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Outline
• Brief Rationale for Screening & Guidelines 
• Best Practices for Prospective Screening
• Two Pathways: in house and outsourcing
• Late Career Physician (LCP) Programs in the US… growing ranks



Who is doing prospective 
screening programs?

Operational
Initial Action
Contemplation
Pre-Contemplation
Meh
Defend Status Quo



Why Screen?



Davis et al 2006 screen shot



“In infectious disease… there are many who are infected but who don’t 
know that.  It’s only through screening them that we can identify that as a 
problem- both for them and the people with whom they are in contact.
(Screening) is also is really valuable because it affords the opportunity to 
identify a problem quite early, before it’s fully manifest or quite serious for 
the individual or others.”

February 26, 2019

https://le.utah.gov/av/committeeArchive.jsp?timelineID=136151

https://le.utah.gov/av/committeeArchive.jsp?timelineID=136151


Late Career Physician programs
• LCP programs are linked to credentialing at hospitals, medical groups, 

and insurers.
• Not for cause, prospective screening of an asymptomatic group at risk.

• With a goal of primary prevention, fewer for-cause complaints/errors

• Screening initiates further assessment: no one data point is actionable.
• Programs support physicians: practice modifications > retirement.



Review: Screening –vs- Comprehensive Assessment
Screening
Tests-- usually brief and less 
invasive-- on asymptomatic 
individuals with the goal of 
detecting pre-clinical cases.
Need confirmation with 
comprehensive testing, 
assessment, and interpretation.

Comprehensive Assessment
More tests and data sought on 
those with identified symptom or 
concern.
Confirms or rules out suspected 
disease, problems, or risk.
Informs a treatment plan.

Prospective For cause… when indicated



Guidelines for Screening



Level C Evidence Base: Expert Consensus



“recommended that, starting at age 65 
to 70, surgeons undergo voluntary and 
confidential baseline physical 
examination and visual testing by their 
personal physician for overall health 
assessment. Regular interval 
reevaluation thereafter is prudent for 
those without identifiable issues on the 
index examination. Surgeons are 
encouraged to also voluntarily assess 
their neurocognitive function….”



“Decisions regarding hospital and operating room 
privileges should be made at the medical staff 
and/or hospital level only after careful evaluation of 
all evidence available. Medical staff bylaws and due 
process must be followed. Strict confidentiality is 
essential. As always, the best interests of the patient 
remain the first priority, while at the same time the 
confidentiality, dignity, and contributions of the 
surgeon must be respected…. Interpretation 
requires the skills and knowledge
of a trained neuropsychologist.”

—American College of Surgeons



The core elements of screening

• physical examination
• assessments from peers
• assessments from co-workers
• assessment of cognitive performance



HISTORY AND PHYSICAL EXAMINATION
H & P includes screening:
• depression/other mental health or 

emotional issues, 
• a screening for alcohol/substance 

abuse/addiction, and 
• tests of hearing and vision.

Variations:
• Must not be in same practice (i.e., not 

an “old buddy”). 
• Must be the PBE’s primary care 

physician (e.g., not a pediatrician), or
• Must be conducted at an Occupational 

Medicine Clinic.
• Add tactile screening.



Focused H & P Checklist submitted to credentialing
Screening Further Eval? Limits Practice? Accommodation 

Possible?

Depression/Mood

Substance Use

Sensory

Cardiovascular

Musculoskeletal

Neurologic (motor, speech)

Endocrine

Other

Cognitive (stand alone)



PEER ASSESSMENTS
Assessor is selected by Physician Being Evaluated, from a list maintained by 
Well Being Committee
• Professionalism
• Interpersonal and Communication Skill
• Medical Knowledge
• Practice-based Learning and Improvement 
• Patient Care
• Systems-based Practice



Peer Reference Clinical Evaluation of Demonstrated Performance

Patient Care
Medical/Clinical Knowledge
Practice Based Learning Environment
Interpersonal & Communication Skills
Professionalism
Systems Based Practice
Technical & Clinical Skills & 
Judgement

H & P Exam
Record Keeping
Case Presentations
Patient Management
Practitioner – Patient Relationship



OBSERVATIONS FROM OTHERS IN THE CLINICAL SETTING
• Non-discoverable written report from 

those not involved with peer review, 
but with whom the PBE works.

• Can be non physicians, and even non 
clinicians (e.g., risk management or 
compliance officers).

Variations
• Do not solicit non-peer review 

observations as a routine part of 
screening.

• These observations are deferred to the 
in-depth assessment stage or in cases 
of assessment for cause (i.e., not age-
based routine screening).



Non-Peer Colleague Evaluation: Confidential
Are the following Acceptable or Unacceptable?
• Verbal & Written Communication with staff has been clear and timely.
• Practitioner consistently responds appropriately to nursing concerns.
• Progress notes consistently reflect a clear plan of care.
• Responds to pages in a timely manner.
• Patient and significant others seem cognizant of health care issues and practitioner’s 

proposed treatment plan.
• Other Comments:



ASSESSMENT OF COGNITIVE FUNCTION
“An assessment of cognitive function is an essential element in determining 
the physician’s ability to perform his/her current or requested privileges 
safely.”

“If a recognized screening instrument that tests cognitive function is not to 
be used, alternative methods should be employed to gather information on 
which judgments can be made about the practitioner’s cognitive abilities.”

?



Microcog Overview
Strengths Weaknesses
Good psychometrics: reliability and validity.
Sensitivity = .83; Specificity =.96 for MCI and early 
dementia vs cognitive aging for those with ~14 yrs
of education.
Measuring response latencies (millisecond timing) 
raises ceiling.
Fast (45mins), efficient, scalable.
Detailed results, including internal checks of base 
rates of strengths and weaknesses.
Economical:  $200/software license, per user fee 
$9-11 (bulk discounts at n=25).  
Established case law:  defendable

Need more criterion validity data, especially for 
physicians of age.  Problems with identifying the 
Gold Standard.
Sensitivity & Specificity for physicians of age 
unknown.  Are the MCI data adequate?
No alternate forms (retesting on memory, math 
an issue)
Interpretation from PhD neuropsychologist. 

Bottom line:  Not perfect, but we could do a lot 
worse.



Microcog: A brief history
The Risk Management Foundation of the Harvard Medical Institutions 
(medical insurance carrier), funded the development of the MicroCog, 
developed with expert consensus, then normed on 169 physicians. 
Eventually sold to PsychCorp (now Pearson Assessments).
Revised, normed on general and clinical populations (not physicians). 810 
adults from the ages of 18 to 89 placed in nine age groups (18-24, 25-34, 
35-44, 45-54, 55-64, 65-69, 70-74, 75-79, and 80-89).



Microcog: A brief history
Used for pilot candidates (n=10,000+) and Fit for Duty evaluations for Airmen by FAA.
All-age physician norms (Korinek et al., 2004)
Recommended by the California Public Protection & Physician Health* 
--Policies & Procedures for Age-based Screening, 2015.
Used in “for-cause” physician referral programs:
• UCSD Physician Assessment and Clinical Education Program (PACE)
• UCSD PACE Aging Physician Assessment (PAPA)
• Center for Physician Education (CPEP)
• Vanderbilt Medical Center
• Professional Renewal Center

* replaced the California Diversion Program



Cognitive Screening Session
Administered by a technician on a 
computer, one-on-one session.
Duration ~45 minutes (1 hour door to door).

Cognitive Skills: Attention, Mental Control, 
Processing Speed, Reaction Time, Memory, 
Reasoning, Spatial Processing
Speed and accuracy important.  Typing and 
computer savvy, not important.
Results interpreted by a neuropsychologist 
(PhD), alongside the Letter of Intent to 
Practice.
Physicians receive individual feedback from a 
physician wellbeing committee member, 
with recommendations.



Maxim et al., (2014)

Specificity

Minimize false 
positives

Sensitivity

Minimize false 
negatives



Two Pathways for Screening



What is in-house screening?  
Objective measures completed at home organization

Intermountain (Salt Lake Valley thus far) 
has screened 97 Physicians 153 times

Linked to credentialing application, two-
year cycle

Action recommended @ baseline 12%;  
88% have no actionable concerns
• Full neuropsychology assessment follows (or 

sensory exam, etc., as indicated)
• Many choose to retire without full workup

Special Features:

Benchmark:  Is performance below  
expectations for age?  

If changes over time, or below expectations 
for physicians, feedback given to physician 
only (not to credentialing) 

Research registry granted IRB approval.

Programs for physician practice 
enhancement for those at-risk is in
active discussion.

= benchmarked to peers



What is outsourced screening?  
UCSD PAPA

PAPA has screened 62 Physicians 62
times
Action recommended @ baseline 29%;  
71% have no actionable concerns
• Full neuropsychology assessment follows 

(or sensory exam, etc., as indicated)
• Many choose to retire without full workup

Special Features:

Benchmark:  Is performance below  
expectations for reference-based 
norms?

= benchmarked to peers



Comparing screen positives
PAPA (n=62) Intermountain (n=97)

Full evaluation 
recommended

29% 16%

Full evaluation suggested Not done 44%

No concerns 71% 39%



How do we choose?
Intermountain Healthcare:
• Use MicroCog age/education 

only
• ~12% rate of actionable 

recommendation

UCSD PAPA program:
• Use MicroCog ages 18-34 

reference group norms only
• ~23% actionable 

recommendation



Option 3: Physician-based norms



Is it “inappropriate” to 
use population-based 
norms?
Consider making an 
informed decision with 
full appreciation for the 
balance between 
sensitivity (minimize 
false negatives) and 
specificity (minimize 
false positives).



Garrett, JINS 2015

Best Practices for Prospective 
Screening



Establish policy & authority: Medical Staff Bylaws
Frame as a “do no harm” and primary prevention initiative.
Voluntary programs may miss those that need screening.
Process of “buy-in” to ratify bylaws will facilitate culture change, mitigate 
risk of mutiny, fair hearing, or outright legal ban.  



Use computerized screening
Motor and processing speed are vulnerable to age and age-related 
neurobehavioral conditions, and essential to high quality practice of 
medicine. 
Computerized screening affords millisecond accurate timing, and ease of 
administration with the support of a qualified and supervised technician.  



Consider a 360⁰  blind interpretation: 
Establish policies and procedures which minimize bias, maximize 
fairness, and thus avoid sticky professional issues.  
Screening protocols are de-identified before the Clinical 
Neuropsychologist completes interpretation
General information about specialty/boards, hours of work/call, 
patient populations, etc. are summarized in the Physician’s Letter of 
Intent to Practice.  
The identity of the Neuropsychologist is protected.  
Additional liability insurance obtained.







Use a skills-based approach
With increasing age, there is increased risk for cognitive, motor, and 
sensory disability which may impair practice of medicine.  
However, age is not a proxy for impairment.  
There are never diagnostic statements suggested in interpretive reports 
from blinded screening data.  
Skills for the PBE’s practice of medicine is considered.



Consider Task Demands
Pathology
Surgery
Radiology (diagnostic)
Dentistry

Pediatrics
Neurology
Psychiatry



Situated Cognition Theory & Aging Physician  Durning et al., 2010

Young, fit 
patients, physical 
trauma
M*A*S*H
Etoh use

Older, fit patients, 
ambulatory setting

Technology
On top of his game?

Physician 
Factors

Patient 
Factors

Practice 
Factors

Patient Outcomes



No Cut Scores, rather Zone of Concern:
Neurocognitive skills needed to practice medicine are variable, 
notably between specialties.  
When interpreting cognitive performance, a Neuropsychologist 
considers: 
“Are there concerns for the practice of medicine as defined in the 
Letter of Intent?”  
Both age-based and all-age physician normative data are used.







Give personalized feedback (by proxy)
A report with recommendations is generated and 
provided to the Physician Well Being Committee 
Leader, who meets and reviews it with each 
Physician. 
The Neuropsychologist coaches the WBC on 
feedback, as needed.



Recommendation reported to… Physician and 
Medical Director

Credentialing 
Committee

No concerns 

Suggested cognitive training and/or practice modifications.

Suggested full neuropsychology assessment suggested.  This may be 
based on possible decline observed from this physician’s 
performance over time.  Whether or not they complete further 
cognitive assessment should have no bearing on renewal of 
credentials.

Full neuropsychology assessment recommended.  Per Medical Staff 
Bylaws, consultation must be completed by a Medical Staff Office 
approved neuropsychologist (see appendix) with approved report 
format.



Articulate an appeal process
Retain more than one Clinical Neuropsychologist to interpret 
screenings in the event an over-read is requested by the physician, or 
Neuropsychologist.  
• Intermountain Healthcare Overreads done 5/154 (3%); concordance 100%



Don’t be myopic!  Cognitive Screening is but a part of 
Comprehensive Review

Cognition,
Peer Performance Measures (FPPE), (and non-peers)
Adverse Events History, 
Quality Measures (compared to peers), 
Focused Review of Systems/History and 
Report from the Physician’s primary care physician 

All integrated into the feedback session



Use serial assessment
Every 2 years, Physicians are re-screened.  
Reliable change index data are integrated into the interpretative report.
Interpretive report wiki to augment Microcog report available.



Courtesy Allison Butler, Statistical Data Center, 
Intermountain Healthcare



Strengths Weaknesses
• Spatial processing (97th percentile; 99th

percentile)
• Information processing accuracy (90th

percentile; 89th percentile)
• Memory (88th percentile; 76th percentile)
• Reasoning/calculation (87th percentile; 80th

percentile)
• General cognitive functioning (86th

percentile; percentile not available)
• General cognitive proficiency (82nd

percentile; 60th percentile)

Compared with physician’s own strengths:
• Numbers reversed -vs visual-spatial and 

conceptual skill-based tasks (base rates 
≤4%).

Compared with physician norms (all ages) 
• None identified.
Compared with healthy, same-aged peers with 
some college education
• Numbers reversed (5th percentile)



Who is doing prospective 
screening programs?

Operational
Initial Action
Contemplation
Pre-Contemplation
Meh
Defend Status Quo



Operational:
Stanford
Scripps
Sharp Rees-Stealy Medical Group (CA)
Intermountain Healthcare (v.2?)
Sinai
University of Virginia

Inova Health System
Providence St. Joseph Health (AK, CA)

Initial Action:
Banner Health 
University/Colorado Children’s
University of Pennsylvania
Eisenhower Medical Center (CA)
PeaceHealth Southwest (OR, WA, AK)
Legacy Health (OR)
Driscoll Children’s Hospital (TX)
University of Utah Surgeons

Thanks to Andrew White, Univ. of Washington



Emotional Reactions to Policies

Screening & assessment present opportunities for self-discovery, 
insight and possibly:
• better practice of medicine
• better self-care
• … but it may take a culture change, shift, or reframe to get there

Who me? 
Why me?  

Who the h@ll are you?  

I want to know if there’s a problem, and I 
may be vulnerable to anosognosia.  Help me 
to sort out if I need to worry about this.



Be candid about transference, countertransference



State of the Art? Survey of Guilds, State Medical Boards, 
Regulatory Authorities (Int’l) AMA Council of Medical Education, Cme C, 2016

“most” not screening, but contemplating
• 76% dk/unsure if orgs are screening

Yes No Unsure
Screening in wellness 
programs?

33% 11% 56%

Education on effects of 
age on physician 
performance?

9% 83% 8%

Want help in promoting 
awareness?

11/11 or 100% IAMRA
31/51 or 61% FSMB
3/12 or 25% CMSS



State of the Art? (2019)
Participate in the survey: 
http://j.mp/2w0pp33

Kelly.Garrett@imail.org

http://j.mp/2w0pp33


Kelly.Garrett@imail.org
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