WEARING MASKS One and Ten Years Later

(Companion Syllabus for CE Submission
Prepared by Diana Quinlan, Former Chair of AANA Peer Assistance Advisors
Suggestions: Consider using both Wearing Masks One and Wearing Masks: Ten Year Later as two modules of one CE each. Show Wearing Masks One and discuss the associated questions first. Consider distributing the discussion questions as a handout for each participant. View Wearing Masks II: Ten Years Later (www.aana.com/wearingmasks.aspx) and utilize those discussion questions for the second CE hour. Use the enclosed syllabus as supporting materials to aid in the discussion of both segments.
Disclaimer: Use this syllabus with objectives to apply for CE approval from AANA or other granting authorities when utilizing this content. This content material has been developed by the AANA Peer Assistance Advisors for your use but it cannot be assumed that this will be granted automatic approval. You must submit the appropriate forms to AANA CE as you would any lecture content for prior-approval.
Introduction: This video project was developed as a follow-up to Wearing Masks and addresses where we’ve come ten years later. This current version includes CRNAs in the discussion and all of the assertions as to causality, signs and treatment may apply to any anesthesia provider. It is hoped that this video project will be utilized by:

· Departments of Anesthesia for discussion and in-service

· Individual providers and trainees in a journal club format

· Anesthesia providers with their family members

· Training programs as an adjunct to the anesthesia curriculum

· Other healthcare providers to understand the unique risks faced by the anesthesia provider

Objectives:
1. Recognize the signs of addiction in anesthesia.

2. Describe the impact of denial on the practitioner, colleagues and family.

3. Identify the results of inaction for practice setting and family
4. Explain how to identify resources and get help.

Discussion Questions to Consider following viewing of Wearing Masks One, www.aana.com/wearingmasks.aspx:

1. Describe the personal attributes of Rick Sims.

2. What contributed to the denial by Dr. Lecky, by Beth Sims? 
3. Given the signs seen at home, why didn’t Beth seek help?

4. Describe the symptoms and changes in Rick that Beth observed.

5. How informed was the resident about the nature of addiction in anesthesia, the warning signs, the resources for help?

6. How informed was the resident’s wife about the same aspects and why?

7. Using the “bud and fertilizer” analogy described by Beth, what factors perpetuated the denial at home? 

8. To what extent should one go to save the life of an addicted colleague? Discuss each option, their advantages and pitfalls.

a. Confront the individual, if so how?

b. Inform their families?

c. Adopt departmental policies? 

d. Contact national and state resources?

Discussion Questions to Consider following viewing of Wearing Masks: Ten Years Later www.aana.com/wearningmasks.aspx 
1. What lead the anesthesia resident to initiate his abuse of fentanyl?

2. Describe the experiences felt by the resident when using?

3. What impact did this dependency have on his family?

a. His physician brother?

b. His wife?

4. What statistics are available on CRNA substance misuse? 
5. What resources are available through the AANA Peer Assistance Advisors?

6. Describe Dr. Jennifer Souder’s perceptions and actions regarding a suspected abuser in her department?
7. Discuss the potential of returning to anesthesia practice after treatment for opiate addiction.

8. Describe the challenges of identifying and intervening on practitioners in a variety of practice settings.

9. List the signs of addiction discussed by Drs. Lecky and Hankes.

10. What observations are associated with declining performance in the resident example described by Dr. Lecky?

11. What is Dr. Hankes suggestion regarding a “point person” in each department of anesthesia?

12. What impact does guilt, shame, fear have on the providers seeking help for them?
13. Explain John’s (anesthesiologist) experiences with reentry through the Physician’s Health Program.

Syllabus (inclusive of both parts One and Ten Years Later)
Attributes of the anesthesia provider that is misusing substances may be misleading since it is often the brightest and best of us who succumb to this disease. However as the abuse progresses signs may include lethargy, isolation, counting errors, increased wastage, signing out more than would be anticipated, being in the department when off duty, volunteering for extra call. (See www.AANAPeerAssistance.com and follow link for (Signs and Behaviors of an Impaired Colleague”). 
A history of early usage of alcohol has been associated with a preponderance of providers; family history of addiction places the provider at an even higher risk for abuse. Statistically the percentage of addicted providers appears to be no higher than that of the general public, but these are often based on cases that come for discipline or where loss of privileges has resulted. There are many others known to the hotline, or alternative to discipline processes where there treatment and reentry may not have been factored into this suggested rate of addiction. One study indicated a substance misuse rate of nearly 10% of CRNAs; this is alarming and is often the precursor to addiction. 
Since the anesthesia provider may control or monitor most aspects of the patient’s vital functions during a procedure, it is often assumed that this process of being ever vigilant and always in control leads to a mindset where they feel they can control aspects of their own life, even if it includes experimenting with the drugs at our disposal. 

Denial by the provider, the coworker and family member leads to a conspiracy of silence and is often fatal. Frequently it is the family member who recognizes that something is not quite right before it becomes apparent in the workplace. Shame, guilt, anger and other emotions may perpetuate the problem creating an atmosphere where seeking help becomes too painful. The stigma attached to addiction, especially as it pertains to healthcare practitioners “who should know better” is misleading and often prevents the anesthesia community or the family member from seeking help. Addiction is a diagnosable, treatable DISEASE that should be granted the same aspects of care as any other health issue without the threat of loss of licensure and career IF the addict is amenable to evaluation, treatment and monitoring as a condition of reentry to practice.
When one is confronted with the signs of substance abuse they should act swiftly to investigate. This should include a thorough assessment of the workplace including the narcotic usage of the individual in question. Confrontation or intervention is often the only way to get the suspect individual properly evaluated for addiction. This may necessitate the cooperation of the family as well as coworkers to put all of the pieces of the puzzle together. Ideally as department should have a fully functional workplace policy that includes random drug screening, or at the least screening on suspicion. This policy should include prior consent for such testing as a condition of credentialing or employment and fully articulate current ASAM criteria for testing with chain of custody and split specimen as routine. (See www.asam.org for more details)
When these situations occur it is vital to seek the aid of resources that have experience in these matters and not resort immediately to regulatory boards whose only response may be mandated discipline. Therefore family members as well as anesthesia departments should be fully knowledgeable about the potential of addiction, its warning signs and how to find the appropriate resources to save both life and career.

A confrontation or intervention should be a well-planned event with principal participants being those who have actually observed the suspicious behavior or documentation that may appear to be erroneous like narcotic records. Large university-based medical centers often have an employee assistance professional (EAP) who may be relied upon to offer further guidance. But always the first resource should be the state alternative to discipline process as it is this agency that will ultimately be the conduit to monitoring and reentry and often has the statutory support and/or liaison with the regulatory board that can often generate the incentive for the practitioner to comply if their license can be protected. Both the ASA and the AANA have excellent resources through their peer assistance committees to offer additional direction. (For resources www.AANAPeerAssistance.com and follow the link for “Getting Help for Yourself and Others”)
One of the best defenses against substance abuse in anesthesia is a strong offense of education, effective departmental policy and a philosophy of wellness that recognizes the potential for stressors in the workplace to lead to a variety of impairments. Paramount in all of these processes should be the recognition of addiction or any physical impairment as an illness and not a moral indictment. Inaction by the family member, colleague or department will definitely lead to the continued decline of the professional and the dysfunction of the department and may lead to death if advocacy methods are not initiated. No one knows the untold extent of damage to anesthesia practitioners, practice groups and family members. Death is just one indicator; so are loss of career/income, dysfunction and disruption to departments, marital discord or divorce. The price of inaction is so devastating that it behooves every practitioner to be cognizant of the perils of practice and the increasing potential for drug addiction in the anesthesia workplace.
Go to www.AANAPeerAssistance.com and from the homepage, choose “Model Policies” for the model departmental policy containing specifics on narcotic accountability, drug testing and reentry.

Departmental Policy Focus

If one wants an alternate approach to utilizing this video content they may want to consider the following which is pointed more toward departmental policy.

1. Based on the video you just viewed, would you suggest any needed changes in the policies and procedures of employers to screen, identify, and effectively manage those in need of rehabilitation?

2. Would more controlled distribution of medications be a solution? Or greater accountability? Are there any other suggestions?

3. Is there any specific teaching or warning you would emphasize to anesthesia students or residents?

4. Let’s examine the above questions with measures that can be taken within every anesthesia department:

Screen- As healthcare providers there is a need for public accountability as with truck drivers, airline pilots and train conductors who are currently being drug tested and who have a fraction of the access to potent drugs compared to the anesthesia provider. It would serve the healthcare community well if providers with access were drug screened randomly at least 4-6 times a year for those with a drug history, perhaps less frequently for those without a history or prior positive screen. Having said this, NO ONE should be screened unless there is a policy is place that first stipulates what will happen if the test is positive (retesting, reporting, assistance, rehabilitation, reentry). We used to say that ordering an X-ray or EKG is pointless unless you plan to act on the information. That reduced the number of "routine" pre-op tests we used to do on those without any indication, it also kept down cost. The same theory could apply to drug testing if we're not prepared with an appropriate policy to respond to a positive screen.

It is imperative that screening be done properly to protect the provider. It should include: a full chain of custody, proper choice of analysis (GCMS vs. RIA), a split specimen (1/2 of the specimen is frozen for repeat analysis if the first test is questionable or positive), and an independent lab for repeat analysis. Employees should know up front that they agree to be tested as a condition of employment. It is not appropriate to impose this policy after the fact and it is important that it be done fairly and equitably, meaning that tests positive for physicians are handled in the same manner procedurally as that for providers, no dual standard, employees should be valued and treated equally.

Identify- Equality is important in the identification process, as suggested in the preceding paragraph. Early identification usually comes through random testing. If one waits for obvious signs in the workplace it is often late in the disease process. Another method of early identification is good record review (narcotic inventory compared to actual administration records like providers notes, anesthesia records, PACU records where one looks for amount administered vs. wasted, and the patient's response - is pain relieved adequately)? 

Looking for other signs or changes in behavior is crucial for identification. No ONE sign is significant (unless you find them comatose with a needle in their arm), but rather one should look for a TREND or slow degradation in performance, appearance, etc.

Effectively manage those in need of rehabilitation- This means finding them help without crucifixion. The best approach for providers is to work through the state sanctioned alternative to discipline process. Physicians find them in every state, or the CRNA 35 states have such programs. These programs allow a non-punitive approach to assisting the provider who agrees to voluntarily enter a program for evaluation, treatment and monitoring. This also assists with reentry to practice when the provider is ready and with continued monitoring for 3-5 years. THIS TO ME IS THE MAJOR ISSUE. There should be fair, equitable and consistent advocacy through quality alternative programs in EVERY STATE for EVERY PROVIDER. (See www.AANAPeerAssistance.com and follow link for “Peer Assistance in Your State.”  You also find a link for “Model Policies” that leads to information on the book Substance Abuse Policies for Anesthesia, which is available through the AANA Bookstore). 
Major current issues related to Peer Assistance
Rehabilitation - without it no one survives and the provider should not reenter practice. But it should be quality rehab in a program that treats other healthcare providers. I hate to see anesthetists in treatment with addicts who have no appreciation for what the provider endures with stress, access, etc. It also needs to be affordable, or a center with a payment plan. Anesthetists with fentanyl addiction typically require 3 months of residential, in-patient treatment with costs typically $25,000 - $50,000. This is the same as buying a new car, therefore think of it as car payments stretched out over 5 years then it's easier to justify the cost. Keep in mind that one should get the best treatment they can afford the first time; otherwise they are prone to relapse and end up working their way up to the more extensive/expensive treatment over the course of many years, assuming they are even given the opportunity to return to the profession after relapse. Effective treatment is too essential to bargain shop, this is your life we're talking about and your career!  (See www.AANAPeerAssistance.com and follow link for “Treatment Centers” also be sure to review the Peer Assistance Advisors Treatment Recommendations)
Identification- Essential, but how to do it effectively and fairly? Drug screening, behavioral observations but then follow up with appropriate evaluation and fair procedures that include due process, offer of non-punitive help, leave of absence rather than termination to preserve the benefits needed for effective treatment and recovery (health and disability insurance).

Reentry- Diabetic providers who have syncopal episodes at work from hypoglycemia are not terminated. They receive appropriate medical treatment and return to work with their disease under better control, the same should apply for addictive and psychological disorders IF or WHEN the provider is able to demonstrate that they have had effective treatment, evaluation which might include neurocognitive testing, and an effective monitoring plan for reentry with drug screens, ongoing evaluation by their supervisor, attendance at AA/NA meetings, provider group support meetings and physician evaluation for any medical problems. One way to do an evaluation before reentry is to have the provider spend the day in an anesthesia simulator (mock OR environment) and look for the triggers that would cause them to use again. This can be very useful for self-assessment and before adding the stress of petitioning for license reinstatement, finding a job and making other commitments they may feel obligated to fulfill even if they aren't ready to return. (See www.AANAPeerAssistance.com and follow link for “Reentry Resources”)
ACCESS is our number one problem. The accountability from institution to institution is variable. Accountability/access needs to be reliable, consistent and appropriate for the site and the drugs available. Knowing that propofol, stadol, ketamine, and other drugs have abuse potential means that it would be wise for us to account for all of these in some reliable manner in addition to the usual variety of narcotics. A Pyxis type system is probably the best we have at the moment, I especially like the Pyxis anesthesia cart as it only operates with the index finger print of the CRNA/MDA, foregoing the need for a PIN number that anyone can share (or steal by looking over your shoulder). It also accounts for the drugs signed out immediately, prints out a report directly in the pharmacy and provides unaltered records.  However the very best accountability method is vigilance by coworkers. When we relieve each other and notice that one of our own is utilizing 3x the amount of drug that we would used for a similar case, that's a "red flag" and I believe we all "see" these things but are too busy or to afraid to intervene and question our colleague.

Another excellent and cost effective method of improving accountability is to randomly assay drugs returned for wastage. This can be easily accomplished by using a handheld refractometer (the only cost is purchase price of ~$100, no reagents or testing materials needed). It's a small flashlight size instrument that identifies a drug merely by how it refracts light. The OR pharmacy or chief CRNA or another consistent designee should be the one to do the testing. Each morning (that you do the testing) you will use a small quantity of a known sample like fentanyl, morphine, demerol, versed and place a drop on the tip, then you set the scale to a number, say 1 for fentanyl, 2 for morphine, etc. For the remainder of the day, each time you place someone's returned sample on the refractometer and they returned it as fentanyl, then the indicator should show a value of 1 to confirm this, not 0.5 (diluted), or 3, or any other number. You can randomly test by the day, or by the CRNA. The key is RANDOM, so no one knows which day you'll be testing. At one facility they have an OR pharmacist who uses this method for EVERY DRUG, every provider, each day as part of their pharmacy policy. If you have the convenience of a pharmacy, do it, but if not, you can set up this procedure for your own department.

You may find that those who are diverting drugs will rarely return any unused portion and when they do, they always make certain it is correct because they want to avoid detection. But this too can be an indicator. For example when most CRNAs sign out a 5cc ampoule of fentanyl for a cholecystectomy case and generally waste 1-2 cc, and another "suspicious" CRNA signs out 3 ampoules (15cc) and returns NONE, then get suspicious.  I would suggest that as a Q/A project for an anesthesia department that you RANDOMLY pull 10 anesthesia records for each provider and match them with the narcotic sign out sheet and the PACU records.

Look at usage for the month, ex. if most CRNA/MDA sign out an average of 20 cc fentanyl for the day (make sure to average the amount signed out for the month by dividing the number of days they actually worked, hours may even be better since call time shifts this....and those using generally take more call or work off hours). Then simply compare. EVERY hotline call from a manager is shocked when they go back and look at the records and find out clearly that the suspected CRNA has signed out 3-4 times that of the rest of the staff. Also look for consistency in the PACU records. If the cholecystectomy required 15 cc of fentanyl then why do they need more in PACU? Does it make sense when another cholecystectomy with 4 cc and same duration of anesthesia is comfortable in the PACU?

Is there any specific teaching or warning you would emphasize to provider anesthetist students?

BE ATTENTIVE to those around you. Trainees stress, it's natural, but be attentive to personality changes that are inconsistent with the stress. Addicts are effective at manipulation; trust your eyes, not your ears. When you see someone utilizing inappropriate meds (drugs to lower the BP or pulse) or dialing in higher concentrations of inhalation drug despite a sufficient quantity of charted narcotics, this is suspicious. Follow up with your observations. Few people find the help they need without a caring colleague initiating the questioning.

Do NOT settle for accountability methods that you find questionable. Rise above the status quo if you find it inadequate, suggest ideas for improvement like the above mentioned Q/A project, even volunteer to write it and get it started. Every department has it's "whiners and complainers" who feel that any change in policy effects them personally, but frankly our feedback has been that once the new procedures are in place people will admit it takes no more time, they feel more secure with the process and it certainly speaks well for the department when the next JCAHO visit comes around. 

New graduates consider your first job site carefully. CRNAs are in great demand, so you need not settle for a place that has provisional policies. Pick a place that offers excellent benefits and well thought out structure over salary. Don't be fooled by the big salary; benefits like health, negligence and disability insurance are worth much more than you think. So are a collegial group, decent hours and being valued as a professional rather than someone who can improve the profit margin. Go spend the day in the job site before deciding on employment and look at how anesthetists are pushed for turnover time. If you find it too stressful and not sufficient to adequately evaluate the patient before induction, then it's not the place for you. Don't buy the line that you'll pick up speed with time. If they are not willing for the seasoned CRNAs to take the appropriate time to assess their patients before induction, they won't for you either. Always ask yourself, "What would a jury think if ...I did this induction before reading the chart, or I proceeded without the labs, or I thought the patient was opposed to the block but a supervisor insisted, etc.....” In the finally analogy, if you gave the anesthetic the courts will hold you accountable. So pick the place that first satisfies your "comfort" level (schedule, staff, environment and attitude) before picking the one with the biggest salary. I know a lot of stressed, overworked CRNAs and most of the addicted ones will tell you they started to use because of those factors, not because they were bored or unchallenged at work.

Please feel free to follow up with any questions you may have. Our peer assistance committee is willing to work with departments to develop policies for the workplace and for reentry. We believe a stable work environment is crucial to well-being and hope you will find it worthwhile to share the information you've gained in this lesson in a productive manner. Resources are found elsewhere with this document to help you reach out for contacts to have further questions answered. (See a model policy for departments of anesthesia at www.AANAPeerAssistanc.com, follow link for “Model Policies” where you’ll also find information on the book Substance Abuse Policies for Anesthesia, which is available through the AANA Bookstore). 
Page 8 of 9

