
COMMENTARY

Cognitive Impairment in Aging Physicians
Current Challenges and Possible Solutions

Gayatri Devi, MD, MS, Darren R. Gitelman, MD, Daniel Press, MD, and Kirk R. Daffner, MD

Neurology: Clinical Practice April 2021 vol. 11 no. 2 167-174 doi:10.1212/CPJ.0000000000000829

Correspondence

Dr. Devi

gd@nybrain.org

Abstract
Aging physicians are at a higher risk of cognitive impairment,
undermining patient safety and unraveling physicians’ careers.
Neurologists, occupational health physicians, and psychiatrists will
participate in both health system policy decisions and individual
patient evaluations. We address cognitive impairment in aging
physicians and attendant risks and benefits. If significant cognitive
impairment is found after an appropriate evaluation, precautions to
confidentially support physicians’ practicing safely for as long as
possible should be instituted. Understanding that there is hetero-
geneity and variability in the course of cognitive disorders is crucial
to supporting cognitively impaired, practicing physicians. Physi-
cians who are no longer able to practice clinically have other meaningful options.

Asmore physicians worldwide work into later years,1,2 driven by changing economies, retirement
practices, and shifting attitudes regarding aging, there has been a tandem rise in those practicing
with cognitive impairment, potentially placing both the health of patients and the careers of such
physicians at risk3,4 (table 1). Safeguards to protect patients and physicians will allow more of us
to practice later in life, enriching patient care with wisdom borne of experience.5,6

Age remains the single biggest risk factor for cognitive impairment in physicians.1,3,7–9 Specific
data on the numbers of cognitively impaired physicians are limited. However, extrapolating
from population data, the estimated prevalence of mild cognitive impairment (20,400; 21%)
and dementia (6,460; 7%) may be as high as 28% in physicians aged 70 years and older.3 This
would represent 27,000 of the 95,000 American physicians in this age group with active
licenses, although the number in active practice is unknown.3

The actual numbers may be lower, if impaired physicians stop practicing earlier than un-
impaired peers, or if physicians’ greater cognitive reserve ameliorates the effects of age-
associated neuropathologic decline.3 Conversely, if impairment is defined as deterioration in
high-level clinical decision-making, or a substantial decline from a superior baseline, despite
normal performance on cognitive testing, the actual numbers may be higher.

An early study of computerized testing of 356 American physicians aged 65 years and older
found 9% with cognitive impairment on global scores, and 46% with deficits in more than one
cognitive domain, with strong scores in any 1 domain mitigating weak scores in other
domains.10 A recent report of recredentialing-mandated cognitive testing of clinicians aged
70 years and older in 1 hospital system found that 13% had significant cognitive deficits likely
to impair their ability to practice medicine independently.9
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Responding to the increasing number of practicing older
physicians, the American Medical Association (AMA)
Council on Medical Education suggested in 2015 that “per-
haps episodic reevaluations (of physicians) after a certain age
such as 70, when incidence of declines is known to increase,
may be appropriate…(and) should include… neuro-
cognitive testing.11” In 2019, over two-thirds (67%) of the
American Society of Surgical Chairs advocated mandatory
cognitive and psychomotor testing of surgeons by at least 65
years.12 The American College of Surgeons has recom-
mended age-based evaluations, starting at age 65–70 years,
suggesting surgeons “voluntarily assess their neurocognitive
function using online tools,” and self-report findings.13

The aim of any such screening of physicians, from an occu-
pational health and safety viewpoint, is to identify cognitive
impairment, a condition that increases the risk of poor pro-
fessional performance and likelihood of patient harm.14 Im-
paired cognitive status is a factor in the assessment of fitness
to work, which reflects a worker’s ability to perform, while
minimizing the risk to self or others. Since the passage of the
Health Care Quality Improvement Act in 1986, health care
providers have become among the most regulated workers in
America15 and such oversight will likely continue to increase.
The impetus for physician groups to develop self-monitoring
guidelines is, as the AMA noted, to “head off a call for
mandatory retirement ages, as pilots experience, or imposi-
tion of guidelines by others.11”

Because of brain function or occupational health expertise,
neurologists, psychiatrists, and occupational health physi-
cians will likely participate in both policy-making processes as
health care systems grapple with an aging physician pop-
ulation and the assessment of cognitive capacity in physicians
at risk.

Although many aging physicians perform as well as their
younger counterparts on cognitive tasks,16,17 aging physi-
cians are more likely to be referred for concerns about
competence.7,18 Although physicians of any age referred for
competency concerns are more often found to be cognitively
impaired than their peers,19,20 aging physicians tend to be
more severely compromised.19 Of 683 American physicians
(mean 53 years, range 32–84 years) referred for competency
assessment, primarily by their state licensing board, 86 were
found unfit to practice, associated with older age and solo
practice (where fewer interactions with colleagues may limit
recognition of impairment).18 Another estimate found
6%–12% of physicians to be dyscompetent, with age-related
cognitive impairment being one cause.21 Nearly three-
quarters (73%) of unsolicited patient complaints about
physicians featured words associated with cognitive loss,
correlating with objective evidence of possible cognitive
impairment in those physicians.22 The number of malprac-
tice claims against a physician, one theoretical metric for
evaluating fitness to practice, is poorly correlated with age
and is instead associated with physician subspecialty, male
sex, and previous malpractice history.23

Many countries, including China, Finland, India, Ireland, and
Japan, require surgeons to retire by ages 60–68 years because
of age-based performance concerns. However, Britain’s Na-
tional Health Service, acknowledging individual variations in
age-related performance, eliminated this rule, with similar
lifting of requirements across Europe, further driven by
physician shortages. Australia, Canada, and the United States
do not enforce age-based retirements for physicians.

Because performance of pilots14 and judges affects public
safety, policies regarding these professions could be appli-
cable to medicine. Pilots for major American airlines un-
dergo periodic health screening and must retire after age 65
years—previously age 60 years. Most high court judges
worldwide have mandated retirement in their 60s to 70s,
although American federal judges do not. Judges in most
American states must retire by age 70–75 years, with limited
tenure extension in some states on passing periodic brief
cognitive evaluations.

Approaches to Cognitive Impairment
in Physicians
Table 2 delineates the various approaches—extant and
proposed, addressing cognitive impairment in aging physi-
cians, along with attendant advantages and limitations.

Table 1 Brief Case Vignettes

Vignette 1 A 71-year-old emergency room physician repeatedly,
despite correction, confuses 2 patients with similar
demographics in adjacent rooms, ultimately giving
one the other’s diagnosis. Patient complaint prompts
institutional referral to physician health program.
Diagnosis is of amnestic mild cognitive impairment,
a precursor to early Alzheimer dementia. Patient
plans to either retire soon or to practice with
oversight.

Vignette 2 A 69-year-old physician seeks physician health
program evaluation after contract not renewed by
the current hospital system. He attributes
nonrenewal to difficulties with a new electronic
medical record system and wishes to work
elsewhere. Diagnosis is Alzheimer disease, with
significant memory impairment, maintenance of
other executive functions, will need to shift practice
to nonclinical administrative position, with oversight.

Vignette 3 A 62-year-old academic physician seeks a private,
confidential evaluation because of concerns about
her cognition. She had deficits in expressive
language. Diagnosis is of nonamnestic mild cognitive
impairment, and she will be able to practice without
restrictions, with follow-up in 1 year.

Vignette 4 A 73-year-old physician referred by her department
chair for struggling with routine patient care
decisions. She had slowed processing speed and
disrupted executive function. Diagnosis is severe,
untreated obstructive sleep apnea and moderate
depression without evidence of a primary cognitive
disorder. As these conditions are treated, her clinical
performance is monitored, and long-term practice
plans deferred.
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Table 2 Approaches to Address the Risk of Cognitive Impairment in Aging Physicians

Strategy Advantages Disadvantages

Reactive
A physician is identified/evaluated after an
error has occurred or when reported by
a patient, colleague, or institution

Status quo. Avoids other approaches more
likely to provoke strong, negative responses
among physicians.

Not proactive. Impaired physicians often are
identified after an error has been made,
leading to increased probability of patient
harm. Failure to develop appropriate self-
monitoring systems may lead to community,
political, or legislative actions that will be
imposed on physicians.

Reporting by peers
Sounding the alarm

Minimally invasive. Doctors identified in this
manner may have a higher likelihood of
cognitive impairment than those identified by
cognitive screening programs.

Physicians have been very resistant to
reporting colleagues who are impaired. The
medical apprenticeship model discourages
physicians from reporting on senior
colleagues. This strategy is less likely to be
effective with solo practitioners and
cognitively impaired physicians

Physician self-assessment and self-report Physicians have a professional obligation to
practice medicine safely and to disclose
concerning conditions. On-line assessment
tools could be expanded and made more
readily available.

This approach relies on physician self-
awareness. Loss of insight may be
a component of an individual’s impairment.
Financial and personal self-interest may
strongly counter willingness to report
oneself. The standards to use for self-
assessment need to be defined.

Institutional programs: board
recertification/maintenance of
certification programs

High face validity of testing focused on
a physician’s own field.

In the United States, medical licenses are not
linked to board (re)certifications. Many older
physicians were grandfathered by the boards
and are exempted from the recertification
process. The growing shift from proctored
examination to open-book, home-based tests
means that passing the examinations may
not reflect competence in the field.

Peer recommendations: credentialing
process for staff (re)appointments using
peer review

Follows general guidelines for evaluating
practice quality, as established by national
boards (e.g., Joint Commission on
Accreditation of Healthcare Organizations in
the United States).

Often peer review reflects pro forma
attestations filled out by friendly colleagues
and readily approved by department chairs.
This approach does not address solo
practitioners.

Mandatory retirement age Would be consistent with other fields
involving public safety (e.g., pilots, most high
court justices, some law enforcement
agents).

Substantial individual variation in cognitive
capacity and physical dexterity. Some older
physicians perform on par with their younger
counterparts. Age-related cognitive changes
do not preclude the safe practice of medicine
and do not account for the benefits of age-
associated experience and wisdom.

Age-mandated cognitive assessments:
extensive cognitive testing; peer-to-peer,
direct observation of physician’s practice
and work

High face validity of directly assessing the
activity of interest (actual medical practice)

Canbe anexpensive anddemanding process.
Peer-to-peer assessments difficult to
coordinate and standardize. Outcomes could
be influenced by a physician’s status,
importance to an institution, and the
demographics of the assessed and assessor.
This approach would likely be labor intensive
and costly.

Age-based cognitive screening tool Designed to identify physicians with a high
likelihood of cognitive impairment who
require more extensive evaluations.

Difficult to establish consensus on the specific
age to begin testing, intervals for testing, and
thresholds for triggering full assessment.
False positives would lead to time-
consuming, anxiety-provoking follow-up
evaluations. False negatives would allow
potentially impaired physicians to continue to
practice medicine. Ongoing concerns about
age bias and confidentiality of results.

More research
Delay changing status quo until research has
established neurocognitive norms most
appropriate for physicians and test
performance most predictive of practicing
medicine in an unsafe manner

Would provide much more definitive data to
guide policy. Potential for increased fairness,
reduced bias, and greater acceptance of the
screening process.

A methodologically challenging, costly
process. Physiciansmay resist participating in
this research. Likely a very long delay before
results are available. A provisional process is
needed, as waiting for the development of
the perfect system endangers patients in the
interim.
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Reactive Assessment
The current norm in medicine for identifying physicians
with cognitive impairment is the reactive assessment.4 Di-
verse concerns lead to a fitness to work evaluation,15

whereby a physician is evaluated only after an error has
occurred or when reported by a patient, colleague, or
institution.7,22,24 Unfortunately, this reactive approach leaves
many potentially impaired physicians unrecognized,25,26 and
is often punitive, driving those with impaired competence
underground.4

Sounding the Alarm
Sounding the alarm in a timely manner is one route to earlier
identification of impaired colleagues,24 but physicians are loath
to report colleagues. Over a third (36%) of physicians in a large
American survey did not completely agree that there is a pro-
fessional responsibility to report impaired colleagues, whereas
another third felt very unprepared for dealing with such col-
leagues.27 The hierarchical medical apprenticeship model and
fear of retribution are factors discouraging physicians from
reporting senior colleagues.27–29 Physicians are also more re-
luctant to report cognitive impairment than substance abuse in
their peers.30

One way to overcome this challenge is by raising con-
sciousness through educating physicians about the pro-
fessional duty to report potentially impaired peers, the
consequences of keeping silent, and the procedures in place
for ensuring fair and supportive assessments.

Physician Self-Assessment and Self-Report
Given every physician’s professional obligation to report
conditions compromising ability to practice safely, self-
reporting seems ideal. Unfortunately, conditions that un-
dermine cognition may erode insight. Moreover, many
physicians are poor at self-care, have no primary care
provider, and, when they do, often do not fully dis-
close their problems.14,21,31 When physicians do become
aware of a compromising condition, they are resistant
to self-report for fear of professional, societal, and legal
sanctions.14,32

Institutional Programs
Globally, to measure continued professional competence,
prevailing, generally unpopular methods are in place, rang-
ing from the revalidation system in Canada and the United
Kingdom, a version of 360-degree assessments of the cor-
porate world, to board recertification and maintenance of
certification in the United States.33 American physicians
may practice without board certification. Older physicians
were grandfathered by their boards, exempting them from
recertification, although as these physicians retire, this
number will dwindle. Some specialty boards grant recerti-
fication with clinical medical education requirements alone.
Moreover, with the ongoing shift from proctored exami-
nations to open-book, home-based tests, external assistance
is possible.

Peer Recommendations
American medical institutions require periodic peer recom-
mendations for affiliated physicians on reappointment, but
these are often pro forma attestations by friendly colleagues
and routinely approved by department chairs.

Mandatory Retirement Age
Mandatory retirement age would minimize the likelihood of
aging physicians continuing to practice medicine despite
having dementia or other age-related conditions that com-
promise clinical care. However, this is an arbitrary approach,
solely age and not performance based. It would ignore the
wide variability in capacity among older adults and indis-
criminately force capable individuals to stop working.

Age-Mandated Cognitive Assessments
Several American health systems have begun instituting age-
based cognitive testing.34,35 Such screening ranges from
simple ones, such as the Mini-Mental State Examination and
the Montreal Cognitive Assessment, which may misclas-
sify patients and are less sensitive for highly educated
patients,36,37 to extensive hours-long neurocognitive test-
ing.1 For example, Nebraska’s Children’s Hospital requires
physicians aged 70 years and older to undergo an assessment
by several peers, a complete physical, and unspecified cog-
nitive screening, and every 2 years thereafter, with re-
sults reported to institutional authorities, Yale New Haven
Hospital requires cognitive screening, whereas Cooper
University Health Care requires extensive neurocognitive
testing. Although these approaches provide detailed
information about physicians’ performance,38 complete
neurocognitive examinations are labor intensive and costly,
and direct peer assessments of clinical care are difficult to
standardize—influenced by physician status,14 importance
to the institution, and the demographics of the assessed and
assessor.27 One option to address these issues would be
a standardized cognitive screening tool.

Age-based Cognitive Screening Tool
What constitutes adequate cognitive screening for highly
educated groups, such as physicians, who generally perform
1 to 2 SDs above the population mean, has been chal-
lenging to determine and difficult to implement.21,39 Even
thorough neurocognitive evaluations can miss impairment in
such individuals or remain normal early in the course of

A brief neurocognitive screening

protocol should aim to identify

physicians with levels of impairment

likely to increase the risk of serious

harm to their patients.
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conditions, such as frontotemporal dementia. A cognitive
screen must strike a balance between complexity and ease of
use. We propose a simplified, multidomain approach that
would likely augment sensitivity by not simply depending on
a total score.10

A brief neurocognitive screening protocol should aim to
identify physicians with levels of impairment likely to in-
crease the risk of serious harm to their patients. We are
not recommending a specific test battery. Rather, we high-
light the critical features of cognitive screening including
(1) assessment of critical cognitive domains (executive
functioning/processing speed,40,41 memory,40–42 semantic
access/fluency,40 visuospatial functioning,43,44 and motor
dexterity45), (2) utilization of tests with established norms
(allowing identification of very poorly performing physicians),
and (3) feasibility of completing the evaluation in a relatively
short period. Table 3 lists potential tests—including some
computerized batteries, specifying available age, education, sex-
based norms, and approximate time for administration. Health
systems may choose tests predicated on accessibility, cost,

duration, and suitability of normative data. We suggest select-
ing 1 test for each cognitive domain, which would result in
screening evaluations between 35 and 50 minutes.

We recommend screening at age 65 years, although earlier
screening at age 60 years, or later at age 70 years, may be
more palatable to some health systems.3,12,28 Scoring at ≥2
SD below mean for age on any test would trigger a more
extensive evaluation. For example, on the 12-word Selective
Reminding Test of memory, a 2 SD cutoff signifies that a 70-
year-old recalls no more than 3 words after 15 minutes,
despite 6 learning trials. In the realm of category/semantic
fluency, a 2 SD cutoff would signify that a 70-year-old
physician was not able to generate more than 9 animal
names in 1 minute. Setting the threshold for further evalu-
ation at 2 SD below the mean for age is a low bar, likely to
identify only the most cognitively impaired physicians. We
suggest rescreening physicians who score within 1 SD of
mean on tests in 5 years. Physicians who score between 1
and 2 SD below mean would require more frequent
screening, perhaps every 2 years.

Table 3 Potential Cognitive Tests Categorized by Domaina

Domain Test Age norms Educ. norms Sex norms Time to admin (min)

Processing Speed/Executive Function Trail Making40 Yes Yes No <10

Stroop40 Yes No No <5

D-KEF Color Word Interference40 Yes No No <3

Digit Symbol Coding, WAIS-IV41 Yes Yes Yes <5

Letter-Number Sequencing41 Yes Yes Yes 10

Digit Span40 Yes Yes Yes 10

Language/Executive Function/Processing
Speed

Animals40 Yes Yes No <2

Fruits40 Yes No No <2

Vegetables40 Yes No No <2

C F L40 Yes Yes Yes <5

F A S40 Yes Yes No <5

Memory Rey Auditory Verbal Learning Test40 Yes No Yes 12 with 20 delay

CERAD Word List42 Yes Yes Yes 7 with 10 delay

6-Trial SRT40 Yes Yes Yes 12 with 15 delay

CVLT 2nd edition, Short Form41 Yes Yes Yes 7 with 10 delay

Visuospatial Function Rey-Osterrieth Complex Figure43 Yes No No 3 with 20 delay

Clock Drawing40 Yes No Yes 3

Benton Visual Form Discrimination43,44 Yes Yes Yes <10

Motor Function Grooved Pegboard Test45 Yes No No <5

Computerized Test Batteries NIH Toolbox Yes Yes Yes Up to 41

Microcog, Cogstate, ETC. Varies Varies Varies 15-45

a Many of these tests have versions that are proprietary and other versions that are in the public domain.
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Our goal is to develop a systematic and relatively accessible way
to identify seriously impaired practicing physicians. Health
systems may opt for more sensitive and less specific cutoffs of 1
SD, apply norms for 60-year-olds to all individuals, creating
a less relativistic standard, or maintain a longitudinal record of
scores that could help identify a worrisome decline in cognitive
performance over time rather than simply detecting scores
below an arbitrary cutoff. We emphasize that failing cognitive
screening would start, not end, the evaluation process.

The Problem With Age-Based
Cognitive Testing
Age-based mandatory cognitive testing has met with un-
derstandablephysician-led resistance,with the Stanfordmedical
faculty successfully protesting such requirements. Reflecting
this mindset, the American Medical Association recanted its
suggestion for testing physicians aged 70 years and older,11

stating instead that “the effect of age on any individual physi-
cian’s competence can be highly variable. While age is one
factor in predicting potential competence, other factors such as
practice setting, clinical volume, specialty, and stress also can
contribute” (AMA, personal communication,March 23, 2018).

This opposition springs from important limitations associ-
ated with testing. Screening tests are imperfect tools that can
have untoward consequences. False-positive results would
require competent physicians to undergo time-consuming,
anxiety-provoking evaluations, and false-negative results may
lead to erroneous assumptions about clinical competence. In
addition, performance on more extensive cognitive testing
does not necessarily reflect clinical competence. Good per-
formance does not guarantee acceptable functioning as
a physician nor does poor performance make for an unsafe
physician. Experience may be as or more relevant than test
scores. Other factors, including age-related declines in
physical dexterity, are specialty specific, affecting surgeons
more than psychiatrists. Finally, age-based screening may be
subject to antidiscrimination laws, although increasing
numbers of American health systems are opting formandated
testing of aging physicians.

Proactive rather than ad hoc assessments of physicians’ fit-
ness to practice, emphasizing the health and well-being of
physicians, are crucial14 for physician buy-in. Separate from
mandated requirements, some physicians may volitionally
seek a confidential cognitive evaluation, for reasons including
personal integrity, confidence in one’s competence, and
minimizing malpractice risk.

Protocol for Follow-Up—If Potential
Impairment Identified
Identification of potentially compromised physicians be-
gins the evaluation process. Neutral third parties, possibly
appointed by state medical boards, could orchestrate

evaluations and maintain confidentiality, avoiding potential
conflict of interests from institutions assessing physician
employees. Alternatively, occupational health programs
within hospitals could require evaluations, with physicians
screened by designated providers. In either scenario, desig-
nated cognitive specialists would see those needing further
evaluation or reported to an overseeing board—such as
a committee within the local medical society that makes
recommendations to the physician and affiliated institutions.
Such committees, physician health programs or their
equivalent, exist in 47 American states and numerous
countries, including Australia, Canada, New Zealand, and the
United Kingdom.25

Crucial to successfully implementing strategies for handling
impaired physicians is assuring that health systems approach
identified individuals supportively, rather than punitively,
and that such colleagues be assisted in their desire to continue
practicing for as long as is safely possible.2

The specialist would perform a comprehensive evaluation,
including medical, functional, neurocognitive, psychiatric,
and socioeconomic assessments, with confidential interviews
of colleagues or family—if needed, to determine the physi-
cian’s ability to continue working, and under what circum-
stances. Recognizing and addressing medical, psychiatric,
and other factors, including substance abuse, affecting cog-
nition is important. Additional tools, if questions remain,
include residency training type simulation programs, ob-
serving the physician in clinical interactions, chart review,
recommendation to take the specialty board examination, or
referral for an intensive specialty-specific assessment at
a specialized program.4,19,25

Ideally, the consultant should be unaffiliated with both the
physician and the employing institution. The physician or the
employer bears the cost of evaluations. In the event of a dis-
agreement with recommendations, physicians should have
the option of a second opinion. Confidentiality is key, as with
any health problem involving a private individual. Should an
overseeing authority be unavailable, the consultant should
release only recommendations, not the detailed evaluation,
to institutions. Storing medical records with physician health
programs or another overseeing authority or with the un-
affiliated consultant prevents employers from accessing
evaluations.

Although initially established for substance abuse, American
physician health programs handle behavioral health issues,
including dementia. Based on numbers of impaired physi-
cians, these programs may need more resources. Most
American state laws provide that physicians’ records in such
programs are nondiscoverable, provided that participating
physicians comply with program recommendations. Waiving
confidentiality requirements may backfire—California’s
physician health program closed after patient advocates
successfully lobbied to publicize addiction records.3
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Oversight or monitoring of the physician’s practice or provi-
sions for a more restricted type of practice may be necessary.
The protocol for evaluation and recommendations should re-
semble that used for other chronic, disabling illnesses such as
addiction, stroke, or mental illness, allowing for ongoing
monitoring, and focusing on therapy and integration, rather
than dismissal.3,14,46 There is tremendous stigma associated
with cognitive disorders and a lack of understanding of the
heterogeneity and individual variability inherent to these
conditions.3,46,47 Although the fear of penalty and stigma with
loss of livelihood is real, there is precedent for rehabilitation and
return of cognitively impaired physicians to work, with over-
sight in place, if needed.3,19

For physicians found unable to maintain primary clinical
responsibilities, options for continued meaningful engage-
ment based on preserved skills are essential. Activities in-
clude teaching trainees the art of history taking and physical
examination, career mentoring of younger colleagues, ad-
ministrative duties, patient or disease advocacy, and leader-
ship of medical groups. Finally, although we focused on
physicians, similar principles apply to other patient care
providers.

There are many legitimate concerns about proactively
assessing for cognitive impairment in aging physicians. As
with many taboo subjects, research on this topic has been
sparse. Investing in studies, including establishing physician-
specific neurocognitive norms, and test performances most
predictive of impaired medical practice, is important. How-
ever, waiting for the development of the perfect system can
have negative consequences for our patients’ health and our
profession’s integrity. Creating systems for the early identi-
fication of colleagues with impairment substantial enough to
pose unacceptable hazards to health care delivery should
have widespread consensus, guided by the Hippocratic
principle of primum non nocere. Moreover, failure to de-
velop appropriate self-monitoring systems may result in less
nuanced and more disruptive community, political, or leg-
islative actions.3

Among available options, a relatively brief cognitive screen-
ing followed by more extensive testing for the most impaired
individuals appears most reliable in confidentially identifying
truly impaired physicians while minimizing the chance of

a falsely flagging unimpaired individuals. This strategy allows
aging physicians to continue working while safeguarding
both their reputations and their patients’ health.7,39 Honor-
ing their seniority, wisdom, and contributions, impaired
physicians should be supported in practice settings with
proper oversight, or transitioned to other, non–patient care
positions, or retirement.
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