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o Recall at least two recommendations for improving the iden-
tification of and successful intervention for impaired nurses.

o State guidelines for helping and reporting nurses with chemi-
cal dependence.

o ldentify barriers to helping and reporting an impaired peer.

o List warning signs of chemical dependence.

reatment and aftercare of addicted nurses have improved

greatly over the last 30 years, but the challenges of iden-

tifying impaired nurses and successfully intervening re-
main. This article presents findings from a two-phase, mixed
methods study. Quantitative data from chemically dependent
nurses in a treatment program are presented to describe addiction
variables and modes of entry into treatment. A content analysis
of qualitative interview data from practicing nurses yields per-
ceptions and beliefs about confronting a chemically dependent
colleague.

Estimates of the prevalence of dependence among nurses
differ. The American Nurses Association (ANA) reports that
about 10% of nurses are dependent on addicting substances,
which is consistent with the estimated percentage of dependent
people in the U.S. population. The video Breaking the Habit:
When Your Colleague is Chemically Dependent (National Council
of State Boards of Nursing, 2010) estimates that 15% of nurses
are chemically dependent, and McDonough (1998) estimates
that 20% of nurses use mood-altering drugs. Despite these as-
tonishing numbers, some researchers believe substance abuse
among nurses is underreported because of the ongoing stigma
of chemical dependence (Monroe & Kenaga, 2010). No matter
which number is correct, chemical dependence among nurses is a
serious public health problem (Smith, Taylor, & Hughes, 1998).
The recommended course of action is for nurses to confront col-
leagues directly about their chemical dependence because peers
s ammgme&irﬂ&&m&qgg@mgtﬁleague’s impairment (Smith
etal., 1998).

Other guidelines for reporting professional misconduct
also emphasize discussing the behavior directly with the col-



Research on other health professionals with similar ethical
obligations has identified the failure to report colleague miscon-
duct as a serious problem (Baggio, Duffy, & Staffelbach, 1998). In
one study, more than a third of physicians did not support peer
reporting of an impaired colleague. The most frequently cited
reason was the belief that someone else was taking care of the
problem (DesRoches et al., 2010). Though no empirical studies
have been conducted, personal accounts from nurses contain a
similar belief. Nurses also report fear of repercussion or retali-
ation, fear of a lack of administrative support, and uncertainty
regarding what to report or the consequences of not reporting
(Burman & Dunphy, 2011; Dunn, 2005b; Smith et al., 1998;
Taylor, 2003).
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When nurses were asked if they would report their sus-
picions, and if so to whom, the vast majority (80%) said they
would report suspicions to a supervisor. A few said they would
also contact the human resources department or the licensing
board; two said they would keep their suspicions to themselves.

Some nurses revealed that they had been in this situation
or they knew of a colleague who had been chemically depen-
dent. One nurse said she faced the situation three times. She
also said that a coworker died on the unit with a needle in her
arm. According to this nurse, she would have no problem con-
fronting a colleague because she has seen the harm dependence
can cause to nurses and patients. She added that she is close to
retirement and her experience and age give her more confidence
than she had years earlier. Other nurses reported telling their
supervisors about their suspicions without ever confronting the
colleague. In retrospect, two more experienced nurses said they
should have raised their concerns directly with the colleague. For
some nurses, the decision to report a colleague to a supervisor
was made easier by having tangible evidence, such as discrepant
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pendence in the workplace, even though several nurses in phase
2 reported knowing of supervisors who fired addicted nurses or
gave them the option to resign. In such cases, the supervisor’s
lack of knowledge only drives the problem further underground
without protecting the public or helping the nurse.

Another barrier is the lack of a clear protocol for interven-
tion, even though the literature cites the advantage of having
uniform and accessible protocols for all nursing staff and man-
agement (Angres, Bettinardi-Angres, & Cross, 2010). Without
an established action plan, nurses are ill equipped to intervene
on behalf of their impaired colleagues.
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follow the recommendations of the treatment and ATD programs
(Darbro, 2011).

If nurses understood addiction and knew of these support
systems, they might feel more comfortable intervening. Figure
1 illustrates an appropriate line of thinking for interventions.
Lowell & Massey (1997) developed a decision-making tree that
is more detailed than Figure 1, which is intended to empower
nurses to report a colleague, not to provide detailed instructions
on implementing an intervention.

Nurses and nurse managers also must have up-to-date
knowledge of pharmacologic advancements that can aid in re-
turning an addicted nurse to work. Drugs such as naltrexone
and Vivitrol (the injectable form of naltrexone) help block the
cravings and the physiologic and psychological responses to the
addictive substances. In the field of addiction medicine, these
drugs are groundbreaking advancements that can help nurses in
recovery and offer an employer an additional line of defense in
protecting the public and preserving the nurse.

Acol et oer

Our recommendations are as follows:

o Emphasize education on chemical dependence, starting in
nursing school. A required course on chemical dependence
must be part of the curriculum in all nursing programs, and
a required module on chemical dependence must be part of
nursing orientation in the workplace.

o Establish and actively communicate clear protocols for con-
fidential reporting of chemical dependence in the workplace.

o Establish nurse’s well-being committees in the workplace.
Committee members must be professional peers with the
knowledge and compassion to help nurses in trouble.

o Create a climate of compassion for peers and patients in the
nursing profession.

o L )

With education about chemical dependence and compassion for
each other, nurses can provide support and understanding for
chemically dependent colleagues from intervention to their re-
entry into the profession.
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