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Introduction: Substance use among physicians can have negative impacts on 
their health, quality of life, and patient care. While Physician Health Programs 
(PHPs) have proven effective, many physicians with substance use disorders 
(SUDs) still face obstacles in seeking help. Our study explores the expectations, 
attitudes, and experiences of French physicians regarding the implementation of 
a specialized healthcare system (SHS) for addiction, and their opinions on the 
factors that could improve the effectiveness of such a service, with a focus on 
substance use disorders (SUDs).

Methods: We conducted a web-based survey from April 15 to July 15, 2021, which 
included questions about sociodemographic characteristics, substance use, and 
attitudes toward a specialized healthcare system (SHS) for physicians with SUDs.

Results: Of the 1,093 respondents (62.5% female), 921 consumed alcohol (84.2%), 
and 336 (36.4%) were categorized as hazardous drinkers (AUDIT-C  ≥  4 for women 
and  ≥  5 for men). The mean AUDIT-C score was 3.5 (±1.7 SD), with a range from 
1 to 12. Factors associated with hazardous alcohol consumption included coffee 
consumption [OR 1.53 (1.11–2.12)], psychotropic drug use [OR 1.61 (1.14–2.26)], 
cannabis use [OR 2.96 (1.58–5.55)], and other drug use [OR 5.25 (1.92–14.35)]. 
On the other hand, having children was associated with non-hazardous alcohol 
consumption [OR 0.62 (0.46–0.83)]. Only 27 physicians (2.9%) had consulted 
a specialist in addiction medicine, while 520 (56.4%) expressed interest in such 
a consultation. The main barriers to accessing a dedicated consultation were 
denial (16.3%), physician self-medication (14.3%), fear of judgment (12.8%), and 
confidentiality concerns (10.2%).

Conclusion: A specialized consultation with trained professionals in a neutral 
location can improve access to care for healthcare workers and maintain patient 
confidentiality and anonymity. Prevention and awareness can reduce addiction 
stigma and help peers in need. The improvement of healthcare workers’ addiction 
culture and detection of addictive behavior in peers depends on academic 
addiction medicine.

KEYWORDS

French physicians, alcohol related disorders, audit, care for physicians, dedicated 
healthcare system

OPEN ACCESS

EDITED BY

Yasser Khazaal,  
Université de Lausanne, Switzerland

REVIEWED BY

Eva Montanari,  
Marche Polytechnic University, Italy  
Fabio de Giorgio,  
Catholic University of the Sacred Heart, Italy

*CORRESPONDENCE

Nicolas Franchitto  
 franchitto.n@chu-toulouse.fr

RECEIVED 28 June 2023
ACCEPTED 16 November 2023
PUBLISHED 14 December 2023

CITATION

Jullian B, Deltour M and Franchitto N (2023) 
The consumption of psychoactive substances 
among French physicians: how do they 
perceive the creation of a dedicated healthcare 
system?
Front. Psychiatry 14:1249434.
doi: 10.3389/fpsyt.2023.1249434

COPYRIGHT

© 2023 Jullian, Deltour and Franchitto. This is 
an open-access article distributed under the 
terms of the Creative Commons Attribution 
License (CC BY). The use, distribution or 
reproduction in other forums is permitted, 
provided the original author(s) and the 
copyright owner(s) are credited and that the 
original publication in this journal is cited, in 
accordance with accepted academic practice. 
No use, distribution or reproduction is 
permitted which does not comply with these 
terms.

TYPE Original Research
PUBLISHED 14 December 2023
DOI 10.3389/fpsyt.2023.1249434

https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
http://crossmark.crossref.org/dialog/?doi=10.3389/fpsyt.2023.1249434&domain=pdf&date_stamp=2023-12-14
https://www.frontiersin.org/articles/10.3389/fpsyt.2023.1249434/full
https://www.frontiersin.org/articles/10.3389/fpsyt.2023.1249434/full
https://www.frontiersin.org/articles/10.3389/fpsyt.2023.1249434/full
https://www.frontiersin.org/articles/10.3389/fpsyt.2023.1249434/full
https://www.frontiersin.org/articles/10.3389/fpsyt.2023.1249434/full
mailto:franchitto.n@chu-toulouse.fr
https://doi.org/10.3389/fpsyt.2023.1249434
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://doi.org/10.3389/fpsyt.2023.1249434


Jullian et al. 10.3389/fpsyt.2023.1249434

Frontiers in Psychiatry 02 frontiersin.org

1 Introduction

Substance use disorders (SUDs) are prevalent among physicians 
worldwide, with potential consequences for patient outcomes and 
safety. According to American numbers, the lifetime prevalence of 
SUD in physicians is slightly higher (15.4%) than in the general 
population (12.6%) (1). In Europe, hazardous alcohol and drug use 
among physicians were estimated at 18–23 and 3%, respectively (2–5). 
In France, data regarding French physicians’ alcohol behaviors are 
scarce, but hazardous drinking and consumption of hypnotics seem 
to increase especially among young physicians (6). Globally, physicians 
often seek treatment for substance use disorders (SUDs) at a later 
stage, which can negatively impact their own health and patient care 
(7–9). Substance use treatment and harm reduction services are 
crucial for maintaining the well-being of physicians. Physician health 
programs (PHPs) have been established in various countries, such as 
the United States, Canada, Australia, United Kingdom, Spain, Norway, 
and Switzerland, to help doctors with addiction recover through 
abstinence-based programs and adherence monitoring (10–13). In 
France, regular monitoring through random workplace visits and 
screenings does not exist. Although recent studies conducted during 
the COVID-19 pandemic have shown negative changes in SUD 
among physicians in France, there is no information available on the 
type of treatment and monitoring offered (6, 14, 15).

Our aim is to explore the expectations, attitudes, and experiences 
of French physicians regarding the implementation of a specialized 
healthcare system (SHS) for addiction, and their opinions on the 
factors that could improve the effectiveness of such a service, with a 
focus on substance use disorders (SUDs).

2 Methods

2.1 Population and data collection

Between April 15 and July 15, 2021, any French physician was 
invited to participate in the survey without restriction criteria provided 
they could complete the questionnaire autonomously by clicking on a 
URL link. The link leading to the online survey was disseminated on the 
internet using social media (i.e., Twitter, LinkedIn, and Facebook) and 
national media. The recruitment strategy thus followed a convenience 
sampling method. No registration was needed to participate in the 
survey and no individually identifying details were collected from 
participants, which is compliant with the French general data protection 
regulation and local laws (16). Approval for this study was obtained 
from the local institutional review board at the University of Toulouse 
(number RnIPH 2021–141). The survey was designed to be completed 
in less than 15 min. Participants completed the survey voluntarily, with 
the knowledge that the data would be anonymized that they were free 
to stop at any point during their completion of the survey, and that 
incomplete surveys were discarded (17). To prevent individuals from 
completing the questionnaire multiple times, only one questionnaire 
could be  submitted from a particular IP address. Specialties were 
categorized into groups according to their similarities as found 
elsewhere (18): general practice, intensive care (anesthesia, intensive 
care), emergency, medicine (internal medicine, hepato-gastro-
enterology or cardiology for example) and surgery (orthopedic or 
otorhinolaryngology for example).

2.2 Measures

The data were collected via a survey that was divided into 
three parts.

The first part collects sociodemographic characteristics (gender, 
age, current living situation, professional situation, a number of years 
of practice). The second part gathers information about substance use. 
We chose the Alcohol Use Disorders Identification Test, version C 
(AUDIT-C) to assess drinking habits in this anonymous survey 
because of its brevity and clarity (19, 20). The French version of the 
AUDIT has been validated (21) and the details in AUDIT-C scoring 
can be found elsewhere (22). A score of 5 points or more was used as 
an indicator of hazardous drinking (23), which is defined as a pattern 
of alcohol consumption that increases the risk of harmful 
consequences for the user or others. A score ≥ 5 for men and ≥ 4 for 
women be  the most consistent and corresponds to the optimal 
operating point in terms of sensitivity and specificity (≥ 5 points for 
men: sensitivity 91.2% and specificity 95.2%, and ≥ 4 points for 
women: sensitivity 81.4% and specificity 93.1%) (1, 19, 21, 23, 24). 
Answers to the third question of the AUDIT-C were also used to 
categorize binge drinking (any mention of 6 drinks or more per 
occasion), because similar data was available for the general 
population. Distinction between hazardous consumption and 
dependence could not be  made, because the three items of the 
AUDIT-C reflect only alcohol consumption (23, 25).

We assessed health behaviors, including tobacco and cannabis use, 
and coffee and psychotropic consumption. Tobacco dependence was 
evaluated on the basis of the time of the first cigarette (smoking within 
30 mn of waking up) and the number of cigarettes smoked per day. 
Cannabis use was assessed by asking about frequency in the past year, 
while coffee consumption was measured by self-reported daily intake. 
Psychotropic consumption was assessed by asking “are you under 
psychotropic medication?”

In the third section of our survey, we inquired about the potential 
implementation of a specialized healthcare system (SHS) for 
physicians struggling with SUD. Participants were asked to share 
factors that hinder or facilitate the delivery of health services and were 
assessed by asking: “Why do you think healthcare professionals with 
addiction issues rarely seek help from the nearest addiction treatment 
service? I have no idea/Fear of breaching medical confidentiality with 
the administration/Healthcare professionals self-treated/There is no 
need to seek treatment until there is a problem/Fear of job loss or 
demotion/Limited knowledge about the organization of addiction 
treatment follow-up/Fear of being stigmatized/Fear of being judged 
because of their profession as a healthcare professional.

Additionally, we  asked about their level of interest and 
expectations regarding the implementation of a dedicated 
consultation, which were rated on a scale from 1 (very interested) to 
6 (less interested).

2.3 Statistical analysis

Statistical analyses were conducted using Stata Version 16.0 
software (StataCorp LP, College Station, TX). For the comparison of 
qualitative variables, we used either the Pearson’s chi-square test or 
Fisher’s exact test as appropriate. Problematic alcohol consumption 
was compared to non-harmful alcohol consumption with a univariate 
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analysis, and then with a multivariate analysis (variables which were 
statistically significant on univariate analysis at p < 0.20 were included 
in the model). Therefore, the multivariate analysis was a stepwise 
downward logistic regression. p value <0.05 was considered significant.

3 Results

One thousand and ninety-three physicians completed the survey. 
Among them, 921 admitted alcohol consumption (84.2%) and 172 
were abstinent (15.7%). Table  1 summarizes the participants’ 
sociodemographic and occupational characteristics. The majority of 
respondents were aged 26 to 45 years old (63.3%), and 62.5% were 
women. 278 worked in intensive care units (30.1%), a quarter was 
general practitioners (26.6%), and the almost 30% of them were 
medical specialists. The majority has been working for more than 
5 years (71.6%). Almost 10 % of them are current smokers: they are 
long-time smokers (mean length of smoking: 17.3 years), smoking 
manufactured cigarettes for 87.9% of them, and smoking the first 
cigarette over 1 h after waking-up for the majority (59.7%). Fifty-nine 
admitted cannabis consumption (6.4%) over the last year, but mostly 
less than once per month (59.3%). 70.7% consumed coffee, with a 
mean consumption of 3 cups per day. Two hundred and one (21.8%) 
were under psychotropic medications (benzodiazepines, hypnotics 
and anti-depressants). Finally, 3% reported consuming other 
substances such as cocaine (41.9%) or MDMA (67.7%) every month.

Table 2 summarizes the results of the AUDIT-C score. The mean 
AUDIT-C score was 3.5 (±1.7 SD) and the extreme ranged from 1 to 
12. Three hundred and thirty-six physicians (36.4%) were included in 
the group “hazardous drinking” (AUDIT-C ≥ 4 for women and ≥ 5 for 
men). Physicians aged between 26 and 35 years (40.4%) and males 
(63.1%) were prevalent, with a sex ratio of 1.7. They have been 
working for at least 2 years (23.5%), are single (21.4%) with no child 
(46.5%) compared to those with no risky alcohol consumption 
[respectively 17.3% (p < 0.01), 14.7% (p < 0.05) and 32.0% (p < 0.001)]. 
During the past year, 474 (51.4%) physicians reported at least one 
event involving more than 6 drinks.

Other consumption habits were more often reported such as 
tobacco (12.8% vs. 8.3%, p < 0.05), cannabis (11.9% vs. 3.2%, p < 0.001), 
coffee (76.7% vs. 67.3%, p < 0.005), psychotropic drugs (28.5% vs. 
17.9%, p < 0.001) and cocaine (7.7% vs. 0.8%, p < 0.01). There was no 
significant difference according to gender or medical specialty.

In the multivariate analysis, the factors independently and 
significantly associated with hazardous alcohol consumption were 
coffee consumption [OR 1.53 (1.11–2.12)], being treated with 
psychotropic drugs [OR 1.61 (1.14–2.26)], smoking cannabis [OR 2.96 
(1.58–5.55)] and other drug use [OR 5.25 (1.92–14.35)]. Conversely, 
having children was associated with non-hazardous alcohol 
consumption [OR 0.62 (0.46–0.83)].

Physicians were asked whether they had already sought help, 
whatever the SUD (Table 3). Twenty-seven physicians (2.9%) reported 
a previous specialized consultation more often a specialist in addiction 
medicine (48.1%). Among the surveyed physicians, 520 (56.4%) 
expressed interest in visiting a specialist in addiction medicine if such 
a SHS was available. Various barriers to accessing dedicated 
consultations were identified, including denial (16.3%), physicians 
self-medicating (14.3%), fear of being judged (12.8%), and concerns 
about confidentiality (10.2%). Around 66.9% of physicians placed 

TABLE 1 Sociodemographic and occupational characteristics of 
physicians.

N 921

Age, n (%)

26–35 (years-old) 318 (34.5%)

36–45 (years-old) 266 (28.8%)

46–55 (years-old) 175 (19.0%)

56–65 (years-old) 145 (15.7%)

>65 (years-old) 17 (1.8%)

Gender, n (%)

Male 345 (37.4%)

Female 576 (62.5%)

Specialties, n (%)

Specialist in Addiction medicine/

psychiatry

127 (13.7%)

Surgical specialties 45 (4.8%)

Intensive care 278 (30.1%)

General practice 245 (26.6%)

Emergency department 42 (4.5%)

Medical specialties 184 (19.9%)

Length of practice, n (%)

<2 years 80 (8.7%)

2–5 years 180 (19.6%)

>5 years 658 (71.6%)

Professional status, n (%)

University hospital physicians 289 (31.8%)

Hospital physicians 242 (26.2%)

CSAPA1/CARUUD2 27 (2.9%)

Private practice 221 (24.0%)

Private clinic 145 (15.7%)

Family situation, n (%)

Single 149 (17.2%)

In a relationship 715 (82.7%)

Childless 243 (37.3%)

With children 576 (62.6%)

Tobacco

Daily consumption

No 829 (90.0%)

Yes 92 (9.9%)

Duration (years)

N (%) 91 (98.9%)

Mean (SD) 17.3 (10.5)

Number of cigarettes per day

N (%) 92 (100.0%)

0–10 64 (69.5%)

11–20 23 (25.0%)

(Continued)
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high importance on privacy and anonymity when seeking resources 
for substance use disorder (SUD) care. A neutral setting and 
consultations with trained caregivers were also considered significant 

by 20–27% of participants. On the other hand, flexible time scheduling 
was perceived as the least important aspect (Table 4).

4 Discussion

This survey shows that 36.4% of physicians have hazardous 
alcohol consumption, with illegal substance consumption more 
frequently associated. We did not show any difference between the 
different medical specialties as previously described in France (18), 
although some studies showed that anesthesiologists are 
overrepresented (26). Focusing on the third question of AUDIT – C, 
our results are slightly higher compared with other studies where 
binge drinking ranged between 13.5–19.5% of European physicians 
(2, 4, 27). As previously studied, we observed a lower smoking rate 
among health care professionals compared with other professionals 
(28). The number of physicians taking psychotropic drug (28.5% in 
our study) is not surprising as a significant part of SUD diagnoses 
among physicians is related to their authority to prescribe drugs and 
their easier access to prescription drugs (29). The prevalence of illicit 
drug use varies among studies and is difficult to describe. In France, 
in 2005, a national study involving anesthetists found a prevalence of 
2.6% of cannabis users (30). These differences in the prevalence of 
SUD, especially with illicit substances, echo the lack of quality data 
worldwide regarding the prevalence of substances most probably 
misused by professionals in different regions throughout the world.

Given our specific interest in help-seeking for SUD among 
physicians, it was important to obtain a snapshot of their substance 
consumption habits, in order to align with their views on the 
establishment of a specialized healthcare system (SHS) in addiction 
medicine. Currently, PHPs in multiple countries offer resources for 
physicians with SUD, providing assessment, monitoring, coordination 
of formal treatment, and regular workplace visits and screenings, but 
not treatment itself (10). Nonetheless, the outcomes of PHPs have 
shown to be significantly more positive than outcomes for individuals 
with SUD in the general population, and they have resulted in the best 
long-term outcomes for individuals with SUDs. Because the goal is to 
address physicians suffering from SUDs, it is mandatory that the 
response of SHS be adapted in order to promote an alliance in care 
and the patient-physician’s adherence to the proposed contract. This 
fluidity of care requires that the specialized team in SUD adapts and 
overcomes the access barriers to care described in the literature to 
address addiction-related issues among their members and employees 
(13, 31–33). In line with previous studies (34–36), the more frequent 
barriers cited in our study included denial of the SUD, fear of being 
judged, or experiencing stigma. This statement suggests that certain 
lead to delays in receiving necessary care and can exacerbate health 
conditions as physicians neglect their own health by self-diagnosing 
and self-prescribing medications (37). Furthermore, the statement 
suggests that physicians may also underestimate or ignore their own 
impairment, further hindering their ability to receive the care they 
need, reminding that the situation has not improved and the barriers 
remain unchanged when compared to surveys conducted a few years 
ago (38).

For the surveyed physicians, the location of the SUD treatment 
program in a neutral place is important, which relates to the concept 
of respecting confidentiality. For physicians working within a 
healthcare facility, it is understandable that if hospitalization is 

TABLE 1 (Continued)

N 921

21–30 2 (2.1%)

31 and over 3 (3.2%)

Delay between wake-up and first cigarette

N (%) 92 (100.0%)

<5 min 3 (3.2%)

6–30 min 17 (18.4%)

31–60 min 17 (18.4%)

Over 1 h 55 (59.7%)

Cannabis

Consumption

No 862 (93.5%)

Yes 59 (6.4%)

Over the last year

N (%) 59 (100.0%)

<1 time/month 35 (59.3%)

1 time/month 4 (6.7%)

2/3 times/month 5 (8.4%)

1 time/week 6 (10.1%)

>4 times/week 9 (15.2%)

Coffee

No 269 (29.2%)

Yes 652 (70.7%)

Number of cups per day?

N (%) 646 (99.0%)

Mean (SD) 3.2 (2.0)

Psychotropic medications

No 720 (78.1%)

Yes 201 (21.8%)

Type

Benzodiazepines 123 (61.1%)

Hypnotics 63 (31.3%)

Anti-depressants 42 (20.8%)

Others 33(16.3%)

Other substances

No 890 (96.6%)

Yes 31 (3.3%)

Type

Cocaine 13 (41.9%)

MDMA 21 (67.7%)

Miscellaneous 10 (32.2%)

1CSAPA: Health support and addiction-prevention centers. 2CAARUD: Care and risk-
reductions centers.
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TABLE 2 Factors associated with hazardous alcohol consumption.

AUDIT score All Univariate analysis Multivariate analysis

Non-harmful alcohol 
consumption

Hazardous 
drinking

p Odds Ratio [IC95%]

N (%) 921 (100.0%) 585 (63.5%) 336 (36.4%) –

Age, n (%)

26–35 (years-old) 318 (34.5%) 182 (31.1%) 136 (40.4%) <0.05

36–45 (years-old) 266 (28.8%) 170 (29.0%) 96 (28.5%)

46–55 (years-old) 175 (19.0%) 122 (20.8%) 53 (15.7%)

56–65 (years-old) 145 (15.7%) 100 (17.0%) 45 (13.3%)

>65 (years-old) 17 (1.8%) 11 (1.8%) 6 (1.7%)

Gender, n (%)

Male 345 (37.4%) 221 (37.7%) 124 (36.9%) NS –

Female 576 (62.5%) 364 (62.2%) 212 (63.1%)

Specialties, n (%)

Addictology/psychiatry 127 (13.7%) 85 (14.5%) 42 (12.5%) NS –

Surgical specialties 45 (4.8%) 25 (4.2%) 20 (5.9%)

Intensive care 278 (30.1%) 168 (28.7%) 110 (32.7%)

General practice 245 (26.6%) 159 (27.1%) 86 (25.6%)

Emergency department 42 (4.5%) 30 (5.1%) 12 (3.5%)

Medical specialties 184 (19.9%) 118 (20.1%) 66 (19.6%)

Length of practice, n (%)

<2 years 80 (8.7%) 43 (7.3%) 37 (11.0%) <0.01 –

2–5 years 180 (19.6%) 101 (17.3%) 79 (23.5%)

>5 years 658 (71.6%) 439 (75.3%) 219 (65.3%)

Professional status, n (%)

University hospital physicians 289 (31.8%) 171 (29.2%) 118 (35.1%) NS –

Hospital physicians 242 (26.2%) 164 (28.0%) 78 (23.2%) NS

CSAPA1/CARUUD2 27 (2.9%) 19 (3.2%) 8 (2.3%) NS

Liberal cabinet 221 (24.0%) 146 (24.9%) 75 (22.3%) NS

Private clinic 145 (15.7%) 88 (15.0%) 57 (16.9%) NS

Family situation, n (%)

Single 149 (17.2%) 80 (14.7%) 69 (21.4%) <0.05 –

In a relationship 715 (82.7%) 462 (85.2%) 253 (78.5%)

Childless 243 (37.3%) 187 (32.0%) 156 (46.5%) <0.001 –

With children 576 (62.6%) 397 (67.9%) 179 (53.4%)

During past year, at least one event involving more than 6 drinks?

Never 447 (48.5%) 415 (70.9%) 32 (9.5%) <0.001 1

<1 time/month 314 (34.0%) 163 (27.8%) 92 (27.3%) 12.26 [7.90–19.02]

1 time/month 98 (10.6%) 6 (1.0%) 92 (27.3%) 221.03 [83.17–587.41]

1 time/week 48 (5.2%) 1 (0.1%) 47 (13.9%) 566.11 [75.30–4255.93]

Almost every day 14 (1.5%) 0 14 (4.1%) 1

Tobacco, n (%)

No 829 (90.0%) 536 (91.6%) 293 (87.2%) <0.05 –

Yes 92 (9.9%) 49 (8.3%) 43 (12.8%)

(Continued)

https://doi.org/10.3389/fpsyt.2023.1249434
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Jullian et al. 10.3389/fpsyt.2023.1249434

Frontiers in Psychiatry 06 frontiersin.org

necessary for SUD or the treatment of an associated psychiatric or 
somatic comorbidity, it should be  done in a separate facility. For 
outpatient care of physician-patients, confidentiality can be further 
improved if consultations occur outside the addiction medicine 
service in a building dedicated to physicians and, by extension, all 
healthcare professionals. This statement refers to the barriers of the 
healthcare system itself. This modern concept of separating the 
barriers to accessing healthcare not only relies on the patient-doctor 
relationship, but also on a change in the hospital itself, and should 
be encouraged (35, 36, 39). The reorganization or creation of dedicated 
spaces for healthcare providers within the healthcare facility is still to 
be accepted. Although healthcare providers should receive the same 
quality of care as the general population, it is not possible to ignore 
that treating physicians is a unique situation and that a responsive 
system may be a solution to facilitate adherence to follow-up care.

Respect of confidentiality emphasizes the delicate balance that 
physicians who are treating these “physicians-patients” are facing 
between the preservation of medical confidentiality and the obligation 
to report physicians who are unable to deliver competent medical 
services because of their SUDs (13, 40). However, more and more, 
participation is becoming a confidential and voluntary option, serving 
as an alternative to discipline sanctions. Another difficulty inherent in 
treating physicians with SUD is that their care can only be part of a 
comprehensive approach, including a complete history that covers 
psychiatric, medical, family, social, legal, educational, and 
occupational factors. Occupational health physicians play a crucial 
role in the care of physician-patients by leveraging their understanding 
of issues encountered by health workers (36). In this regard, their role 
is essential in proactively identifying and addressing risks for patients, 
physicians in recovery, and the workplace. Moreover, during addiction 
treatment, the process of returning to work should be  carefully 
planned and monitored, with a gradual, staged approach to 
incorporating occupational activities that carry more risk. 
Occupational health physicians play a key role in adjusting work 
schedules and facilitating the medical care organization through part-
time work (36, 41). However, in France, the Code of Medical 
Deontology stipulates that medical confidentiality is not shared 

TABLE 3 Interest and barriers in visiting a specialized healthcare system 
in addiction medicine.

N (%)

Have you ever visited a specialist in addiction medicine given 

your consumption habits?

No 894 (97.0%)

Yes 27 (2.9%)

Specialist in addiction medicine 13 (48.1%)

Psychiatrist 10 (37.0%)

General practitioner 2 (7.4%)

Psychologist 6 (22.2%)

Other 2 (7.4%)

Do you think it would be helpful for you to visit a specialist in 

addiction medicine?

No 827 (89.7%)

Yes 94 (10.2%)

If there was a dedicated healthcare system for addiction 

medicine, would you consider visiting a specialist in that field?

No 401 (43.5%)

Yes 520 (56.4%)

In your opinion, what are the barriers to accessing a 

specialized healthcare system in addiction medicine?

No idea 8 (0.8%)

Fear of breach of medical secrecy 94 (10.2%)

Caregivers treat themselves 132 (14.3%)

No need to consult as long as no problem 27 (2.9%)

Fear of job loss/downgrading 26 (2.8%)

Lack of knowledge in the organization of addiction monitoring 33 (3.5%)

Fear of being stigmatized 80 (8.6%)

Fear of being judged 118 (12.8%)

Denial 151 (16.3%)

AUDIT score All Univariate analysis Multivariate analysis

Non-harmful alcohol 
consumption

Hazardous 
drinking

p Odds Ratio [IC95%]

Cannabis, n (%)

N 862 (93.5%) 566 (96.7%) 296 (88.1%) <0.001 –

Yes 59 (6.4%) 19 (3.2%) 40 (11.9%)

Coffee, n (%)

No 269 (29.2%) 191 (32.6%) 78 (23.2%) <0.005 –

Yes 652 (70.7%) 394 (67.3%) 258 (76.7%)

Psychotropics, n (%)

No 720 (78.1%) 480 (82.0%) 240 (71.4%) <0.001 1

Yes 201 (21.8%) 105 (17.9%) 96 (28.5%) 1.97 [1.23–3.14]

Other substances

No 890 (96.6%) 580 (99.1%) 310 (92.2%) <0.001 –

Yes 31 (3.3%) 5 (0.8%) 26 (7.7%)

NS: non-significant. 1CSAPA: Health support and addiction-prevention centers. 2CAARUD: Care and risk-reductions centers.

TABLE 2 (Continued)
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between the treating physician, i.e., the addiction medicine specialist, 
and the occupational health physician. Therefore, it is mandatory that 
the physician-patient be informed and that the appointment with the 
occupational health physician be  initiated by the physicians 
-patients themselves.

4.1 Implementing changes

If a specialized addiction program is available, physicians are 
more likely to seek assistance from addiction teams, indicating that 
addressing addiction issues may be a more effective starting point for 
care than addressing psychiatric comorbidities that may discourage 
impaired physicians from seeking help (8, 9, 36). We  recently 
introduced a program called Addictions Confidential Consultations 
for Help and Care for Healthcare Workers (ACCESS) to meet this 
requirement. The program’s interdisciplinary team comprises 
addiction specialists, psychiatrists, psychologists, social workers, 
nurses, and a general practitioner, addressing the absence of a single 
point of care for physicians (39). The program provides holistic 
biopsychosocial care for physicians struggling with SUDs. The first 
consultation is conducted by a trained psychiatrist-addiction 
specialist, with experience in treating caregivers, an essential aspect of 
building a strong therapeutic alliance. Given the frequent association 
of psychiatric comorbidities with SUD, they are an essential element 
of the comprehensive evaluation process. Caregivers are trained in 
providing care to other caregivers through a university training 
program,1 as highlighted by physicians who took part in the research, 
strengthening confidence in the specialized team.

4.2 Limits

This study should be interpreted in light of several limitations. 
Although the response rate for the survey was acceptable, young 
physicians were overrepresented in our study, as they may be more 
Internet-affine than their older colleagues. Therefore, this bias is not 
specific to this survey. Distinction between hazardous consumption 
and dependence could not be made, because the three items of the 
AUDIT-C reflect only alcohol consumption (23, 25). Second, 
specialties were grouped partly based on convenience. Because of 

1 http://diu-soignerlessoignants.fr/

the broad sample of specialties with small numbers per specialty 
we  were unable to perform analyses at the level of individual 
specialties. Thirdly, the study design, which relied on self-reported 
consumption, and the lack of information about clinical and other 
psychosocial variables that could potentially influence responses 
regarding the criteria for implementing a program for physician-
patients with SUD.

5 Conclusion

A specialized consultation with trained professionals in a 
neutral location, respecting patient confidentiality and anonymity, 
could improve access to care for healthcare workers. Professionals 
trained in addiction medicine could develop a coordinated and 
contractualized care journey. Awareness and prevention actions 
can reduce negative representations of addiction and support 
peers in difficulty. This approach is part of the teaching mission 
of academic addiction medicine to improve the addiction culture 
of healthcare workers and identify addictive behavior in 
their peers.
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TABLE 4 Physicians’ views on the establishment of a specialized healthcare system (SHS) in addiction medicine, from the most interesting (1) to the 
least interesting (6).

n Mean 
rating* (SD)

1 2 3 4 5 6

Privacy/anonymity 911 2.1 (1.8) 66.9% 7.2% 4.2% 2.6% 3.8% 15.0%

Neutral setting 907 2.9 (1.7) 26.7% 23.1% 13.8% 10.0% 12.4% 13.6%

Service independence 908 3.2 (1.8) 24.0% 16.9% 16.6% 12.4% 11.4% 18.5%

Care providers who have received training in providing care for physicians 907 3.2 (1.6) 20.8% 17.7% 18.0% 15.3% 14.8% 13.1%

Flexible time scheduling 909 3.4 (1.7) 18.4% 15.2% 18.7% 13.8% 13.5% 20.1%

*Mean rating calculated only among responses for individuals who responded to the question.
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