based on any
specific criteria, including professionalism, moral values, or
procedural standards. The focus is solely educational for forensic
specialists who might face similar cases in their own practice.
Given our findings, future research should use a larger sample to
explore whether there is a correlation between several factors:
medical specialty, the extend of intoxication, the level of harm
caused to patients, and resulting legal and professional conse-
quences for the intoxicated physician. These investigations would
allow us to understand the circumstances predisposing physicians
to medical malpractice in relationship to their workplace,
professional environment, and existence of physician shortage.
Our study suggests that shortage of medical staff significantly
affects the intoxicated physicians ability to avoid extensive
professional and legal lability, as there is hospital interest in
retaining such doctor in workforce.
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