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ABSTRACT 

Nursing under the influence is a serious professional practice issue as it 

threatens patient safety and nurse health. Relational ethics, an applied ethic that 

situates ethical action within relationships while recognizing the interdependent 

environment, guided questioning regarding moral obligations for public safety 

and nurse health as well as fitting organizational responses. This ethical reflection 

guided a literature review that revealed the area lacks in-depth examination, 

particularly within the Canadian context. As a result, this research studied the 

prevalence of substance use disorders among Alberta nurses, risks to patient 

safety and nurse health, nurse perceptions of impaired practice, and nurse 

perceptions of support from their employer, college and association, and union. 

Nurses were recruited to an Internet survey through convenience sampling using 

multiple modalities. The 4,064 responses exceeded the minimum sample size 

required for statistical analysis to be meaningful. The prevalence of self-identified 

substance use disorders within the last 12 months among nurses was similar to the 

general population. Most nurses with self-identified substance dependence were 

currently practicing in nursing positions. The health of nurses with substance use 

disorders was compromised on measures of mental health, chronic pain, and 

smoking when compared with their nurse-peers. They were, in general, practicing 

among a community of nurse-peers who recognize the treatability of substance 

use disorders, organizational obligations to help, and who supported 

confidentiality. Although identifying and restricting impaired practice was 



 

acknowledged as necessary, nurses were not confident with their abilities to 

recognize or intervene when it occurs. Nurses perceived their practice 

environment as having uncertain support from their employer, and college and 

association; these perceptions were more pronounced for nurses with substance 

use disorders. Higher levels of support from the union were perceived by the 

sample. Study findings question the fit of current organizational responses, based 

on a hegemonic framework with a primary focus on dealing with and/or 

disciplining the individual, for dealing well with the situation. It is suggested that 

organizational policies more closely aligned with nursing ethical values, and that 

take into account the role of the interdependent environment, hold promise as 

more fitting responses. 
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CHAPTER 1: INTRODUCTION 

This chapter is an introduction to an investigation on the situation of 

nurses with respect to substance use disorders as well as the organizational and 

nursing context in which this occurs. It begins with the background of the study 

problem. This is followed by a discussion of relational ethics as a guide to 

understanding the situation. The chapter is concluded with a statement of the 

study problem. 

Background to the Study Problem 

 It has been argued that substance use disorders1 are the most important 

illnesses of our time because they are the most prevalent mental disorder, the 

leading preventable cause of death and disease, and the single greatest contributor 

to excess healthcare spending (Els, 2007). The scope of these disorders is 

widespread; affecting the health and wellbeing of individuals, families, and 

society at large. The costs to the Canadian economy of substance use on health 

care, law enforcement, and loss of productivity is estimated to be almost $40 

billion annually (Rehm, Ballunas, Brochu, Fischer et. al., 2006). The overall 

welfare of Canadians is affected and our health care system is burdened by the use 

of alcohol, tobacco, and other drugs.  

                                                
1 The DSM-IV-TR does not refer to the term addiction. Their classification of Substance-Related 

Disorders refers to disorders related to the taking of drugs of abuse, the side effects of 
medications and to toxin exposure and includes two categories: Substance Use Disorders and 
Substance Induced Disorders. The Substance Use Disorders includes the disorders of Substance 
Dependence and Substance Abuse (APA, 2000).  
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Substance use disorders result from the prolonged effects of exposure to 

substances2 on the brain and results in changes in brain structure and function 

(Leshner, 1997). These chronic disorders develop in individuals who may be 

considered vulnerable on biological, psychological, social, family, or spiritual 

levels. As with other disorders, vulnerability differs between individuals with both 

nature and nurture influencing their risk (Hoffman & Froemke, 2007).  

There are some individuals within most socioeconomic, geographic, 

cultural, educational, professional/occupational, gender and age groupings with 

substance use disorders. Individuals in the ‘pedestal professions’ such as 

physicians, other health professionals, attorneys, and airline pilots are also 

potentially vulnerable to developing substance dependence3 or substance abuse4 

(Coombs, 1997). Some nurses will be affected rregardless of any special 

knowledge, skills, or insights they may have due to their education and 

professional experience. There is evidence suggesting that nurses may be placed 

at increased risk for developing substance use disorders because of high job strain 

                                                
2 There are 11 classes of substances referred to in the Diagnostic and Statistical Manual of Mental   

Disorders-IV-TR (APA, 2000) classification system: alcohol, amphetamine, caffeine, cannabis, 
cocaine, hallucinogens, inhalants, nicotine, opioids, phencyclidine, and sedative, hypnotic, 
anxiolytic-related drugs. 

3 Substance Dependence is a maladaptive pattern of substance use leading to significant 
impairment or distress manifested by the presence of three (or more) of the following criteria 
with the last 12-month period: tolerance; withdrawal; substance taken in larger amounts or over a 
longer period than intended; persistent desire or unsuccessful efforts to cut down or control 
substance use; a great deal of time spent in activities necessary to obtain, use or recover from the 
substance use; important activities are given up or reduced because of the substance use, and 
substance use is continued despite knowledge of having a persistent or recurrent problem that is 
likely caused or exacerbated by the substance use (APA, 2000).  

4 Substance Abuse is a maladaptive pattern of substance use manifested by one or more of the 
following criteria occurring within the last 12-month period: recurrent substance use resulting in 
a failure to fulfill major role obligations, recurrent substance use in physically hazardous 
situations, recurrent substance-related legal problems, and continued use despite having 
persistent or recurrent social or interpersonal problems caused or exacerbate by the effects of the 
substance (APA, 2000).  
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(Storr, Trinkoff, & Anthony, 1999), disruption and fatigue related to shift work 

(Lillibridge, Cox, & Cross, 2002), ease of access to medications in the workplace 

(Trinkoff, Zhou, Storr, & Soeken, 2000), and knowledge of the benefits of 

medications (Lillibridge et al., 2002; Trinkoff & Storr, 1998). 

Substance use disorders within nursing is a serious and complex 

professional practice issue for individual nurses with the disorder, their families, 

their patients, their nurse colleagues, and the broader health community. Nurse 

health is threatened as substance use disorders typically progress in severity and 

may result in premature death (Kleber et al., 2006). These chronic disorders are 

amenable to treatment with early identification and tailored, multi-modal and 

long-term interventions providing the most beneficial results. Treatment outcomes 

may include abstinence or reduction in the use and effects of substances, 

reduction in the frequency and severity of relapse to substance use, improvement 

in psychological and social functioning, and increased life expectancy (Kleber et 

al., 2006).  

Patient safety may be placed at risk when nurses with active, untreated 

substance use disorders practice as alertness, attention, concentration, reaction 

time, coordination, memory, multi-tasking abilities, perception, thought 

processing, and judgment can be compromised (Graham, Schultz, Mayo-Smith, 

Ries, & Wilford, 2003). These performance measures partially explain why 

impairment5 due to an active and untreated addiction is generally considered 

                                                
5 Impairment is the deviation from an anatomical structure, physiologic function, intellectual 

capability, or emotional status from that which the individual possessed prior to an alteration in 
those structure or functions or from that expected from population norms. The areas of 
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incompatible with employment in safety-sensitive positions (Demeter & 

Andersson, 2003) such as nursing. In their position statement, the Canadian 

Nurses Association (CNA) acknowledges the threat of problematic substance use6 

on the delivery of safe, competent, compassionate, and ethical nursing care as 

well as its potential negative impact on public trust and the well-being of other 

members of the nursing profession (CNA, 2009). 

 Ensuring that nursing care is provided in a manner that protects and serves 

the public interest is within the mandate of the College and Association of 

Registered Nurses of Alberta (CARNA). This function is in compliance with the 

Province of Alberta Health Professions Act (2000, section 3.1), and this Act also 

includes a number of provisions for regulatory bodies to enforce their standards of 

practice and ethical codes with their members. When a regulatory body has 

grounds to believe a member is incapacitated, whether or not in receipt of a 

formal complaint, Section 118 provides authority to direct specified physical 

and/or mental examinations while requiring the member cease providing 

professional services pending the report. If the presence of an illness is 

determined (e.g. a substance use disorder), the regulatory body has the authority 

to direct their member to submit to treatment until satisfied the member is no 

longer incapacitated. If the examination does not detect the presence of an illness, 

the regulatory body may choose to instigate a formal investigation and, if 

warranted, this may proceed to an open hearing before a tribunal of peers to 
                                                                                                                                 

functioning include activities of daily living, social functioning, concentration, and adaptation 
(Demeter & Andersson, 2003) 

6 The Canadian Nurses Association (2009) defines problematic substance use as situations in 
which the use of a substance negatively impacts the ability of a registered nurse to practice 
nursing in a safe, competent and ethical nursing manner. 
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determine a decision regarding the conduct of the member under investigation 

(Health Professions Act, 2000).  

Registered nurses with substance use disorders may come to the attention 

of CARNA through formal complaints filed by nurse-colleagues, employers, 

public members, or other individuals. The CARNA Provincial Council approved 

policy requires any complaint about members involving public safety, such as 

behaviours that could be considered a criminal offense or ones whereby the 

confidentiality of the process would impact the ability to share information to 

ensure public protection, must be formally investigated when not dismissed by the 

Complaints Director (CARNA, 2005a, p. 3). In their open letter to the United 

Nurses of Alberta (UNA), it was clarified that any behaviour impacting the 

workplace should proceed to investigation as opposed to alternative options 

within the Health Professions Act (CARNA, 2008a). Complaints regarding 

behaviours related to substance use and abuse such as pharmaceutical theft from 

the employer, failure to provide analgesics to patients, or falsification of records 

have been handled following this policy. The scope of a formal investigation may 

incorporate, among other powers, access to the nurse’s workplace including 

interviewing colleagues, managers, and other individuals connected to the nurse 

under investigation (Health Professions Act, 2000, section 63). If supported by 

sufficient evidence, the complaint proceeds to an open hearing tribunal with a 

lawyer representing CARNA, another for the nurse member in question, and an 

independent counsel to advise the tribunal panel members of nurse-peers. When 

nurses in question are found guilty of unprofessional conduct, sanctions may 
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include a reprimand advising that their behaviour falls below the expected 

standards for nursing practice, suspension and/or restrictions on their practice 

permit, requirement of supervised practice, ongoing documentation of specified 

treatment modalities, random drug testing paid for by the nurse in question, 

publication of the discipline decision in its newsletter Alberta RN, and conditions 

required for return to practice (CARNA, 2008a, p. 10). The nurse may also be 

directed to pay a contribution toward the costs of the investigation; a recent ruling 

directed payment of $39,000 for an appeal to a hearing tribunal (see Appendix A). 

The Nursing Practice Standards in Alberta require that registered nurses 

ensure their fitness to practice by restricting or accommodating practice if unable 

to safely perform essential functions of the nursing role due to mental or physical 

disabilities (CARNA, 2005b, Standard 1.8). This responsibility has been 

interpreted to necessitate self-removal from the work setting as well as assistance 

seeking if the nurse questions his/her use of alcohol and/or drugs (CARNA, 2010, 

p. 2). Registered nurses in Alberta are also required to self-identify “any addiction 

to drugs, alcohol or other chemicals” impairing their ability to practice on their 

annual practice permit application.7 Some nurses may not have the ability to 

recognize their illness, or the degree to which they are impaired, and be unable to 

comply with this standard as concealment, denial, and resistance are expressions 

of substance use disorders (Kleber et al., 2006).  

                                                
7 Question 4.1.b on the referral form asks, “Are you affected by an addiction to alcohol, drugs or 

other chemicals that impairs your ability to practice nursing competently and safely?”   
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The challenge of self-identification and treatment seeking for nurses may 

be further complicated by stigma8 and misunderstandings associated with 

addiction9 in Canadian society. The Standing Senate Committee on Social Affairs 

(2006), after examining mental health, mental illness, and addiction services in 

Canada, identified that stigma is a key barrier for anyone impacted. In a survey on 

the perception of mental illness and addiction among Canadians, about half the of 

respondents said drug addiction (51%) and alcoholism (49%) are either serious 

illnesses or mental illnesses, and much fewer (21%) would socialize with a co-

worker who had either an alcohol or drug addiction (Canadian Medical 

Association, 2008).  

Stigma and discrimination are not confined to the general public but also 

occur among health professionals (Standing Senate Committee on Social Affairs, 

2006). Some nurses acknowledge delaying treatment seeking because of stigma 

felt within the workplace, and this procrastination prolonged their recovery 

(Lillibridge et al., 2002). Confidentiality provides a level of protection from 

stigma and, for this reason, is considered an essential precondition to successful 

treatment for individuals with substance use disorders (Roberts & Dyer, 2004). 

Confidentiality may be placed at risk when Alberta nurses with substance use 

disorders seek treatment because Alberta Health Services is the primary employer 

                                                
8 The Mental Health Commission of Canada defines stigma (or prejudice) as a negative and 

unfavourable attitude that causes those living with a mental illness to be labeled, stereotyped and 
feared. They further define discrimination is actions resulting from stigma 
(www.mentalhealthcommission.ca/.../Key.../Stigma%20The%20Facts.pdf). 

9 The term addiction is not included in the DSM-IV-TR. The American Society of Addiction 
Medicine definition is: “a primary, chronic disease of brain reward, motivation, memory and 
related circuitry. Dysfunction in these circuits leads to characteristic biological, psychological, 
socials and spiritual manifestations. This is reflected in an individual pathologically pursuing 
reward and/or relief by substance use and other behaviors” (http://www.asam.org). 
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of nurses in the province as well as being their health service provider. 

Confidentiality is also not afforded to nurses subject to formal investigation, open 

hearing tribunals, and publication of discipline decisions.  

The United Nurses of Alberta (UNA) has demonstrated support to 

improve conditions for their membership with substance use disorders. Since 

January 1, 1986, the collective agreement between nurses and their employers has 

included Article 19 acknowledges that “alcoholism, drug addiction and mental 

illness are illnesses that can respond to therapy and treatment and that absence 

from work due to such therapy shall be considered sick leave” (UNA, 1986). In 

another measure of support, the keynote address at their annual general meeting in 

the fall of 2008 was about nurses with addiction. The UNA has engaged in a 

public debate with CARNA on this topic (UNA, 2008b). The UNA concludes that 

the degree of exposure and the punitive nature of the disciplinary process used by 

CARNA is a major barrier to recovery for nurses with substance use disorders and 

exacerbates stigma associated with addiction. They further assert that nurses with 

substance use disorders should be afforded the same level of confidentiality 

accorded nurses who experience other medical conditions and that failure to do so 

does not meet legal obligations under the Alberta Human Rights, Citizenship and 

Multiculturalism Act, the Charter of Rights and Freedoms, and the Health 

Professions Act (UNA, 2008a).  

Six Alberta health professionals, treatment providers for healthcare 

professionals with substance use disorders, have observed differences in their 

nurse-patients when compared with those from other health disciplines (see 
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Appendix B). In an open letter, they expressed concern and suggested the 

approach taken by CARNA, combined with inadequate aftercare following 

treatment, leads to under-identification of nurses with substance use disorders, 

increased severity when identified, higher risk of complications and relapse, and 

under-treated nurses attempting to return to work. They conclude that this 

situation places both public safety and the health of nurses at more serious risk as 

compared with other health disciplines in Alberta. 

Alberta Health Services (AHS), the major employer of nurses in the 

province, is obligated to comply with the terms and conditions in the collective 

agreement for nurses including medical leave-taking by nurses. Data are not 

available to indicate the prevalence of nurses with substance use disorders who 

access this benefit or who are accommodated in the workplace for substance use 

disorders. The Health Professions Act obliges the employer to notify the CARNA 

when healthcare professionals are dismissed for unsafe or unethical practice 

(Health Professions Act, 2000), and this requirement should include actions 

related to substance use and abuse such as theft of medication, falsification of 

records, working while impaired, or failure to provide analgesia to patients.  

Relational Ethics and the Problem of Nursing Under the Influence 

In their position statement, the Canadian Nurses Association (2008) states 

that the purpose for intervening with problematic substance use among nurses is 

to protect patients from harm and not to punish nurses. In Alberta, the regulatory 

body and association, nursing union, and treatment providers are not in agreement 

regarding how best to respond to this professional practice issue in order to 



10 
 
achieve this purpose. Tensions exist between what appear to be opposing 

responsibilities: to protect the public by reducing the risks of impaired nursing 

practice or to help nurses suffering from a stigmatizing, life threatening mental 

health disorder.  

What is the most fitting response to the situation of nurses with respect to 

substance use disorders? Fitting responses have been described as being suitable, 

balanced and harmonious having taken into account moral responsibilities and the 

uniqueness of the situation (Austin, 2008). Relational ethics, an applied ethic that 

considers interpersonal commitments while recognizing environmental influences, 

offers a way to consider fitting responses for this problem. 

  Ethics provides a foundation for raising questions, improving 

understanding and guiding contemplation of ethical action. It is particularly 

appropriate for the consideration of nursing practice issues as nursing is grounded 

in ethics with moral responsibilities applying in all nurse interactions with 

individuals, families, students, healthcare professionals—and nursing colleagues 

(CNA, 2008). Nurses are compelled to address threats to the delivery of safe, 

competent, compassionate, and ethical nursing care, as may be the case when 

nurses are impaired by the use of substances. Moral obligations are also raised 

when nurses develop substance use disorders, as they would be for any nurse with 

an illness, but particularly when the high stress of caring work and access to 

substances has placed them at risk (Trinkoff et al., 2000).  

Moral demands also exist on organizational levels (Emanuel, 2000). It has 

been argued that the ethical standards guiding healthcare must be evoked in 
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interactions within health organizations if their expressed purpose to enhance 

health and treatment illness is to be fulfilled (Reisner, 1996). If only for these 

reasons, both organizations and nurses have moral obligations to critically 

examine how their ethical values are realized in their responses to nurses with 

substance use disorders. Relational ethics provides a foundation for the 

contemplation of fitting ethical action: it attends to the quality of relationships of 

those involved, to the interdependent context of the situation in question, and to 

the need for mutual respect and dialogue (Bergum, 2004).  

The nature of a comprehensive and philosophically grounded relational 

ethic for health care was uncovered through qualitative research at the University 

of Alberta (Bergum & Dossetor, 2005). In the Relational Ethics Research Project, 

an interdisciplinary research team10 explored real health practice situations. 

Through application of interpretive inquiry, key elements of the ethical relation 

were revealed: trust and engagement, mutual respect, embodied knowledge and 

attention to the interdependent environment. These elements guided reflection of 

the situation of nurses with respect to substance use disorders and the context in 

which they occur,11 and guided questioning for the literature review to inform this 

investigation.  

                                                
10 The team consisted of each of the following: mental health nurse, community health nurse, 

psychologist, pediatrician, gerontologist, nephrologist, oncology nurse, physical therapist, 
lawyer, theologian, anthropologist, philosopher, midwife, family doctor, and administrator. 

11 Expansion of these contemplations can be found in the publication; Kunyk, D., & Austin, W. 
(2011). Nursing under the influence: A relational ethics perspective. Nursing Ethics, 18(5). 
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Trust and Engagement 

Trust is an essential element of being that affects the way we experience 

the world.  It affects the way we engage with one another; every relationship we 

have involves its presence or absence (Austin, 2006, p. 317) and it is considered 

essential to the nurse-patient relationship (Peter & Morgan, 2001). Nurses’ actions 

arise from a primary commitment to patients (Rodney, Brown, & Liaschenko, 

2004) and, as a self-regulating profession tasked with providing safe and ethical 

nursing care (Epps, 2007), nurses also have fiduciary responsibilities to serve the 

needs of the public. The ability to place their trust in nurses provides the public 

confidence that they will be cared for and protected from harm when placed in 

vulnerable or dependent positions (Keatings & O’Neil Smith, 2010). Reputation 

alone can serve as a basis for initial trust. Although the general public places 

nursing at the top in Gallop’s annual “Honesty and Ethics of Professions” poll 

(Said, 2008), reputations are not static and nursing must continue to earn this high 

regard. When even a few nurses are determined untrustworthy, the general 

perception of the trustworthiness of nurses and the profession at large is harmed 

(Sellman, 2006). A real threat to public trust occurs when nurses with substance 

use disorders practice and genuine responses for protecting the public from 

impaired nursing practice are required. The question thus arises: What is the 

prevalence of impaired nursing practice and how effective are disciplinary 

responses in reducing this risk?  
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Mutual Respect 

Mutual respect to all points of view enhances our understanding of one 

another. Treating individuals with respect is specifically addressed in the 

Canadian Code of ethics for registered nurses (CNA, 2008). Mutual respect has 

the potential to mitigate power differentials thereby reducing the vulnerability 

experienced by those who are marginalized or stigmatized (Austin, 2006). This is 

a particularly relevant concept given the barriers of stigma associated with 

addiction.  

Confidentiality is a condition of respect and human dignity provided to 

individuals regarding matters of their health and provides a level of protection 

from stigma (Roberts & Dyer, 2004). Nurses have a moral responsibility for 

maintaining privacy and confidentiality (CNA, 2009) and, as nursing ethical 

codes also apply to nurse interactions with one another, nurse responses to nurse-

colleagues with substance use disorders need to be congruent with this 

responsibility. However, confidentiality is not always provided to nurses with 

substance use disorders as public hearing tribunals and publication of discipline 

decisions occur in some jurisdictions to “provide for public safety” (CARNA, 

2008, p.26). This raises the question: What is the evidence regarding the effect of 

exposure of nurses with substance use disorders on reducing risks to nurse-health 

and patient safety? 
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Embodiment	  

Embodiment, in relational ethics, refers to balancing subjective feeling 

abilities and objective thinking skills (Bergum & Dossetor, 2005). Emotional life 

is important for understanding; nurses’ emotions can inform their cognition and 

reasoning (Doane, 2004). As a postmodern ethic12, relational ethics acknowledges 

emotions’ contributions to the understanding of the human experience. Individual 

nurses are unique in regards to their embodied understanding of health care 

situations. Common to nurses is a fundamental commitment to health and high 

regard for the provision of safe, competent, compassionate and ethical nursing 

care (American Nurses Association, 2001; CNA, 2008; European Federation of 

Nursing Regulators, 2008; International Council of Nurses, 2006). These may 

serve as a collective embodied expression of the core values of nurses.  

Consistent with nursing values for patient safety, nurses view practice 

impaired by the use of substances as a very serious offense (Beckstead, 2005). 

Nurses have a professional responsibility to withdraw from practice when they do 

not have the capacity to practice safely and competently. The expression of 

substance use disorders, however, may interfere with the ability to do so and the 

nursing profession must intervene (CNA, 2009).  

As nursing organizations are exemplars of the profession to the public and 

to their membership, their actions to their members with substance use disorders 

                                                
12 Postmodernism has been described as a position that emphasizes that our understanding of the 
world is constructed through socials and political structures and that metatheories are to be 
rejected (Johnson, 2004, p. 46). Postmodern ethics have been described as those embracing 
contingencies, refusing certainties, and those that resist unity, order and foundations (Gadow, 
1999, p. 63). 
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provide tangible evidence of the norms, values, and standards of nursing 

(Smoyak, 1989). Reisner (1994) has argued that healthcare organizations may 

function as moral agents to model approaches that can improve outcomes for 

patients in similar situations. This suggests that when there is congruency between 

nursing organizational responses and the values embraced the profession (e.g. as 

delineated in codes of ethics and standards of practice), nursing practice is 

enhanced. Nurses’ identity and integrity as moral agents are affected when their 

values and commitments are compromised, and incongruence may be moral 

distressing for nurses (Jameton, 1993). To understand the situation of nursing as it 

relates to substance use disorders, it is necessary to question: What are nurses’ 

perceptions and attitudes regarding their nurse-colleagues with substance use 

disorders?  

Interdependent Environment 

The quality of the work environment in which nurses practice is crucial to 

their ability to practice ethically and nurses have a responsibility to work with 

others to create moral communities of practice (CNA, 2008). The environment in 

which nursing is practiced has long been under siege resulting in increasingly 

challenging conditions for practice. Nursing is an aging workforce weighted with 

decreasing job satisfaction and autonomy, low co-worker and supervisor support, 

increasing workforce shortages and understaffing with its constant companion of 

unpaid overtime, and unacceptable rates of assault and injury (CNA, 2008; 

International Council of Nurses, 2005; Shields & Wilkins, 2006). Evidence 

continues to emerge demonstrating the emotional suffering of nurses, as expressed 
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through compassion fatigue and moral distress, in this challenging workplace 

environment (Austin, Bergum, & Goldberg, 2004; Austin, Rankel, Kagan, 

Bergum, & Lemermeyer, 2005; Sabo, 2006).  

In an attempt to cope with the stressors of their profession, some nurses 

may engage in dysfunctional consumption of alcohol and other drugs (Trinkoff et 

al., 2000). Nurses have individual vulnerabilities and characteristics that may 

place them at risk for developing substance use disorders as a multitude of health 

determinants, including the broader environment, have been identified in the onset 

and progress of physical or psychological addiction (Leshner, 1997). Some 

research suggests that nurses may be placed at increased risk because of high job 

strain (Storr, Trinkoff, & Anthony, 1999), disruption and fatigue related to shift 

work (Lillibridge et al., 2002), ease of access to medications in the workplace 

(Trinkoff et al., 2000), and knowledge of the benefits of medications (Lillibridge 

et.al., 2002; Trinkoff & Storr, 1998). As the working environment may contribute 

to the situation of substance use disorders amongst some nurses, it must be asked: 

What is the evidence regarding organizational support on mitigating the risks of 

substance use disorders on nurse health?  

Study Problem Statement 

Nursing impaired by substance use is a professional practice problem that 

requires creative and effective approaches as it has the potential to place both 

public safety and the health of nurses at risk. In Alberta, tensions exist regarding 

current responses to nurses with substance use disorders. To manage its members 

exhibiting behaviours consistent with substance use disorders, CARNA has 
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adopted the most stringent mechanism available within the Health Professions 

Act; a disciplinary approach. UNA argues that this response does not meet legal 

obligations to nurses with disease conditions and assert a more confidential route 

is necessary. Treatment providers advocate for improvements in health outcomes 

for nurses with substance use disorders, and increased public safety, through 

earlier detection, longitudinal evidence-based treatment, and ongoing aftercare 

that includes monitoring for relapses.  

There is a pressing need for better understanding of the situation of 

nursing as it pertains to substance use disorders. This is not a regional issue but 

one that is relevant for other health professionals across Canada and across the 

world. However as regulation of nurses is a provincial matter, and Alberta is 

serviced with one regional health authority, study within the province was 

considered appropriate for research purposes.   

In this study, relational ethics guides inquiry and understanding. Key 

elements of relational ethics have guided contemplation of the fit of disciplinary 

responses, confidentiality, and the workplace on mitigating risks to patient safety 

and nurse health. This ethical reflection, in turn, guided the next steps in this 

investigation: Review of the research literature related to addiction within nursing.  

The next chapter is a presentation of literature on the prevalence of 

substance use in nurses, impaired nursing practice, organizational response, and 

nurses’ perceptions and attitudes toward impaired nursing. A discussion of this 

review results in the presentation of the study question. Chapter 3 is an 

introduction the research project that evolved from the study purpose. This 
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includes the details of the hypotheses that evolved and the cross-sectional survey 

design and method determined necessary to test them and to answer the research 

question. Improvements to the survey instrument resulting from an expert review, 

group interview and pilot study, as well as ethical considerations, are in this 

chapter. Chapter 4 is a report on the timeframe for data collection, feedback to the 

study, and profile of the study participants. The five research hypotheses are 

addressed through an analysis of the study findings. Finally, the investigation is 

concluded with the discussion of the meaning of the results, the study’s 

limitations, policy implications, and suggestions for future research in Chapter 5. 
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CHAPTER 2: REVIEW OF THE LITERATURE ON ADDICTION 
WITHIN NURSING 

In this chapter, the empirical literature on nurses and addictions in four 

topic areas will be reviewed. These areas include a) the prevalence of substance 

use by nurses, b) impaired nursing practice, c) organizational responses to the 

issue, and d) the perception and attitudes by nurses toward their impaired nurse 

colleagues.  

Prevalence of Substance Use by Nurses 

The prevalence of substance use by nurses has been examined 

intermittently over the last few decades. Monohan (2003), Smardon (1998), and 

West (2003) have conducted literature reviews of earlier work in this area and 

independently concluded that the interpretation of research findings has proven 

inconclusive because of conceptual and measurement differences between studies. 

Research has continued in the area, although evidence in the Canadian context 

was not uncovered for this review, and this more recent work will be discussed in 

the following literature review. 

The Nurses’ Worklife and Health Survey measured the prevalence of 

substance use by nurses (Storr et al., 1999; Trinkoff & Storr, 1998; Trinkoff et al., 

2000). The survey was implemented on a randomized sample of nurses across the 

United States; a 78% response rate resulted in a sample of 4,438 nurses. The 

prevalence of the use of tobacco, alcohol, prescription-type drugs (tranquillizers, 

opiates, amphetamines, sedatives, hypnotics, and inhalants), and illicit drugs 
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(marijuana, hashish, hydrocodone, cocaine, or crack) were measured over the last 

12 months before data collection. Binge drinking was defined as having five or 

more alcoholic drinks on the same occasion, cigarette use was defined as smoking 

more than 10 cigarettes per day, prescription-type drug use was defined as any use 

without a prescription, and illicit drugs were also recorded as any use.  

Study findings reported that almost one third of nurses (32%) used at least 

one form of substance at least once during the last year. The prevalence of 

marijuana/cocaine use was 4%, prescription-type drug use was 7%, and cigarette 

smoking was 14 percent. Binge drinking was reported by 16% of the nurses. One 

out of every 10 full-time nurses (10%) reported using drugs non-medically at least 

once in the past year. However, only 1% of users of substances without a 

prescription did so more than 11 times in the past year or used several different 

drug types more than twice (Storr et al., 1999). The authors concluded that the 

rates of substance use were comparable with those in the general American 

population, but nurses had higher rates of prescription drug use. 

Interpretation of these findings’ relevance of a risk to patient care and 

safety and harm to nurse health proves challenging. The psychometric qualities of 

the research instrument have not been provided raising doubt regarding the 

accuracy of findings. Measuring the use of licit and illicit substances as the 

number of incidents in the past year cannot be translated into other empirical 

measures including harm or risk. Binge drinking of five drinks per occasion was 

categorized as at least one occurrence in the last year, and this is not consistent 

with other measures of harmful drinking in the literature (Kahan & Wilson, 2000). 
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The authors concluded that most of the substance use was not considered heavy 

use and would not fit criteria for substance abuse or dependence, nor were the 

prevalence rates for these entities provided in the research (Trinkoff & Storr, 

1998). The value of establishing levels of unsafe drinking, and diagnoses of 

substance use disorders, lies in the ability to translate study findings into the 

established norms of potential risk of harm, need for treatment according to the 

level of impairment, and likelihood of disability, but the findings from this survey 

do not provide this opportunity. 

This survey instrument was heavily weighted with specific questions for 

type of substance used. In addition to measurements of tobacco and alcohol use 

were measurements for licit prescription drugs including tranquillizers, opiates, 

amphetamines, sedatives, hypnotics, as well as inhalants and illicit drugs such as 

marijuana, hashish, hydrocodone, cocaine, and crack. These variables of licit and 

illicit give the appearance of being distinct but, in reality, they may be arbitrary. 

Many (otherwise legal) prescription-types of drugs may be obtained illegally 

(including on the black market, through double-doctoring, through theft from the 

workplace, from friends or family) and some substance users may consume 

combinations of prescription-type drugs, illicit drugs, and/or alcohol.  

The University of Rhode Island’s Healthcare Professionals Questionnaire 

measured prevalence of substance use in a stratified, random sample of 479 

dentists, pharmacists, physicians, and nurses (Kenna & Wood, 2004; Kenna & 

Wood, 2005). Nurses (n=129) had the highest response rate (73.3%). The 

psychometric qualities of this instrument were not reported, and this deficit raises 
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a level of doubt as to accuracy of the study findings. The results indicated that 

3.9% of nurses reported heavy episodic use (five or more drinks on five or more 

occasions in the last month) with a further 0.8% reporting pathological alcohol 

use (an average of three or more drinks per day in the past year). Slightly over 

27% of nurses reported one or more minor dysfunctions ever related to their 

drinking (getting behind at work, calling in sick or late, having trouble getting 

along with people, or worry of using too much or too often), and 9.3% reported 

major dysfunctions such as seriously considering suicide, having an auto collision 

or other type of accident, providing less than best patient care, or seeing a 

psychiatrist, psychologist, counsellor, or social worker.  

Study findings suggest that levels of alcohol used by some nurses in the 

study placed their health at risk, raising questions of likelihood of associated 

impact on nursing care (e.g. disability). The challenge interpreting these data is 

the lack of clarity regarding translation of the findings into disorder classification, 

impaired nursing practice, and disability. The standardized diagnostic criteria 

outlined in the DSM-IV-TR of substance use disorders provides validated 

diagnostic standards allowing for, to some extent, estimation of health risk, 

treatment guidelines, and indicators of impairment. The Kenna and Wood (2004, 

2005) studies provided careful operational definitions, including measures 

indicating risk, but these do not translate into the operational definitions provided 

by the DSM-IV-TR. The major and minor dysfunctions were lifetime reports of 

some measures for abuse and dependence but cannot be understood in terms of 

diagnoses or current prevalence of substance use disorders. In this regard, the 
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findings do not allow for extrapolation of potential impact on nursing practice, 

patient safety, or nurse health outcomes. 

In 2008, CARNA reported twelve discipline decisions regarding registered 

nurses’ unprofessional conduct for behaviours related to their substance use 

(CARNA, 2009), a rate of less than .05% of their membership. At that time, the 

population of registered nurses in the province of Alberta was 30,092. Based on 

population-based epidemiological evidence, it can be estimated that an annual 

prevalence of approximately 810 nurses could be impaired by alcohol or drug 

dependence (Compton, Thomas, Stinson & Grant, 2007; Hasin, Stinson, Ogburn 

& Grant, 2007). From this deductive argument, it appears the majority of nurses 

with substance use disorders remain unknown to the regulatory body in Alberta.   

Impaired Nursing Practice 

Impairment is a deviation in anatomical structure, physiologic function, 

intellectual capability, or emotional status from that which the individual 

possessed previously, or from population norms (Demeter & Andersson, 2002). 

The 2005 National Survey of the Work and Health of Nurses (NSWHN) included 

measures of health status of Canadian nurses. Over 19,000 registered nurses, 

licensed practical nurses, and registered psychiatric nurses were included in the 

study sample. One-quarter of female nurses had back problems, nearly one-

quarter of nurses indicated pain had affected their ability to carry out their nursing 

duties, one-third of nurses stated their physical health had made it difficult to 

handle their workload in the past month, and almost one in ten (9%) had 

experienced depression in the last year (Shields & Wilkins, 2006). When 
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individuals are no longer able to perform professional responsibilities adequately 

because of health problems, including physical and mental conditions, they are 

considered occupationally impaired (O’Connor & Spickard, 1997).  

The areas of functioning measured to determine impairment include 

activities of daily living, social functioning, concentration, and adaptation 

(Demeter & Andersson, 2003), and these may be affected through substance use. 

Behaviours associated with substance use—intoxication, “hangover,” withdrawal, 

impaired motor coordination, and faulty judgment—may impair functioning 

(APA, 2000). Furthermore, as substance use disorders frequently occur 

contemporaneously with one another, individuals may be dependent on, or 

abusing, more than one substance at a given point in time (Jaffe & Anthony, 

2005). For this reason, the contributions of substance use on a measurement of 

impairment cannot be fully understood with the measurement of a singular 

parameter.  

The relationship between alcohol and tobacco dependence has a high 

association rates among substances. Individuals who are dependent on alcohol are 

three times more likely than those in the general population to consume tobacco, 

and people who are dependent on tobacco are four times more likely to be 

dependent on alcohol (Grant, Hasin, Chou, Stinson, & Dawson, 2004). The 

amount of cigarettes and alcohol consumed are also positively correlated; the 

more a person smokes, the more they are likely to drink (Ait-Daoud et al., 2005). 

The relationship between tobacco and other substances of abuse may be 

particularly meaningful for nurses. The 2005 NSWHN reported smoking rates of 



25 
 
16% for females and 21% for males (Shields & Wilkins, 2006), less than the rate 

in the general Canadian population (20%) at that time (Statistics Canada, 2005) 

but higher in comparison with other groups of health professionals (Kenna & 

Wood, 2004). As smoking remains the leading preventable cause of death, 

disease, and disability (WHO, 2008), its high level of association with other 

substances of abuse and prevalence level among nurses suggests it may be a 

contributor to occupational impairment among nurses with substance use 

disorders.  

Chronic pain is another major contributor to occupational impairment. In 

their review, Schopflocher and Harstall (2008) conclude that the estimates of 

prevalence of chronic pain vary widely between 10.1 and 55.2% of the general 

population, that there is a higher prevalence of chronic pain among females at 

every age grouping (usually from a musculoskeletal origin), and that there is an 

increased prevalence with age. Injury and pain are prevalent occupational health 

concerns for nurses. In Alberta, hospitals and acute care centres are the industry 

sector rated as having the highest rate of injuries, and nurses are the largest group 

of health employees within this cohort (Alberta Human Resources and 

Employment, 2000). The 2005 NSWHN determined that in the previous 12 

months, 37% of nurses had experienced pain serious enough to prevent them from 

carrying out their normal activities. Furthermore, nearly one-quarter of all nurses 

reported that pain had affected their ability to carry out their nursing duties in the 

last year. More than three quarters of the nurses reporting activity-limiting pain in 
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the previous year indicated that it had resulted from work-related factors (Shields 

& Wilkins, 2006).  

There is an intricate overlap between chronic pain and substance use 

disorders. Many classes of abused drugs have demonstrated analgesic properties; 

opioids, for example, are both major analgesics as well as being drugs of abuse 

(Portnoy, Payne, & Passik, 2005). The pharmaceutical treatment of pain has the 

associated risk of the iatrogenic introduction of substance abuse disorders 

(Compton & Gebhart, 2005), and it has been estimated that the prevalence of 

concurrent addiction and chronic pain is between 15 and 30% in the general 

population (Diskin & el-Guebaly, 2008). One early study reported that prescribed 

drug use was much higher in nurses than in other healthcare groups and concluded 

that “the path to dependence for nurses is use of drugs as a consequence of 

treatment under another provider’s direction” (Valentine, 1991, p.651). The 

findings of high risk of injury among nurses, the risk of iatrogenic addiction 

related to associated pain, and the availability of medications in the workplace 

(Trinkoff et al., 2000) suggest chronic pain may be an associated variable for 

occupational impairment among nurses with substance use disorders. 

Organizational Response 

When an organization treats its members well, the norm of reciprocity 

obliges the return of favourable acts and, at the same time, strengthens the 

relationship (Eisenberger, Armeli, Rexwinkel, Lynch, & Rhoades, 2001). When 

the organization is perceived as supportive, members feel assured aid will be 

available when required, for example when dealing with stressful situations 
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(Rhoades & Eisenberger, 2002). Research has demonstrated a positive 

relationship between perceived organizational support and mental health 

outcomes (Eisenberger, Huntington, Hutchison, & Sowa, 1986) as well as 

decreasing stigma related to treatment for mental illness (Kelley, 2010). A general 

belief of organizational supportiveness is based on fairness of treatment 

(including procedural justice), supervisor support, favourableness of rewards and 

conditions, as well as personal characteristics (Rhoades & Eisenberger, 2002).  

Organizations, including employers, regulatory bodies, professional 

associations, and unions, are obliged to respond when they become aware of 

nurses who appear impaired by use of substances. In her historical review of 

addiction within the nursing profession, Heise (2003) concluded that  

colleagues looked the other way hoping the nurse would solve the 
problem herself or if not, just leave. If caught, punitive action was 
taken. Nurses lost their licenses, their source of income (meaning 
no resources for rehabilitation treatment), and often went to jail.  
(p. 117)  

Disciplinary measures such as termination, probation, practice restrictions, 

and suspension or revocation of practice licenses, continue to be a response to 

nurses with substance use disorders (Corsino, Morrow, & Wallace, 1996). 

Disciplinary responses are designed to penalize nurses who are impaired and 

prevent them from practicing for the purpose of protecting the public (Monroe, 

Pearson, & Kenaga, 2008). The process of investigation followed by a formal 

hearing to determine disciplinary action may take from eight months to three 

years for resolution and, as the focus is on discipline, there is little attempt to 

advocate for the individual nurse, provide treatment or rehabilitation services, or 
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follow outcomes (Sullivan, Bissell, & Leffler, 1990). The underlying belief is that 

the threat of punishment will deter undesirable actions, which assumes that 

individuals are rational, their actions are logical, and the cause of the problem is 

intentional (Stone, 2002). 

It has been argued that the punishment of individuals with substance use 

disorders denies their access to early identification and treatment (American 

Society of Addiction Medicine, 1989). After noting their members with addiction 

were not receiving the same opportunities for treatment as the general public 

because they were held to a different standard, the American Medical Association 

and the American Nursing Association advocated for non-public, alternative to 

discipline responses (Quinlan, 2003). These focus on early detection, provisions 

for adequate treatment, and re-entry to practice without prejudice along with 

measures to protect the public (Monroe et al., 2008), and are achieved through 

focusing on rehabilitation, protection from public disclosure, and long-term 

monitoring (aftercare) programs upon return to work (Haack & Yocom, 2002). 

With alternative to discipline responses, nurses are moved into treatment within 

hours or days of detection (Monroe et al., 2008). Monitoring programs include 

combinations of medical assessments, ongoing treatment, support group meetings, 

occupational accommodation, and random drug screening (Corsino et al., 1996).   

The outcomes for Canadian nurses in an alternative to discipline program 

do not appear to be documented but a prospective, descriptive study followed 100 

Canadian physicians within an alternative program for five years. Following 

treatment for substance dependence, recovering physicians were required to 
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participate in routine visits to physicians specializing in addiction medicine as 

well as family physicians, attendance in facilitated health professional support 

groups, monitoring in the workplace, and random drug screening. During this 

monitoring period, 71% of participants had no known relapse, 14% went on to 

complete the program after some form of relapse, and this resulted in a total of 

85% successful completers at the end of the five-year term (Brewster, Kaufmann, 

Hutchison, & MacWilliam, 2008). 

The disciplinary and alternative to disciplinary responses have been 

compared for outcomes in American nurses with substance use disorders. In their 

longitudinal, comparative study of 219 nurses, Haack and Yocum (2002) followed 

nurses in both programs for six months. Their alternative to discipline sample 

resulted in more nurses with active licenses, fewer with criminal convictions, and 

more nurses employed in nursing. Relapse was similar for both treatment groups 

with a rate of less than 15 percent. They concluded that alternative to discipline 

approaches worked as well as disciplinary ones while being a more humane and 

rehabilitative approach.  

In 2008, 44 American states (Monroe et al., 2008) and nine Canadian 

provinces offered alternative to discipline responses for nurses with substance use 

disorders with Alberta being the exception.13 Jurisdictions continuing with 

disciplinary responses have noted that their mandate is to protect public safety, 

not to provide for the welfare of nurses (CARNA, 2008a; Monroe et al., 2008), 

and some have identified their reluctance to incur expenses involved with 

                                                
13 Confirmed in personal communications with Sue Chandler, Complaints Director, CARNA and 

Murray Billett, Labour Relations Officer, United Nurses of Alberta. 
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monitoring programs (Monroe et al., 2008). A direct comparison of costs between 

the disciplinary and alternative responses is not available. A review of 

disciplinary action on 52,297 registered and licensed practical nurses between 

1996 and 2006 in the U.S. determined that 24% were for drug-related violations 

(Kenward, 2008), and 16 of the 58 (25.5%) complaints investigated by CARNA 

in 2007 were related to substance abuse (CARNA, 2008b). CARNA directed a 

disciplined nurse to pay a contribution of $39,000 toward the costs of the 

member’s appeal (see Appendix A). If this contribution is indicative, regulatory 

bodies following disciplinary approaches incur substantive financial burdens 

regarding their nurses with substance use disorders. Evidence comparing the 

actual costs of disciplinary processes with monitoring programs is required with 

consideration given to findings that alternative programs appear more 

compassionate and caring about the welfare, treatment, and recovery of nurses 

and are more effective at retaining nurses in the profession (Monroe et al., 2008).  

The organizational response has been noted to impact other nurses in their 

responsibilities regarding their nurse-colleagues with substance use disorders. 

Registered nurses are required to report unskilled practice or professional 

misconduct (including unsafe practice related to impairment) by their colleagues 

as dictated in Article 3.3 in the Nursing Practice Standards (CARNA, 2005b). 

Hood and Duphorne (1995) examined the reporting strategies used by nurses 

confronted with making the decision to report substance abuse among their peers. 

Nurses who believed that reporting would result in punitive consequences were 

deterred from making formal reports when they suspected nurse-colleagues of 
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being under the influence of substances, while nurses who believed that 

rehabilitative consequences would result were more likely to report them. As 

nurses are the primary source of identification of the problem of substance abuse 

by their colleagues (Monohan, 2003), the organizational response to nurses with 

substance use disorders has salience for detection of impaired nursing practice. 

Nurses’ Perceptions and Attitudes 

 The perception of nurses toward their nurse-colleagues impaired by 

substance use affects the moral community14 in which they may be identified or 

self-identify, and determines whether or not to seek help and whether or not to 

return to work. In an American survey, 1,047 staff nurses and nurse-managers 

were questioned on perceptions and attitudes toward nursing impairment due to 

drug abuse, alcohol abuse, or emotional distress (Hendrix, Sabritt, McDaniel, & 

Field, 1987). Respondents were more likely to display attitudes supporting a need 

for disciplinary measures when the impairment was related to substance use as 

compared with emotional distress. Similarly, impairment was more likely to be 

regarded as an illness when it involved emotional distress compared with 

substance related causes. Respondents in management positions were more likely 

to support disciplinary measures to impaired nursing practice, and staff nurses 

were more likely to believe impaired nurses would be responsive to treatment 

regardless of the cause of the impairment.  

                                                
14 Moral community has been described as a workplace where values are made clear and shared, 
where these values direct ethical action and where individuals feels safe to be heard (adapted from 
Rodney & Street, 2004 and cited in CNA 2008, p. 41). 
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 In a study examining the attitudes of 396 nurses toward substance abuse 

and impaired nurses, researchers concluded that nurses view substance abuse both 

as “a disease and moral blemish” (Cannon & Brown 1987, p.98). In general, 

nurses expressed positive attitudes toward their colleagues but expressed some 

uncertainty about whether or not they should return to work upon recovery. 

Differences were noted between alcohol and drug abuse with two-thirds of 

respondents expressing acceptance of the return to work of a nurse with a history 

of alcohol abuse but just over half for a nurse with a drug abuse history.   

 Brewer and Nelms (1998) studied the lived experiences of nurses in 

recovery for chemical dependency and labelled “impaired” by the profession of 

nursing. All of the respondents reported they had been denied positions, and this 

had been the case for some on multiple occasions. In the study, one respondent 

asked, “I have been clean and sober for 13 years. How much longer do you 

suppose I will be impaired?” The experience of being labelled and stigmatized 

added to the burden of their recovery. 

 An Australian phenomenological study was designed to understand the 

experience of being a nurse with a substance use disorder (Lillibridge et al., 

2002). The respondents expressed an overwhelming and encompassing fear that 

the discovery of their illness would result in the loss of licensure and employment. 

They identified that fear of the stigma associated with substance use prevented or 

delayed their seeking treatment. The nurses in this study perceived that the stigma 

associated with being labelled “an addict” affected their very identity of being a 

good person, and of being a good nurse. Frustration was expressed by the nurses 
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in the study regarding the negative attitudes and behaviours of other nurses with 

whom they worked, and how the profession perceives and deals with substance-

related illness among its members. They felt their co-workers would no longer 

trust them, and many felt their co-workers had punished them when their 

problems were exposed, and they were left feeling cynical about the caring nature 

of nursing. 

 Early identification of nurses affected by substance use is critical to 

protect the safety of patients, but it is also desirable for the best possible outcomes 

for the health of the nurse. Darbro (2005) noted that a “culture of mistreatment of 

addicts in the workplace by health care professionals” was listed as a reason for 

nurses concealing their illness from colleagues, and that this procrastination 

prolonged their recovery. Recovered nurses have reported that they have felt let 

down because other nurses and the profession failed to recognize and confront 

their substance problem, and some were angry that nurses did not demonstrate 

caring for each other (Lillibridge et al., 2002). As early identification and 

intervention for substance use disorders is considered pivotal in ensuring optimal 

treatment outcomes, the perceptions and attitudes of nurses toward their nurse-

peers can impact the health of nurses with substance use disorders. 

Summary 

 The interpretation of the literature regarding prevalence of substance use 

disorders among nurses proved challenging because of the range of concepts and 

the variability in measures applied in the reviewed research. The prevalence of 

substance use disorders among nurses remains uncertain, and evidence of 
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Canadian research in this area has not yet been found. Reviews of literature from 

other jurisdictions suggest that the rate within the nursing population may be 

similar to, or greater than, the general population (Monohan, 2003; Smardon, 

1998; West, 2003).  

Prevalence refers to the frequency of nurses with substance use disorders, 

but impairment—deviation from where the nurse is expected to be able to 

perform—provides an indication of the impact of substance use disorders on nurse 

health and functioning in the workplace. Standardized measures of substance use 

disorders allows for interpretation of nurse health and functioning. However, 

more robust measures of nurse impairment may include measures of general 

health, poly-substance use, smoking, and chronic pain. There appears to be lack of 

evidence of the impact of impairment due to substance use disorders on nurse 

health and/or patient safety, and particularly so in the Canadian context. 

Understanding the situation of nurses with substance use disorders requires 

consideration of the environment in which nursing practice occurs. Organizational 

response, as expressed through policy, in the broader North American context is 

currently dominated by a confidential alternative to discipline appproach. This 

response, however, does not appear to be available for Alberta nurses. The effect 

of either of these approaches on mitigating the risk to patient safety does not 

appear to have been established. 

The perceptions of nurses towards the type and amount of support offered / 

provided by their employer, their college and association, and their nursing union 

is unknown. The perceptions and attitudes of nurse-colleagues also contribute to 
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the environment supporting or constraining treatment seeking, recovery, and 

return to work for nurses with substance use disorders. Differences between their 

perceptions and attitudes, and organizational responses, are relevant in this 

situation. These may prove to be a critical influence to understand, and provide 

context to whether Alberta nurses identify or conceal their substance use 

disorders, and whether nurse-colleagues report suspected impaired nursing 

practice.  

In her seminal overview of the prevalence of alcohol and other drug use 

disorders among physicians, Brewster (1986) noted that one of the best ways to 

discover prevalence is simply to ask members of the population of interest. 

Despite the apparent simplicity of this solution, it has not been widely applied to 

the problem of substance use disorders within nursing. Over 20 years after 

Brewster’s work, evidence has not yet been found to indicate that Canadian nurses 

have been surveyed regarding their substance use, the impact of substance use 

disorders on nurse health and patient safety, or the nursing environment within 

which this occurs.  

Given the current understanding of nursing as it relates to substance use 

disorders as reflected in this literature review, it was determined that the purpose 

of this study is to answer the following research question: What is the situation of 

Alberta nurses as it relates to the prevalence of substance use disorders, risks to 

patient safety and nurse health, and the organizational and nursing context in 

which this occurs? The next chapter describes the research project that evolved to 

answer this question. 
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CHAPTER 3: RESEARCH DESIGN AND METHOD 

This chapter is a description of the research project that evolved from a 

need for improved understanding of the situation of Alberta nurses with respect to 

substance use disorders and the context in which this occur. The research question 

and related hypotheses are articulated and the cross-sectional survey design and 

method determined necessary to address them are detailed. Improvements on the 

survey design as a result of findings from an expert review, group interview and 

pilot study are presented. This chapter is concluded with a discussion of ethical 

considerations related to this research.  

Research Question 

In this study the question is asked: What is the situation of Alberta nurses 

as it relates to the prevalence of substance use disorders, risk to patient safety and 

nurse health, and the organizational and nursing context in which this occurs? As 

this is a complex question, and there is adequate evidence to suggest their 

direction, the following study hypotheses were generated to improve clarity for 

the research process:  

1. The self-rated prevalence of alcohol and drug use disorders based on 

DSM-IV-TR criteria of Alberta nurses who respond to the survey will be 

similar to the prevalence reported for the general population. 
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2. Nurses self-rated with 12-month alcohol and/or drug dependence 

according to DSM-IV-TR criteria will be currently practicing in nursing 

positions at similar rates as their nurse-peers. 

3. Nurses with self-rated 12-month substance use disorders according to 

DSM-IV-TR criteria will report compromised health indicated by lower 

scores on the SF-12v12, more chronic pain as evidenced by higher 

scores on the NSWHN, and more smoking as evidenced by higher 

scores on the CTUMS. 

4. Nurses self-reported attitudes and perceptions regarding impaired 

nursing practice using the PNII will be similar to statements 

acknowledging responsibilities to help impaired nurses, restrict 

impaired practice, perceive impairment as a treatable illness, and favour 

confidentiality for impaired nurses. 

5. Nurses with self-rated 12-month substance use disorders using DSM-IV-

TR criteria will rate their perceptions of support from their college and 

association at lower rates, and their employer and union at similar rates, 

as their nurse-peers. 

Operational Definitions 

Nurse includes the categories of registered nurse, nurse practitioner, 

registered psychiatric nurse, certified graduate nurse, temporary permit holder, 

courtesy permit holder associate member, non-practicing member, or retired 

nurse. 
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Perceived organizational support is the nurses’ global belief concerning 

the extent to which the organization/regulatory body/union values their 

contributions and cares about their wellbeing (Eisenberger et al., 1986).   

Substance Abuse is a maladaptive use of a substance15 as manifested by 

one (or more) of the following DSM-IV-TR criteria occurring within the last 12-

month period:  

1. Recurrent substance use resulting in a failure to fulfill major role 

obligations at work, school, or home.  

2. Recurrent substance use in situations in which it is physically 

hazardous. 

3. Recurrent substance-related legal problems.  

4. Continued substance use despite having persistent or recurrent social or 

interpersonal problems caused or exacerbated by the effects of the 

substance.  

Substance Dependence is a maladaptive pattern of substance use leading 

to significant impairment or distress, as manifested by three (or more) of the 

following DSM-IV-TR criteria occurring within the last 12-month period: 

1. Tolerance as defined by either of the following:  

 (a) a need for markedly increased amounts of the substance to achieve 

intoxication or desired effect, 

 (b) markedly diminished effect with continued use of the same amount 

of the substance.  

                                                
15 For the purposes of this study, there will be only two classifications for substances: alcohol and 

other drugs. 
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2. Withdrawal as manifested by either of the following:  

 (a) the characteristic withdrawal syndrome for the substance,  

 (b) the same (or a closely related) substance is taken to relieve or avoid 

withdrawal symptoms. 

3. The substance is often taken in larger amounts or over a longer period 

than was intended.  

4. There is a persistent desire or unsuccessful efforts to cut down or 

control substance use.  

5. A great deal of time is spent in activities necessary to obtain the 

substance, use the substance, or recover from its effects.  

6. Important social, occupational, or recreational activities are given up or 

reduced because of substance use.  

7. The substance use is continued despite knowledge of having a persistent 

or recurrent physical or psychological problem that is likely to have 

been caused or exacerbated by the substance. 

Substance Use Disorders is an inclusionary term referring to the 

categories of substance dependence (alcohol and/or drug) as well as substance 

abuse (alcohol and/or drug). 

Working status is the nurse’s employment status whether on a regular 

basis or casual basis, either full-time or part-time, in nursing or outside of nursing, 

or non-employed seeking employment or not seeking employment, or on paid or 

unpaid leave for illness, injury, maternity/family, or educational purposes. It is a 
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demographic variable measured on the scale from the CARNA registration 

renewal form. 

Research Design 

A self-administered survey design was selected for this study because of 

the uncertainty surrounding the situation of nurses with respect to substance use 

disorders and the relative paucity of Canadian research in the area. Wood & Ross-

Kerr (2011) support the use of descriptive research when a concept is unknown or 

understudied. They advocate for exploration and description before proceeding to 

study the phenomenon at an explanatory or predictive level. Epidemiology is the 

study of the distribution and determinants of health and disease in human 

population groups (Meininger, 1998). The cross-sectional survey was considered 

appropriate for measuring the prevalence of substance use disorders, nurses’ 

attitudes, and perceptions of organizational support within the population of 

nurses at a particular point in time. 

A self-administered Internet survey was chosen as the mode of delivery 

after careful consideration of telephone, mail, email, and mixed mode options. 

Internet surveys are considered appropriate for very specific study populations 

because they require a certain level of competence with computers along with 

access to equipment and the Internet. Computer skills are now required for many 

nursing positions, and the regulatory body in Alberta is preparing to discontinue 

by September 2011 the concurrent mail option in favour of total online 

registration. In 2006-2007, over 16,500 nurses, representing over 60% of the 

membership, registered through the Internet (CARNA, 2008b). This demonstrated 
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Internet penetration and computing skill level suggests that an Internet survey is 

an appropriate mode to gather information about this particular population.    

The mode of data collection has been shown to have an impact on 

respondents’ willingness to disclose socially undesirable behaviours such as 

alcohol and/or other drug use. Of particular importance to the present study is 

evidence indicating that an Internet survey may produce higher estimates of 

sensitive or stigmatized behaviour when compared with interviewer-administered 

or non-computerized survey methods (Tourangeau & Smith, 1996; Turner et al., 

1998). In one study of illicit drug users, it was noted that the majority of 

individuals responding to the survey felt secure enough to answer highly personal 

questions, many of which were related to illegal activity, and they wrote extensive 

essay responses to open-ended questions (Duncan, White, & Nicholson, 2003). 

The pragmatic advantages to Internet surveys are favourable for a doctoral 

student research project. With this mode there is rapid access to potential 

participants, omission of the costs of interviewers and postage, and compressed 

time frames. Furthermore, the data from completed surveys are immediately 

available, as they do not require data entry, and data files are easily imported into 

statistical analyses programs (Rhodes, Bowie, & Hergenrather, 2003).  

The length of the study instrument was another consideration in favour of 

an Internet survey. In hard copy, this instrument appears onerous due to the 

number of questions required to determine the presence of some of variables (e.g. 

alcohol or drug abuse). However, some respondents were screened out by the first 

questions in each of these sections. For example, the section on smoking screens 
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out the majority of respondents (i.e. all non-smokers) when they respond to the 

first question. For these reasons, the survey instrument was brief for many 

respondents yet its appearance, in hard copy, could have discouraged survey 

participation. 

Dillman’s Tailored Design Method 

 Dillman’s tailored design method (Dillman, Smyth, & Christian, 2009) 

was chosen to guide the process of data collection. This approach involves 

introducing multiple motivational features in compatible and mutually supportive 

ways to encourage high quantity of responses. Measures for encouraging 

responses were considered a priority in this study for three reasons. First, Internet 

surveys require an extra layer of choice for the participant in comparison with 

other modes. Rather than responding to a telephone call or filling out a 

questionnaire, respondents must open their email message, read the contents, and 

then actively select the link to the survey instrument. Secondly, high response 

rates are difficult to attain with surveys, and those focused on sensitive topics 

typically have much lower rates of response. In their study on the outcomes of 

abuse in the prenatal period, Rice and Reynolds (2001) reported a response rate of 

35% with the tailored design method. Finally, health professionals are 

characterized by lower response rates to surveys when compared with the general 

population (Field et al., 2002; Kellerman & Herold, 2001) and, as this was an 

Internet survey on a sensitive topic among health professionals, a response rate of 

less than 30% was anticipated. 
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Dillman’s method is based on the behavioural theory of social exchange 

which considers three elements for predicting a particular action: rewards, costs, 

and trust. Rewards are what someone expects to gain from a particular activity; 

costs are what one gives up or spends to obtain the rewards; and trust is the 

expectation that the long-term rewards of doing something will outweigh the 

costs. Rewards can be provided in subtle social ways including demonstrations of 

positive regard and expressions of appreciation for completing the questionnaire 

(Dillman et al., 2009). For this study’s survey, an introductory email appealed to 

nurses’ desire to improve understanding of the situation and noted that findings 

may translate into improved conditions for their ill colleagues or for themselves. 

No further tangible rewards were provided in this study. Follow-up emails 

expressed appreciation for the nurses who had completed the survey, while asking 

for others to participate. Knowing that some nurses had completed the survey may 

have influenced others to respond to the request.  

The anticipated costs to respondents in this survey were time commitment 

and risk of exposure. Nurses have many pressing demands on their time. Internet 

surveys have the advantage of reducing the electronic contacts required by the 

Dillman method to as little as three, as compared with the five contacts required 

with other survey methods (Dillman et al., 2009). Further measures to minimize 

the burden required by the survey will be addressed in the study procedure.  

Developing trust with the respondents was considered critical for the 

research design as revealing information about substance use could be perceived 

as a threat to registration and employment status. For this reason, a number of 
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strategies were incorporated into the study design. In an effort to demonstrate the 

independence of the study from the regulatory body and employer, all 

correspondence included the University of Alberta logo, and the website for the 

survey was a URL within the university’s domain (www.ualberta.ca/nursesurvey). 

Communication about the survey included discussion of site security, the inability 

to connect responses to particular participants, and assurances that the raw data 

would not be shared outside of the research team and that only grouped or 

aggregated data would be reported. To prevent risk of identification, demographic 

questions were scaled back to a minimum, and careful consideration was given 

regarding online survey software solutions. It was also learned that popular 

Internet survey programming located within the United States would expose 

participants’ responses to the Patriot Act, providing a layer of risk that data would 

be subject to surveillance beyond those in the research team. This discovery 

motivated the selection of a local alternative, the Population Research Laboratory 

at the University of Alberta, to reduce this risk. 

In some Internet studies, individualized personal identification numbers 

are provided to participants to ensure that recipients complete the survey only 

once. This number can be misinterpreted by some as a mechanism to track 

participants. To forestall such misinterpretation, participants were asked to create 

their own password when entering the survey. This personalized password 

provided access to the survey instruments as well as the option of returning to the 

site to continue the survey if needed, while restricting the ability to respond to the 

survey twice from the same URL address. As this design did not allow for 
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tracking, email reminders were circulated to all participants, adding burden to 

members on the distribution list.  

The Population Research Laboratory (PRL) at the University of Alberta 

has extensive experience in conducting survey research with skills in Internet 

survey design and administration. The PRL has done research in the past for the 

organizations, AHS, CARNA and UNA, considered major stakeholders in this 

study. Their administration of the website provided another layer between the 

identity of the email address used to access the survey site and the Department of 

Humanities server, providing a secure site for collection. The positive reputation 

of the PRL and their neutrality, their skills, and ability to provide data security, 

were reasons for their selection as the survey administrator and website manager.  

A requirement by the Health Research Ethics Board at the University of 

Alberta is that the supervisor be named in all communication about the study and 

identified as the principal investigator. In addition to the reputation afforded a 

Canada Research Chair and full professorship, Dr. Wendy Austin provided the 

keynote address on moral distress to two nursing conferences, one in Calgary, 

Alberta and one in Edmonton, Alberta. Both of these events were co-hosted by 

CARNA (with the Provincial Health Ethics Network), an organization that also 

awarded her the 2008 Nurse Researcher of the Year distinction. Those profiling 

events increased the likelihood that nurses would connect her name positively 

with a study on nurses, thereby endowing credibility to this research project.  

One of the supervisory committee members on this study, Dr. Charl Els, 

has also earned social capital with Alberta nurses regarding actions for improving 
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care for nurses with substance use disorders. As keynote speaker, he addressed 

this very topic at the UNA annual general meeting in 2008, and received a 

standing ovation for his presentation. A document authored by Dr. Els on nurses 

and addiction was posted on the debate between UNA and CARNA prior to this 

study (Els, 2009). It was because of this positive reception by nurses regarding 

this research topic that it was determined Dr. Els’ name should be included on the 

correspondence about the study along with the names of principal investigator Dr. 

Austin and the doctoral student researcher. 

Target Population 

There were several factors indicating that Alberta was a logical site for 

this preliminary Canadian study on nurses with substance use disorders. Alberta 

has one of the higher rates of substance abuse in the general population when 

compared with other provinces (Adlaf, Begin, & Sawka, 2005). The province’s 

regulatory body, CARNA, appears unique when compared with its Canadian 

provincial counterparts in its response to members regarding complaints of 

behaviours consistent with substance use disorders. Regulation of nurses is a 

provincial mandate, and when taken with the prevalence implications of the 

prevalence rate in the province, as well as complaint and disciplinary policies, 

these considerations guided the decision to conduct a provincial rather than 

national study.  

Included in this study were registered nurses, nurse practitioners, 

registered psychiatric nurses, certified graduate nurses, temporary permit holders 

(graduated but not yet meeting registration requirements), courtesy permit holders 
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(registered nurses from another province temporarily residing in Alberta) and 

non-regulated nurses in Alberta. Nursing students were not recruited, as younger 

populations have different substance use and abuse patterns (Adlaf et al., 2005; 

Substance Abuse and Mental Health Services Administration, 2008) and student 

nurses do not yet have work-life experiences associated with nursing, such as shift 

work or complete accountability when administering medication. 

For this target population, questions about substance use and abuse are 

extremely sensitive and exposure could pose real risk to participants. For these 

reasons, the research procedure required a heightened sensitivity of measures to 

protect participants while encouraging their participation in the study. It was 

determined that involvement of the key stakeholders in the study would increase 

its legitimacy and demonstrate a united level of concern for the health and 

wellbeing of nurses in Alberta. Thus, AHS, CARNA, and the UNA were advised 

of this study and asked for support to distribute its communication.  

 The trust established by the UNA with their membership regarding 

addiction suggested that distribution of the survey through their resources was 

desirable. Communication within UNA occurs through three mechanisms. The 

first is via email addresses of its approximately 3,000 provincial representatives, 

who are then requested to communicate with the membership in the most 

appropriate route for their particular site. This route can vary and includes 

combinations of modes such as telephone, email, meetings, and notices. The 

second is through the bimonthly distribution of their newsletter NewsBulletin. The 

final route is through the UNA website that posts notices, UNAStat, with its 
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interactive site, First Class, and Facebook connection. Their communication 

mechanisms have been tested when votes or feedback from the membership is 

required, and the organization considers them extremely effective. The UNA 

distributed information about the survey to their membership through all of these 

mechanisms. As it required extra steps for nurses to read about the survey in a 

printed form, access a computer, and then enter the website, the extra burden was 

anticipated to affect the response rate negatively. As the UNA membership does 

not include nurses in many out-of-scope, management, consulting, research, or 

academic positions, and as they do not have a complete list of email addresses for 

their membership, their communication routes were inadequate to reach a 

representative sample of the target population.  

The uncertainty associated with the representativeness of UNA members 

motivated the addition of other approaches to reach the target population. 

Annually, CARNA obtains consent from their members to participate in non-

specified research through telephone, mail, or electronic methods and obtained 

consent from 14,799 of the 32,016 members in the 2008-2009-registration year. 

Furthermore, CARNA communicates with every registered nurse through their 

Alberta RN newsletter. A brochure was published in this newsletter (CARNA, 

2010) to increase awareness of the study. The purpose of including this notice was 

to reach nurses who may wish to participate but may not have been reached by 

other means. 

It was considered desirable to include communication about the study 

through AHS mechanisms as a measure to demonstrate the commitment of all 
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major stakeholders. Initial contact was made during the time of transition from the 

province’s regional healthcare boards to a single provincial body, Alberta Health 

Services. The current stressors in their system did not allow for a commitment, 

however AHS were able to circulate a notice about the research through their 

electronic newsletter Interchange during the implementation period.  

Sample Size 

In survey research, the parameters of desired power, acceptable 

significance level, expected effect size, and number of variables to be assessed, 

are used to determine the necessary sample size (Hazard Munro, 2005). These 

parameters were determined within the following power analysis. The power of a 

statistical test is the probability that the test will reject a false null hypothesis 

(Type II error), and 0.8 was selected as standard for this study as it is conventional 

standard set for surveys. The level of significance is the probability of rejecting a 

true null hypothesis, a Type 1 error: the conventional p-value of ≤0.05 was 

selected for this study. Based on the theoretical framework and previous research, 

direction for the hypotheses was established requiring a one-tailed rather than 

two-tailed level of significance. The effect size is the degree to which the null 

hypothesis is false or the magnitude of the effect of the independent variable on 

the dependent variable and is based on substantive knowledge, previous research, 

and conventions (Wood & Ross-Kerr, 2011). The magnitude of the effect of the 

variables (perceptions and attitudes) under study was anticipated to be small, 0.2 

as defined by Cohen (1988). Given these parameters, 310 participants are required 

for each variable under study (Cohen, 1992). For this study it was calculated that, 
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for statistical analysis to be meaningful and large enough to detect errors, a 

minimum sample size of 2,480 was required. 

Another consideration for determining sample size was the study’s 

purpose to estimate the prevalence of disease. The National Epidemiologic Survey 

of Alcohol and Related Conditions determined the 12-month prevalence of drug 

dependence in the general population aged 18 and over at 0.7% (Compton et al., 

2007). This prevalence rate translates into 192 of the 32,016 registered nurses in 

Alberta. In general, however, the prevalence rates for this disorder decrease with 

age, and the disorder is less prevalent in women (Substance Abuse and Mental 

Health Services Administration, 2008), suggesting the rate may be substantially 

lower among Alberta nurses. The central limit theorem allows sampling from 

non-normally distributed populations with approximately the same results as 

would be obtained if the population were normally distributed provided a large 

enough sample is taken. In most situations, a sample size of 30 is considered 

satisfactory (Daniel, 1995). Due to the anticipated prevalence of drug dependence 

in this population, it was determined that a sample would not be adequate to fulfill 

the purpose of this study and the population of nurses was polled.   

Survey Instrument 

The goal of a self-administered survey is to have each participant interpret 

the question in the same way, to want to answer the question, and to respond 

accurately. Measurement error occurs when an answer to a survey question is 

inaccurate, imprecise, or cannot be compared in any useful way to other 

respondents’ answers. It results from poor question wording and poor 
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questionnaire construction, and is of particular concern in self-administered 

surveys where direct feedback from participants about the challenges with 

completing the survey is less available (Couper, 2000).  

In this study, attempts to reduce measurement error included the use of 

standardized instruments where psychometric properties were tested in similar 

populations. A psychometric evaluation of the quality of an instrument is based on 

its reliability and validity (Loisell, Profetto-McGrath, Polit, & Beck, 2007). 

Reliability refers to the accuracy, dependability, and consistency when replicated 

with similar participants. Aspects of reliability include internal consistency, 

stability over time, and equivalence. The reliability of an instrument is considered 

supported if scores for the attribute under study are consistent when evaluated 

under similar conditions. A commonly used measurement for assessing reliability 

is the computation of correlation coefficients (e.g. Cronbach’s alpha) that measure 

the internal consistency of survey items intended to measure the same concept or 

phenomenon (Hazard Munro, 2005).  

Validity is the extent to which a survey accurately measures the intended 

construct (Groves et al., 2004). Face validity is the most subjective and least 

rigorous assessment of instrument validity, generally determined by experts in the 

substantive field. Content validity is the representation of a specific universe of 

content, and experts in the content area evaluate the questions for 

representativeness of all the questions that could be asked on the particular topic 

under study. Construct validity, the highest level of validity, refers to how well an 

instrument conforms to theoretical concepts concerning the entity under study. 
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Principles from Dillman’s tailored design method guided the appearance, 

format, and the order of the questions on the survey instrument. For the purposes 

of comparing the demographic profile with the total population of nurses, the 

demographic questions on the survey instrument were modelled on those of the 

CARNA annual registration form. The measures used to construct the survey 

instrument in this study are summarized in Table 1. Each of the individual 

measures that make up the instrument is then specifically described in terms of the 

variable under measurement. This description includes examples of the questions, 

scoring details, reporting on documented measures of reliability and validity 

(when available), and permission to use the instrument in this study.  

Table 1. Study Variables and Measurement Sources 
Variable Source 

Demographics CARNA Registration Renewal  
General health SF-12v12 
Chronic pain NSWHN 
Smoking status CTUMS 
Alcohol dependence / abuse AUDADIS – IV 
Drug dependence / abuse AUDADIS – IV 
Treatment AUDADIS – IV 
Nurse perceptions PNII 
Organizational support POS 

The Medical Outcomes Study Short-Form 12-Item Health Survey, version 

2 (SF-12v12) (Ware, Kosinski, & Keller, 1996) is widely used in population 

surveys and includes 12 questions on mental health, social functioning, and role 

emotional functioning. It is considered an appropriate scale for use in studies with 

large sample sizes that are concerned about survey length and in studies based on 

self-report of physical and mental health. An example of a question is, “In the past 
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four weeks, how much of the time has your physical health or emotional problems 

interfered with your social activities (like visiting friends, relatives, etc.)?” with 

response choices of “not at all,” “a little bit,” “moderately,” “quite a bit,” or 

“extremely.” Scoring is on a continuous scale with a mean of 50 points (expected 

value of 50 in the general population) and a standardized range of 0 to 100 points, 

with lower scores indicating more disability. The test-retest reliability has been 

supported in the United States (0.89) and in the United Kingdom (0.864). A four-

group test of validity yielded reliability variance (RV) rates ranging from 0.63 to 

0.93, reported to be good to excellent (Daniel, 1995). This instrument is 

copyrighted, and a license was purchased from Quality Metric for permission to 

use this instrument in this research project. 

The 2005 National Survey of the Work and Health of Nurses (NSWHN) 

examined links between the work environment and the health of nurses in Canada. 

It was the first national survey of its kind, and included questions about severity 

and the ability of pain to limit functioning of a nurse (Shields & Wilkins, 2006). 

These measures have also been used in the Canadian Community Health Survey 

(CCHS) (Tjepkema, 2004). In terms of pain, the first question screens participants 

for pain that restricts their normal activities within the last 12 months, and the 

next questions are descriptive. An example of a question is, “How would you 

describe your pain during the past 7 days?” with response choices of “no pain,” 

“mild,” “moderate,” “severe,” or “unbearable.” These questions were developed 

in consultation with Statistics Canada’s Questionnaire Design Resource Centre 

and were reviewed and tested in the field in pre-tests and focus groups in both 
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official languages (Statistics Canada, 2002). The survey instrument is in the 

public domain and readily available on the Internet.   

The Canadian Tobacco Use Monitoring Survey (CTUMS) is conducted 

nationally every six months to monitor the status of tobacco consumption and 

secondhand smoke exposure. Some of the questions from this survey have also 

been used in the CCHS (Tjepkema, 2004). An example of the five questions 

selected from the survey for use in this study is, “At the present time, do you 

smoke cigarettes daily, occasionally, or not at all?” As with the Canadian 

Community Health Survey, these questions were developed in consultation with 

Statistics Canada’s Questionnaire Design Resource Centre and were reviewed and 

tested in the field in pre-tests and focus groups in both official languages 

(Statistics Canada, 2002). The survey instrument is in the public domain and 

readily available on the Internet.   

The Alcohol Use Disorder and Associated Disabilities Interview Schedule 

(AUDADIS-IV) is a diagnostic instrument based on the DSM-IV-TR that 

measures substance use and other mental disorders. Construct and criterion 

validity as well as reliability for the AUDADIS-IV screen for substance use 

disorder criteria has been supported in numerous psychometric studies. These 

include clinical reappraisals conducted by psychiatrists in clinical and general 

population samples, as well as in several countries as part of the World Health 

Organization/National Institutes of Health International Study of Reliability and 

Validity (Chatterji et al., 1997; Cottler et al., 1997; Grant et al., 2004; Grant et al., 

2003; Grant, Hartford, Dawson, Chou, & Pickering, 1995; Hasin, Carpenter, 
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McCloud, & Grant, 1997; Ustun et al., 1997). Communication occurred with Dr. 

Bridget Grant to confirm that this instrument is in the public domain.  

The substance dependence/abuse scales are designed to assess when 

substance dependence/abuse has been experienced continuously or has repeatedly 

occurred in the last 12 months, or before the last 12 months, for the purpose of 

determining current or lifetime incidence of dependence or abuse. Substance 

dependence is measured according to seven indicators: tolerance to the effects of 

the substance; withdrawal syndrome; increased consumption over a period of time 

longer than intended; persistent desire or unsuccessful efforts to cut down or 

control substance use; important social, occupational, or recreational activities 

given up or reduced in favour of substance use; time spent in activities to obtain, 

use, or recover from the effects of the substance; and continuing to use the 

substance despite knowledge of having recurrent problems caused or exacerbated 

by its use. A positive response requires two or more symptoms of a dependence 

criterion associated with a duration qualifier of at least once during the past year, 

or at least one symptom of that criterion associated with a qualifier and must have 

occurred at least twice during the past year. If there are three or more positive 

indicators, the respondent is coded as dependent. If negative, further questions on 

four indicators for abuse are posed. These indicators include recurrent substance 

use resulting in failure to fulfill major role obligations at work, school or home; 

continued use despite social or interpersonal problems caused by substance use; 

substance use in physically hazardous situations; and substance use-related legal 

problems. If at least one indicator is rated as positive, the criterion for substance 
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abuse is rated as positive. Measurement of the response burden with these scales 

or their self-administered use in an Internet survey has not been discovered. In the 

section on treatment in this scale, two options were added to the question “What 

are your main reasons for not getting help?” that are specific to the nursing 

population and reflect the nursing literature on this topic. These were “I was 

afraid I would lose my job” and “was afraid I would lose my nursing registration.” 

After the question “Have you ever been reported to an employer related to your 

use of alcohol and/or other drugs,” a question was added to reflect the situation 

for nurses: “Have you ever been reported to a nursing regulatory body because of 

your use of alcohol and/or other drugs?”  

The Perceptions of Nursing Impairment Inventory (PNII) was developed 

in 1986 to measure nurse attitudes toward impairment. Pilot testing revealed a 

Cronbach’s alpha coefficient of 0.82. Using a principal components extraction 

method and varimax rotation, nine factors that satisfied a conventional criterion of 

eigenvalues greater than 1.0 were revealed. Cronbach alpha reliability coefficients 

were computed for the sets of items loaded on each factor. A reliability coefficient 

of at least 0.80 was reported for each factor’s set of items (Hendrix et al., 1987). 

The 32-item questionnaire measures the nine factors which were then entitled: 

disciplinary orientation, an orientation to help in the profession, distinctiveness to 

nursing dimension, an orientation to a need for awareness, treatability orientation, 

a belief in nurses’ ability to help, perception of the prevalence of impaired 

practice, orientation to impairment as illness, and the recognizability of nursing 

impairment. The responses for each item range on a four-item scale from 
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“strongly agree (1)” to “strongly disagree (4).” In this scale, the words State 

Board of Nursing were replaced with College and Association, and the term 

“supervisor” has been changed to “manager” to reflect terminology used in 

Alberta. The first author on that study is deceased and the University of Kentucky 

was contacted to confirm that this scale is in the public domain (there has been no 

response). A search of the other three authors at the University of Kentucky had 

no results. A Google search of the second author was inconclusive. The decision 

was made to apply this scale because the questionnaire has been published in its 

entirety for over 20 years, giving the appearance of being in the public domain, 

and because attempts to prove otherwise were futile.  

The Perceived Organizational Support (POS) scale (Eisenberger et al., 

1986) measures the breadth and consistency of an organization’s commitment to 

its membership on a seven-point Likert-type scale (1 = strongly disagree, 7= 

strongly agree). The shortened version used in this study includes the eight 

highest scoring items from the original 36-item scale, and has a reported 

reliability coefficient (Cronbach’s alpha) of 0.97 (Lynch, Eisenberger, & Armeli, 

1999). Questions 3 and 7 are reverse scored. Summing the scores on the 

individual questions provides a cumulative score with lower scores representing 

lower levels of perceived organizational support. The scale was modified to 

replace the word “organization” with “College and Association” and with 

“Union” in order that perceptions toward the three primary organizations affecting 

the nurses in this study could be measured. It was anticipated that the effect of this 
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change would be minimal. Written permission was received from Dr. Robert 

Eisenberger to use the POS scale in this study. 

The URL site and the format of the survey instrument were developed in 

conjunction with the Population Research Laboratory at the University of Alberta. 

This was guided by the Dillman design principles regarding page layout, question 

arrangement and visual consistency (Dillman et al., 2009). The items from 

AUDADIS-IV, CTUMS, and NSWHN were developed for telephone interview 

and the POS and PNII were developed for paper and pencil. Only the SF-12v12 

has been tested for computer use. In this respect, many of the questions on the 

survey will be presented here in a different format from their original design. The 

impact on the psychometric properties of these instruments by their use in an 

Internet survey is unknown. Additionally, the combination of survey questions for 

this study was unique. 

Procedure 

 Participants were recruited to the study through convenience sampling 

using multiple modalities. For the purposes of recruitment and improving 

response rates, multi-modal and multiple contacts connected communication 

regarding the survey with nurses in Alberta (Dillman et al., 2009). These included 

print media in the CARNA newsletter,16 UNA website notification,17 a notice in 

                                                
16 Alberta RN, February/March 2010, p. 30. 
17 http://www.una.ab.ca/news/archive/Nursing%20 Under%20the%20Influence 
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AHS Interchange18 with an active link to the survey, and three distributions to 

email addresses (see Appendix D).  

Email distribution of messaging regarding the research project required a 

number of steps. Annually, CARNA collates email addresses of members willing 

to receive information regarding research, but does not conduct email surveys on 

behalf of researchers. Release of these email addresses for research requires a 

detailed submission including a project description, evidence of ethical approval, 

and payment for associated costs. Once the 15,455 addresses were released to the 

University of Alberta Population Research Laboratory, distribution of notification 

of the study required the development of an email address for the study 

(nursvrve@ualberta.ca), which then allowed creation of a University of Alberta 

list serve account. For the purposes of creating another level of security, the 

management of these email addresses and list serve was placed in the domain of a 

staff member with the Population Research Laboratory and not accessible to the 

research team.  

With these multiple communication routes, some nurses became aware of 

the study through multiple modalities. Coverage error, a function of the mismatch 

between the target population and the frame population, is the single greatest 

threat to the validity of electronic surveys (Couper, Traugott, & Lamias, 2001). It 

occurs when the frame population does not provide to all the elements of the 

population an equal or known chance of being included in the sample survey. In 

this study, distribution of the survey link only to members of the nursing 

                                                
18 Posted February 25, 2010. 
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population who have previously agreed to be contacted regarding research and 

who have email addresses, would have excluded some members of the population 

from choosing to participate. By distributing the link to the URL address through 

Alberta RN, communication distributed to all nurses in the province, and this 

allowed provision for nurses who may not have received an email notification to 

opt into the research as this newsletter is circulated to the nursing groups within 

the study population. There may, however, have been nurses who did not read 

these publications or email requests, and other nurses might not have had the 

necessary computing skills and/or necessary equipment to answer the survey. 

There is a risk that these nurses were different from those who responded to the 

survey. 

Steps were included to reduce a participant’s ability to respond to the 

survey more than once. Upon access to the survey site, respondents were asked to 

create personalized passwords. This layer of security created a condition whereby 

only one response was allowed for each unique URL address. As respondents 

could have accessed the survey from alternative URL addresses, they were 

requested to complete the survey only once. The response burden demanded by 

the survey instrument also should have discouraged the willingness of participants 

to respond on multiple occasions. Furthermore, respect for the study process by 

nurses participating in this study was considered a reasonable assumption by the 

research team.  

 Upon receiving and opening recruitment emails, reading the notices in 

printed media, or accessing active links through the electronic media of CARNA, 
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AHS, or the UNA, nurses who chose to participate in the study were directed to 

the home page of the study using the hyperlink http://www.ualberta.ca/~nursvrve. 

The home page (see Appendix E) served as a greeting and performed the function 

of an information letter for the study. It provided contact details for further 

information about the study or more details regarding research participation. This 

page also provided an active link for entering the study site. After choosing to 

enter the study, participants were provided instructions (Appendix F) on how to 

complete the survey and directions for creating a confidential password should 

they decide to respond to the survey questions. As some participants may have 

been reluctant to complete a survey via the Internet or lacked the necessary skills 

or hardware, an option allowing the download of a hard copy of the survey for 

paper and pencil responses was provided. As a measure to mitigate risk associated 

with mail delivery in large institutions, a return address to a post office box that 

was accessible only to research team members was provided. 

 The University of Alberta’s Population Research Laboratory (PRL) linked 

this instruction page to a secure website located on the Faculty of Humanities 

server. This was where the electronic version of the survey instrument was 

located. For the purposes of Internet posting, the survey instrument was 

transcribed into Survey System 10 by staff at the PRL. As this program restricted 

the length of characters allowed, many questions on this survey instrument had to 

be created in the program Endnote for uploading into Survey System 10. A 

number of skips, developed using Interview Logic, had to be programmed into 

this electronic survey. For example, one question asked: “In your lifetime, have 
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you smoked a total of 100 or more cigarettes (about four packs)?” A negative 

response skipped the respondent from further questions about smoking. The 

survey program did not require participants to respond to a question in order to 

proceed to the next. Another link was developed so that participants could save 

the survey for future completion. The final link connected participants, upon 

survey submission, to the University of Alberta Faculty of Nursing homepage. 

Expert Review, Group Interview, and Pilot Test 

 For the purposes of testing the study procedures, supporting the validity of 

the survey instrument, and measuring the response burden with this target 

population, three additional measures were undertaken. These included an expert 

review, group interview with peers, and a pilot study.  

 Five content experts external to the research team reviewed the survey 

instrument for the purposes of assessing face validity and completeness of the 

questionnaire (Mishel, 1998). This panel included one expert in survey methods in 

this content area, Dr. Joan Brewster; a national expert on the management of 

addiction among physicians, Dr. Mike Kauffman; the Complaints Director with 

CARNA, Ms. Sue Chandler; a Labour Relations Officer with the UNA, Mr. 

Murray Billett; and a psychologist treatment provider for nurses with substance 

use disorders in Alberta, Dr. Jim Caniff. These experts were interviewed 

individually for feedback about the appropriateness and order of the selected 

measures, and the completeness, feasibility, and acceptability of the questionnaire 

(see Appendix G). Prior to these discussions it was acknowledged that the pre-

established reliability and validity of the instruments selected for this survey 
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precluded substantive changing of scales and wording of questions. Four of the 

five experts expressed concern regarding the length of the instrument, wondering 

if a shorter scale was available for accessing substance use disorders. One 

indicated that it was fortuitous that this survey was with nurses, as in his opinion 

they were the only health providers who may be willing to complete such a 

lengthy survey. A methodological suggestion that was acted upon was to ask age 

in years rather than in the CARNA age groupings. Three expressed surprise that 

there were no questions on the instrument regarding specific drugs of choice. 

Another wondered if there should be questions about the home environment with 

a special emphasis on spousal abuse.  

A group interview with seven nurses (six female and one male) was held 

on September 8, 2009, provided feedback on survey directions, appearance, 

readability, ordering, flow, and response burden (Group Interview Outline in 

Appendix H). These members were not recruited; they self-identified upon 

hearing the nature of the study and offered to assist with the research. 

Participants’ backgrounds included one baccalaureate prepared nurse who had not 

practiced for over 20 years, two registered nurses currently in graduate nursing 

studies, one doctorate prepared nurse with a special interest in “nurse addicts,” a 

registered nurse with over 30 years’ experience who was contemplating leaving 

the profession, a psychiatric nurse working frontline with less than 10 years’ 

experience, and a master’s degree prepared nurse working in administration and 

program development. At that time, the title of the study was Hidden wounds and 

perceptions of support: A study on the health of Alberta nurses, a title 
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overwhelmingly disliked by group participants. More openness and transparency 

about the purpose of the study was suggested to prevent a feeling of betrayal 

when entering the questions about substance use. This was also the rationale given 

for moving all the demographic questions to the beginning of the survey. 

Particularly disturbing for the group participants were questions about lifetime use 

of substances. As this study is about nurse health and its environment, group 

participants felt it was exploitive to ask about events that may have occurred 

before entry into nursing. This group also provided detailed suggestions regarding 

wording, flow regarding communication of the study, and the survey instrument. 

Pilot testing of the implementation procedures and the proposed 

questionnaire was considered necessary to identify process problems and to 

determine the readiness for implementation. Pilot testing can provide an estimate 

of the response burden for recipients, identify non-response problems, indicate 

whether individual questions and scales appear to be working, as well as indicate 

whether or not the linking between email, home pages, password development, 

and programming for individual survey questions are working (Dillman et al., 

2009). Internet surveys cannot be controlled in the same manner as other survey 

modes as they are dependent on the respondents’ individual computer set-ups. 

Different browsers (e.g. Firefox and Safari), different systems (e.g. Windows or 

Mac), and the ages of machines and programs can methodologically interfere with 

the survey implementation.  

For these reasons it was considered important to test the survey using 

various technological configurations, including a measurement of the download 
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time for the instrument, functionality of the survey programming, data entry and 

uploading, as well as testing of the database. Twenty-one nurse volunteers were 

asked to test the study procedure and questionnaire and to note their impressions 

of the email invitation, the home page, and the survey. In order to test the full 

survey, volunteers were asked to complete the survey from different locations, 

note the download time between pages of the survey, as well as the time taken to 

complete the questionnaire, send their survey responses to the server, and provide 

their impressions of the process (see Appendix I). These nurse volunteers were 

asked to enter hypothetical responses, and the data were not kept. This decision 

was made in acknowledgment of the sensitive nature of the questions and in 

recognition that the purpose of the pilot study was to provide a mechanism for 

ensuring the survey system was fully functional.  

Collation of feedback from the expert reviews and group interview was 

recorded into a diary of decisions regarding changes to the survey communication 

and process (see Appendix J). Key recommendations from these three endeavours 

included renaming the study Nursing under the influence: Understanding the 

situation of Alberta nurses. The rationale for this change was to increase the 

transparency of the purpose of the survey. It was also decided to restrict analysis 

to the last year of substance use as participants considered it unethical to include 

actions that may have preceded entrance into nursing. All of the demographic 

questions were moved to the beginning of the survey for respondents to determine 

their risk of identification before proceeding to the sensitive questions. Finally, 

the questions on perceptions of organizational support were moved to the end as 
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opposed to the beginning of the survey as these were considered motivational for 

nurses to continue through to completion. There were also editorial adjustments of 

spelling, grammar, and formatting. 

The pilot test resulted in a mean completion time of 26.6 minutes, an 

amount that may be a considerable time burden for some busy health 

professionals. A substantive reduction of this burden would have occurred with 

the use of the MINI International Neuropsychiatric Interview 6.0.0. The 

associated cost of approximately $120,000 was prohibitive for a student project 

(see Appendix K). After careful consideration of the feedback from these 

processes, decisions were reflected in revisions to the email notices, home page 

and instruction page, and the final survey instrument (Appendix L).  

Ethical Considerations 

The stigma associated with addiction, the vulnerability of nurses with 

substance use disorders, and the sensitive nature of the issue for professional 

image, demanded vigilance to confidentiality with the approaches for gathering 

data in this study. The project design was developed in consideration of this 

overarching concern as demonstrated in the decision to reject personal 

identification numbers for self-generated passwords and considerations for 

developing trust with the researchers. 

The communication with Alberta nurses emphasized that the research was 

through the University of Alberta and that the project had received ethical 

approval, and it identified the research team. It was also noted that, while the 

project received funding from the United Nurses of Alberta, the raw data would 
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not be shared with this or any other group, including the College and Association 

of Registered Nurses of Alberta and Alberta Health Services. Participants were 

informed that the survey design made provisions for them to opt out of 

completing any item on the questionnaire and continue with the next. As some of 

the questions were of a sensitive nature and responding may have caused self-

reflection, the Support Network19 was identified as a source for more information 

or help seeking for distress arising from completion of the survey. 

The PRL was retained for the purposes of offering the highest level for 

protection of the anonymity of the participants and security of the research data. 

With Internet surveys, it is possible to track entry of participants through their IP 

addresses. The PRL stripped the data of any identifying characteristic before its 

release to the research team. Furthermore, the demographic questions on the 

survey were limited to the measures required to compare the survey sample with 

the population of nurses in Alberta. Findings will be presented only as grouped 

data to remove any distinguishing characteristics, and this is in order to provide 

anonymity to the participants (CIHR, 2005). 

A decision was made to exclude the provision of a formal consent as this 

was determined to provide an extra layer of response burden for participants and to 

eliminate another avenue to identify otherwise anonymous respondents.  Rather, 

participants were informed on the home page of the survey that submission of the 

survey would imply consent to participate in the study. Preclusion of formal 

consent is considered customary in survey research (CIHR, 2005). 

                                                
19 http://www.thesupportnetwork.com/ 
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This proposal was submitted for ethical approval to the Health Research 

Ethics Board, Panel B (Health Research) at the University of Alberta. Ethical 

approval for the study was received on August 26, 2009. Amendments to the 

study, resulting from the expert review, group interview, and pilot test, were 

approved as an administrative change on December 4, 2009 (Appendix M). 

Summary 

A cross-sectional Internet survey design was selected to fulfill the study 

purpose of improving the understanding of the situation of nurses in Alberta with 

respect to substance use disorders and the context in which these occur. Dillman’s 

tailored design method guided considerations of rewards, costs, and trust. 

Questions for the survey instrument were selected from existing psychometrically 

evaluated instruments. For the purposes of supporting survey reliability and 

validity, an expert review, group interview, and pilot study were undertaken. 

Feedback was incorporated to the extent feasible and submitted for review to the 

University of Alberta’s Health Ethics Research Board, Panel B. As this is a study 

of a vulnerable population about a sensitive issue, a decision was made not to 

track survey responses and to restrict demographic questions for the purposes of 

minimizing the risk of exposure. Due to the sensitive nature of the research and 

the vulnerability of the population, a response rate to the survey of less than 30% 

was anticipated. A power analysis was conducted and estimated that a sample size 

of 2,480 was required for the statistical analysis to be meaningful and large 

enough to detect errors. The next chapter reports on the research findings 
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including feedback to the study, the participant profile, and testing of the five 

study hypotheses.  
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CHAPTER 4: RESULTS 

This cross-sectional Internet survey asked nurses in Alberta about their 

general health, substance use, perceptions of nurse impairment, and perceptions of 

the supportiveness of their employer, college and association, and union. This 

chapter is opened with a report on the timeframe for data collection, feedback 

received regarding the research, and the profile of study participants. The five 

research hypotheses are then addressed through analysis of the study findings 

using descriptive statistics, tables, and graphs. When describing the responses to 

questions on Likert scales, some of the categories are grouped for clarity. 

Comparisons between groups are made using statistical techniques of chi-square 

testing for categorical data and t-tests for continuous variables. For determining 

the relationships between two variables, a conventional p-value of 0.05 is used to 

determine whether findings are statistically significant.  

Data Collection Timeframe 

The survey was launched on February 8, 2010, via distribution through the 

list serve to 15,222 email addresses obtained from CARNA. An article describing 

the survey was published in the February 2010 edition of Alberta RN (CARNA, 

2010, p. 30). A posting was placed in the members’ area of the UNA website 

from February 22nd until April 27th. AHS published a two-line notice with active 

link to the survey in AHS Interchange on February 25th. On March 3rd, there 

were 1,400 responses to the survey. The first reminder email was sent on March 
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4th via the list serve. The late start to the survey created a conflict for the PRL as 

they were contracted to distribute another survey to nurses at the end of March 

and did not want participants to confuse the two research projects. For this reason, 

the final message was distributed somewhat earlier than anticipated through the 

list serve on March 10th. As the survey required substantive effort from 

participants, it was decided to keep the site open for participants who may not yet 

have been able complete their responses. The last entries were received on May 

25th and the survey site was closed on June 2nd. During the study period, 32 

hard-copy surveys were received in the post office box. These were manually 

entered by the student researcher into the secure website, and were identifiable to 

PRL staff members as the passwords were Data Entry 1 through Data Entry 32.  

Feedback to the Study 

During the data collection period, some nurses contacted the research team 

through email messages, hand written letters and telephone calls. There were two 

requests to be taken off of the distribution list and three nurses asked how the 

researchers obtained their email addresses. These responses motivated revisions to 

the reminder and final notices to address the source of email addresses and ethical 

approval for this amendment was received March 4, 2010 (see Appendix M). 

Although both the reminder and final messages expressed appreciation to those 

who had already participated in the study, many nurses replied to this email to 

indicate that they had already completed the survey. There were 12 email 

messages expressing refusal to participate in the study with one articulating, “I 

don’t want to participate in this study, gentle reminder or not.” These messages 
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did not indicate their concern was that they had been identified as possible 

substance users. One nurse said the consent was given to CARNA for the 

purposes of receiving information about research but not to be solicited to be 

actively involved in research. One responder wondered why letterhead was not 

included on the email notice. As images on email messages may restrict 

individuals with older equipment and programs to view the message, Dillman and 

colleagues (2009) recommend omitting their use, and the decision was made not 

to modify with imaging. 

In total, there were 68 indications for non-response provided including 26 

vacation responses, 13 non-functioning email addresses, and 10 indicated they 

were out of country or province. Another 10 gave specific reasons to not respond 

including a death in the family, not having an addiction, not having time to 

respond due to being on maternity leave, recently having had surgery, and a 

complex fracture. One nurse expressed frustration with an inability to ever find 

nursing work, although this is a “first world nation,” so did not have the 

experience of being a nurse and thus felt precluded from responding. One 

response indicated the nurse was away and signed “Her husband.”  

Technical difficulties with programming were confronted by a few nurses. 

One respondent reported that “Each time I get to the 63% completed page, the 

survey freezes up and I can’t go beyond that.” Another tried three passwords but 

indicated they had already been taken. One indicated having three unsuccessful 

attempts to submit. Staff members with the PRL responded to these messages and 

guided participants beyond these hurdles. 
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Concern was expressed about the intent of the research. One nurse 

indicated,  

I am a recovering alcoholic, have not ever gone to work impaired 
in any way, even if I have a cold, as in my mind I am not able to 
concentrate. Some of the questions feloniously in my opinion 
asked questions as if the respondent had gone to work impaired…. 
I approve of your research, but please be careful of felonious 
questioning as it just makes the questioner seem like an amateur.  

Another said,  

My most serious concern arises when I see the name of the 
professional association noted (i.e. CARNA). Will the information 
arising from your study be used to formulate policy or will it be 
used to make across the board judgments about nurses? Answers 
that include “ever in a lifetime” allow for generalizations made on 
the basis of one occurrence. As a result, the risk is painting one’s 
colleagues with a black brush that should not be used and of 
establishing policy on the basis of highly infrequent occurrences.  

At least three others also expressed confusion with making the choices of “never,” 

“ever in entire life,” and “in the last 12 months” with their responses regarding 

substance use. 

There were comments about the quality of the research instrument. One 

nurse wrote, “I tried to do this survey but it is very poor and doesn’t make any 

sense in some sections, so I decided to stop. Please review your survey. I would 

be happy to give you more feedback.” Another gave very extensive feedback:  

I must admit to having serious reservations about some of the 
questions and the use to which the answers will be put. For 
example, in the section on perceptions of impairment, there were 
double-barrelled questions which [sic] did not allow for mutually 
exclusive responses. A specifically difficult question was the one 
in which the statement was something like “a manager has the 
responsibility to immediately dismiss an impaired employee and 
report her to the professional body.” There are two components to 
that question: one about immediate dismissal and one about 
reporting to the professional association. One might disagree with 
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part one but agree about part two. How does one then answer the 
question? One must ask the question, has this survey been 
subjected to any psychometric evaluation? The questions of 
validity and reliability are always pertinent. 

One nurse observed that the questions were quite general to addiction and 

recommended further establishment of the motivation for use of substances by 

nurses. In this nurse’s experience, pain control related to workplace injury 

was a huge problem. I became discouraged because my 
professional livelihood was threatened. My previously very active 
lifestyle had now completely stopped. I started gaining weight due 
to lack of exercise. I couldn’t exercise due to extreme pain. 
Eventually it felt like doctors, friends, peers, and family began to 
question my emotional stability—wondering if I was exaggerating. 
They were tired of hearing about my back pain. I felt alone, 
powerless, and helpless. My nursing career took a different 
direction following my back injury. I could not lift, turn, or transfer 
patients. After a short while I realized that bedside nursing was no 
longer an option for me given my back injury. As a result, I moved 
into administration. To this day, I have difficulty doing housework, 
vacuuming, carrying a laptop computer, groceries, or a large purse. 

Another wrote a letter describing having left a position due to untenable 

workplace bullying, and how the new position requires skills not used for over 30 

years. This nurse is now experiencing “sky rocketing BP” requiring medication 

and such anxiety that a nurse-colleague provided five Ativan “just in case I find 

myself in an unmanageable position. To date, I have not touched them. Hopefully 

with the great support that I get from friends and family, I will be able to continue 

to cope.” 

An occupational health nurse expressed opinions regarding regulatory 

licensure restrictions and access to treatment for nurses with addiction by noting, 

There is a significant difference between impairment and 
dependency, and how that pertains to the Charter of Rights and 
Freedoms. I do a lot of work in Disability Management and while 
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impairment on the job is certainly the basis for discipline there can 
be legal repercussions for taking punitive action in the presence of 
an alcohol or drug dependency situation without offering or 
providing for appropriate rehabilitation and treatment—this is 
referred to generally as the “three strikes rule.” I would have a hard 
time with CARNA suspending a nurses’ license because she has a 
hangover. I would also have a hard time with suspension of license 
for the first offense of “impairment” on the job, however, after 
three such incidents then I believe that CARNA does have a 
responsibility to intervene. However, any decent employer 
progressive discipline policy should suffice. I am not sure CARNA 
should have a part to play until after the nurse fails the three 
opportunities. What concerns me more is the general lack of 
funding/financing for residential treatment programs … often this 
falls outside the benefit plans and is left to the individual. I am not 
sure this is appropriate. The private sector tends to take care of the 
costs.   

The process of responding to the survey provoked some further thought 

about the issue. After responding to the survey during a night shift break, one 

nurse reflected on his/her experience and, in the early morning hours, sent this 

message:  

I filled out the survey and then I started to think about those that I 
have known over the years with a substance abuse problem. Oddly 
enough, I have known two nurses and two doctors. Both nurses 
were fired shortly after being caught. Both of the physicians have 
been caught more than once and they are still working. So how 
does that work? I don’t know if that makes any difference in your 
survey … just something to make you go … hmm. 

Some nurses suggested topics for related research. One said that the 

biggest “influence” that I see nurses working with is tiredness. I’d 
like someone to address this issue at some point. To be at work and 
be so tired you feel like vomiting, you can’t think straight and you 
really just don’t care anymore. This is really demoralizing and 
dangerous and it influences far more nurses than drugs or alcohol 
combined.  
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Another indicated that impaired practice was occurring due to organizational 

restructuring as nurses were placed in positions they were unable to perform. One 

articulated,  

I jumped at the chance to help understand the health of working 
nurses. What I would like to see developed is something not 
completely related to drug or alcohol abuse. While I don’t use 
either to relieve my concerns, I do experience extreme levels of 
stress and that has seriously affected my health through the 
development of hypertension. In the last two years my ever 
increasing workload has led to periods of acute stress where my 
heart rate stays at 95-100 bpm and is only relieved by actually 
leaving the building to a place of relaxed pace. The tendency of the 
employer is not to examine workload or system stressors but to 
“blame” the individual. Illness is ever present in my colleagues—
cancer, pleural effusions, fractures, and while what caused these 
ailments is not blamed on the workplace, finding the time to heal is 
indeed a challenge. Very few take time off to heal—we are too 
busy—and when they do, the workload of those left increases 
substantially. Somehow, we need to understand these stressors and 
their effects on the health of nurses. Thank you for the opportunity 
to express my thoughts.  

Five months following the survey’s closure, another nurse contacted the 

researchers about support for return to work following recovery saying,  

I responded to your survey on addiction in nursing. Subsequent to 
that I have been on suspension from my position, been through a 
treatment program, and am now struggling to prove that I have the 
capability to return to a nursing position and function well. I have 
found an incredible amount of prejudice in my journey…. Any 
websites, articles, etc. that you could recommend would be very 
helpful in my recovery and perhaps even in my quest for a return to 
work.  

It was possible to provide some materials and connect this nurse with a labour 

relations officer with the UNA, as well as two recovered nurses in geographical 

proximity, for support. 
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Study Data 

The Population Research Laboratory cleaned the study data of duplicate 

responses by checking passwords as well as IP addresses. These identifiable 

characteristics were stripped before export out of their database onto a memory 

disk in a Statistical Package for Social Sciences (SPSS) data file. The student 

researcher witnessed PRL staff destroy the file containing email addresses that 

had been received from CARNA, erasing it from the staff member’s computer, 

backup drive, and survey administrator account on Mailman with the University 

of Alberta. Data analysis was conducted using the program PAWS Statistics 18 on 

a MacBook Pro computer.  

Due to the study procedure, the calculation of an accurate response rate is 

inexact. CARNA released 15,405 email addresses of members to the PRL, 

removal of duplicate addresses reduced the distribution list to 15,220, and the 68 

reasons provided for non-response reduced this number to 15,153. With 4,187 

returns, a response rate of 27.6 % is indicated. An unknown number of individuals 

on this distribution received the message more than once as individuals may have 

more than one email address (for example, the student researcher received the 

message at dkunyk@mac.com and diane.kunyk@ualberta.ca). It cannot be 

assumed that each individual on the email distribution list opened the messages 

about the study. Some may have been on leave from work or on vacation, 

preventing access to their work email accounts, others may have had computing 

challenges, and others may not routinely read their email messages. Within the 

returned surveys may be responses from nurses not on the email distribution list 



78 
 
who learned of the survey through AHS Interchange or through the UNA website. 

For these reasons, it is difficult to estimate an exact response rate. 

For the purposes of screening and cleaning, both categorical and 

continuous variables were checked for errors including duplicate cases, out of 

range values, valid and missing cases, and survey completion. A decision was 

made that cases that did not continue in the survey beyond the first screening 

question for alcohol use did not provide enough data for inclusion in the study. 

The rationale for this decision was that as the self-identification of substance use 

disorders was determined by the use of a scale, a single response was insufficient 

to fulfill the study purpose. These cases were removed to a separate file, reducing 

the sample size to 4,064 subjects. Accuracy of survey data was also reviewed for 

type of variable, variable labels, label values, and missing values. An inaccuracy 

was noted in the question on social function in the SF-12v12 whereby the label 

values were reversed with the scale. This was accommodated in data analysis. 

One of the 32 questions on the PNII had been inadvertently omitted: “When a 

nursing supervisor suspects that a nurse is impaired, he/she has a responsibility to 

help that person receive assistance.” It was also noted that there were 1,931 

respondents screened out of the questions on drug use who should have been 

skipped by the computer program to the five questions on treatment. An error 

occurred and these subsets of respondents were skipped out of the treatment 

questions. These questions were the following: “Have you accessed an employee 

assistance program (or similar workplace based benefit program) in relationship 

to your use of alcohol and/or drugs?”, “Have you accessed leave from work with 
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some benefits while you received treatment for alcohol and/or other drugs?”, 

“Have you accessed leave from work without any benefits while you received 

treatment for alcohol and/or drugs?”, “Have you been reported to an employer 

related to your use of alcohol and/or drugs?”, and “Have you been reported to a 

nursing college related to your use of alcohol and/or drugs?” 

The missing values in the dataset range from a low of  .1% for one of the 

demographic question (“What is your employment status?”) to a high of 8% for a 

PNII question (“Does impairment occurs less frequently in nursing than in other 

health-related fields?”). Of the 173 questions on the survey, 147 (84.9%) had 

missing values less than five percent. Those with missing values between 5% and 

8% included 11 of the 32 PNII questions, seven of the eight questions in the POS 

scales for the college and association, and all eight of the POS questions for the 

union; these were all questions located at the end of the survey. The introduction 

to questions on the union indicated that, if not currently a member, the respondent 

could reflect on previous experiences with one. There are registered nurses in 

Alberta who may never have been a member of a union and may have been 

excluded from answering for this reason. 

Missing values require management for the purposes of calculations and 

mean substitution was selected. Mean substitution assumes the answers of items 

for non-respondents are the same as those responding and has the effect of 

artificially decreasing the scores for individual values: this effect is proportional 

to the number of missing data. True answers from non-respondents would have to 

be very divergent from those answering the questions to affect distributions when 
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missing values are fewer than 5% (Fowler, 2009), as was the case for all but 13 

questions on this survey. The mean substitutions were rounded to the nearest 

whole number, with those above .5 rounded up, as the variables under study were 

whole measures. For the purposes of data analysis, it was determined that the 

scales used in this study would be treated as continuous data. 

Description of the Sample 

The mean age of the 4,064 respondents in this survey was 44.24 (SD 

11.66) years with a range of 21 to 77 years. More than half of the respondents 

(2,525, 60.7%) were 41 years or older. The gender distribution (x̄ 1.95, SD .22) in 

this sample was predominately female (3861; 95%). Of the five categories for 

registration status (x̄ 1.04, SD .34), the largest numbers of respondents (3,957; 

98%) identified the category that included registered nurse and nurse practitioner. 

In terms of the six educational categories (x̄ 2.39, SD 1.22), over half of the 

sample (2,162; 52.8%) reported having a baccalaureate degree; the next largest 

educational category was a diploma in nursing (1,527; 37.3%), followed by a 

master’s degree (373; 9.2%), with the smallest category being nurses (32; 0.8%) 

with doctoral preparation (Table 2). 
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Table 2. Profile of Participants (n=4,064) 

Variable Frequency Percentage 
Age   
    51 or older  1393 34.3 
    41 to 50  1132 27.9 
    31 to 40  850 20.9 
    30 and under  689 17.0 
   
Gender   
    Female 3861 95.0 
    Male  203 5.0 
   
Nursing Registration Status      
    Registered Nurse or Nurse Practitioner 3925 98.0 
    Registered Psychiatric Nurse 27 0.7 
    Non-practicing Nurse 22 0.5 
    Retired Nurse 22 0.5 
    Certified Graduate Nurse, Temporary  
    Permit Holder or Courtesy Permit Holder 11 0.3 
   
Nursing Education    
     Diploma in nursing 1527 37.3 
     Baccalaureate not in nursing 142 3.5 
     Baccalaureate in nursing 2020 49.3 
     Master’s not in nursing 162 4.0 
     Master’s in nursing 211 5.2 
     Doctorate not in nursing 16 0.4 
     Doctorate in nursing 16 0.4 

 

Table 3 displays proportions of nurses by five categories of nursing 

positions (x̄ 1.63, SD 1.18) and thirteen categories of employment status (x̄ 2.24, SD 

2.24). Patient care was identified by 2,863 (70.4%) respondents as the primary 

nursing responsibility for their current or last held nursing position. Administration 

(455; 11.2%) was the next most frequently cited category, followed by education 

(376; 9.3%), research (55; 1.4%), and finally other duties (301; 7.4%). In this 

sample, most participants (3,326; 81.7%) worked in nursing on a regular basis, with 

slightly more of these in part-time (1,671; 41.1%) as compared with full-time 

(1,655; 40.6%) positions. Of nurses working on a casual basis, most worked part-
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time 394 (9.7%) in contrast to full-time 76 (1.9%). There were 107 (2.6%) nurses 

who were either not employed, employed outside of nursing, retired, or disabled, 53 

(1.3%) of whom were looking for a nursing position. At the time of this survey, 160 

(4.0%) nurses identified being on a leave of absence from their positions due to 

reasons related to maternity/family (90), injury (10), education (19), mental illness 

(4), other illness (33), and substance use (6).  

Table 3. Position and Employment Status of Participants 
Variable Frequency Percentage  

Primary Position    
     Direct Patient Care 2863 70.4 
     Administration 455 11.2 
     Education 376 9.3 
     Research 55 1.4 
     Other 301 7.4 
   
Employment Status   
       Regular   
                     Part-time 1671 41.1 
                     Full-time 1655 40.6 
       Casual   
                    Part-time 394 9.7 
                    Full-time 76 1.9 
        Employed outside of nursing   
                    Not seeking nursing employment 23 0.6 
                    Seeking nursing employment 5 0.1 
        Not employed   
                    Not seeking nursing employment 10 0.2 
                    Seeking nursing employment 48 1.2 
                    Retired 18 0.4 
                    Disabled 3 0.1 
        On Leave    
                    Maternity or family 90 2.2 
                    Education  17 0.5 
                    Injury 10 0.2 
                    Mental illness 6 0.1 
                    Substance use 4 0.1 
                    Other illness  33 0.9 
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A comparison of the demographic profile of the study sample was made 

with the CARNA membership on September 30, 2009 as reported in their annual 

general report (Table 4). Overall, modest differences between these groups were 

noted. With 62.2% aged 41 years or older, study participants were older when 

compared with the 58.1% within the CARNA membership. To some extent, the 

sample had more advanced education with 54.9% holding baccalaureate degrees 

in nursing or higher when compared with 52.6% within the CARNA membership. 

In terms of registration status, there were more registered nurses in the study 

(98%) compared with those reported within the CARNA population (96%). 

Furthermore, there was a higher rate of nurses working in regular nursing 

positions (81.7%) in the sample when compared with the CARNA (79%) 

demographics.  

The majority of respondents (2,904; 67.5%) first became aware of the 

survey through a means of contact related to CARNA, including email addresses 

for the list serve distribution and a notice in Alberta RN. This was followed by 

those UNA sources, particularly Facebook and UNA Stats, for 1,055 (24.5%) of 

respondents. A further 90 (2%) of respondents indicated their awareness was due 

to AHS Interchange. Other sources, notably colleagues, were listed for 223 (5%) 

respondents. Participants were able to identify more than one response. 
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Table 4. Comparison of Study Sample with CARNA Population  

 
Source: CARNA. (2010). Expert caRiNg – RNs make a difference: CARNA Annual Report, 
2008/2009, pp. 28–29. 
 
a Population of CARNA members = 32,866 
b Sample size = 4064 
c CI (Confidence Interval) 
dCARNA categories are by the highest level of nursing education. Participants identified with 
degrees not in nursing were categorized into diploma in nursing. 

 

 

 

Variable Populationa (%) Sampleb (%)  95% CIc 

    
Age    
    51 or older  33.9 34.3 32.8, 35.7 
    41 to 50  24.2 27.9 26.5, 29.2 
    31 to 40  23.2 20.9 19.7, 22.2 
    30 and under  18.7 17.0 15.8, 18.1 
    
Gender    
    Female 95.0 95.0 94.3, 95.7 
    Male  5.0 5.0 4.3, 5.7 
    
Nursing Registration Status       
    Registered Nurse or Nurse     

Practitioner  96.0 98.0 
 

97.6, 98.4 
    Registered Psychiatric Nurse .0 .7  
    Non-practicing nurse .1 .5  
    Retired Nurse 0 .5  
    Graduate Nurse, Temporary  
    Permit Holder or Courtesy Permit 
Holder 3.5 .3 

 

    
Nursing Educationd     
     Diploma in nursing 47.9 45.2 43.5, 46.5 
     Baccalaureate in nursing 48.2 49.3 47.9, 50.5 
     Master’s in nursing 3.4 5.2 4.3, 5.7 
     Doctorate in nursing <1.0 .4  
    
Employment status    
       Regular    
                     Part-time 41.8 41.1 39.5, 42.5 
                     Full-time 37.2 40.6 38.5, 41.5 
       Casual 13.6 11.6 11.0, 13.0 
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A health profile of the sample was generated through the SF-12v12 Health 

Survey. A reliability analysis of the 12 items on this scale generated a Cronbach’s 

alpha of .987. Eight subscales were generated through a process which included 

recoded values for reverse scored items, computing raw scale scores, transforming 

raw scales scores to 0-100 scales, applying z-score transformation formulas, and 

transforming z-scores into norm-based (x̄ 50, SD 10) scores. These subscales are: 

Physical Functioning, Role Physical, Bodily Pain, General Health, Vitality, Social 

Functioning, Role Emotional, and Mental Health. From correlations of these 

subscales, two health summary measures were calculated; one for physical and 

another for mental status. With these calculated subscales and health summary 

measures, based on respondents’ answers about their health in the past four 

weeks, findings from study participants can be compared to the general 

population using U.S. derived standards. The appropriateness of standard U.S.-

derived scoring algorithms has been demonstrated in nine countries: Denmark, 

France, German, Italy, the Netherlands, Norway, Spain, Sweden, and the United 

Kingdom (Ware, Kosinski, Turner-Bowker, & Gandek, 2002). A norm-based 

score above or below 50 can be interpreted as one that is above or below the 

general population norm. Figure 1 displays the calculated norm-based scores 

derived from U.S. standard scores with a mean of 50 (SD 10) for the 4,064 

respondents who completed this scale.  
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Figure 1. Sample and Population Norm-Based SF-12v12 Scoresa 

 
a Norm: Source for the general population norms is the User’s Manual for the SF-12v12 Health 
Survey and was estimated from responses to the National Survey of Functional Health Status 
(1998).  

Legend: PF (Physical Functioning), RP (Role Physical, BP (Bodily Pain), GH (General Health), 
VT (Vitality), Social Functioning (Social Functioning), Role Emotional (RE), MH (Mental 
Health), PCS (Physical Composite Score), MCS (Mental Composite Score) 

Overall, nurses rated their health (Score=50.74; SD 8.73) about the same 

as the general population. They identified functioning at about the same as the 

general population for their energy levels (50.90; 8.73), as well as with pain 

interfering with their normal work both inside and outside the home (50.51; 8.72). 

Their performance of work, home, and school activities was less limited 

physically than the general population (51.52; 8.00) but more limited due to 

emotional reasons (49.25; 9.33). Similarly, their self-ratings of physical function 

(52.52; 7.00) were higher while their ratings of mental health (48.72; 9.28) were 

lower than those of the general population. This is reflected in the summary 

physical health component summary score (52.51; 7.77) and the summary mental 

health component summary score (48.22; 10.09), suggesting a more compromised 
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mental health status of the nurses in this study as compared with the general 

population. A similar pattern emerged when examined by age grouping and 

gender. These calculated norm-based scores are available in Appendix N. 

In addition to the question in the SF-12v12, three further questions were 

posed on pain in the last year. Of those respondents indicating having experienced 

pain in the last year (x̄ 1.52, SD .5), almost half (1,962; 47.8%) indicated this pain 

had restricted their normal activities. Within the four choices asked of this subset 

(x̄ 1.73, SD .70) indicating having activity restrictions, 1,136 (57.8%) indicated 

that their pain had limited or reduced their ability to practice nursing some of the 

time and 85 (4.3%) found this to be the case most or all of the time. Among the 

respondents reporting having experienced pain in the last year describing the 

source of their pain (x̄ 2.38, SD .75), 326 (16.6%) described work-related factors 

and 1,075 (54.9%) reported both work and non-work related factors to be the 

cause of their pain. This left 557 (28.4%) who indicated their pain had no 

relationship with work.  

When asked if smoking daily, occasionally or not at all (x̄ 2.83, SD .51), 

there were more former smokers 1,134 (29%) than current 436 (10.7%) smokers. 

Of the 253 (6.2%) reporting daily smoking, 150 (59.7%) consumed their first 

cigarette within 30 minutes of waking and 125 (49.8%) of these smoked between 

11 and 30 cigarettes per day. For those self-reporting as occasional smokers, the 

frequency of smoking ranged from once a month or less often for 52 (28.7%), to 

five to six days per week for 22 (12.2%). 
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Analysis of Research Hypotheses 

 The next sections of this chapter will specifically address the five 

hypotheses identified for testing in this study. When a scale is used to answer a 

hypothesis, the Cronbach’s alpha calculated for this study is presented. 

Comparisons between groups were made using statistical techniques of chi-square 

testing for categorical data and t-tests for continuous variables. For determining 

the relationships between two variables, a p-value of 0.05 was used to assess 

significance (Altman, 1991). When describing responses to questions on Likert 

scales, some of the categories were grouped for clarity.  

Hypothesis 1  

The first hypothesis stated self-rated prevalence of alcohol and drug use 

disorders based on DSM-IV-TR criteria of Alberta nurses who respond to the 

survey will be similar to the prevalence reported for the general population. This 

hypothesis was supported. 

Questions from the AUDADIS-IV generated the data required to calculate 

self-rated prevalence of 12-month substance use disorders, and the reliability 

analysis of the 64 items generated a Cronbach’s alpha of .94. Prior to AUDADIS-

IV measures, a filtering question screened out 172 (4.2%) participants from 

further questions on alcohol use, and 1,931 (48.1%) from further questions 

regarding drug use. These screened-out participants were considered to have 

negative responses to the questions in their respective scales and coded as such. 

Seven DSM-IV-TR dependence indicators in the last 12 months were generated: 
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tolerance; withdrawal; the substance is often taken in larger amounts or over a 

longer period than intended; there is a persistent desire or unsuccessful effort to 

cut down or control use of the substance; important social, occupational, or 

recreational activities are given up or reduced in favour of using the substance; 

increased time spent in activities to obtain or recover from the effect of the 

substance; and continuing to use the substance despite knowledge of having 

recurrent problems caused or exacerbated by its use. Respondents who scored 

positively on three or more dependence indicators were coded as dependent. The 

92 (2.3%) participants coded positively for alcohol dependence were excluded 

from calculations of the four DSM-IV-TR indicators for alcohol abuse. Similarly, 

the 37 (0.9%) respondents coded positively for drug dependence were excluded 

from further calculations of four DSM-IV-TR indicators for drug abuse. The four 

DSM-IV-TR abuse indicators were then generated: substance use resulting in 

failure to fulfill major role obligations at work, school, or home; continued 

substance use despite social or interpersonal problems caused; substance use in 

physically hazardous situations; and substance-related legal problems. 

Within the 4,064 participants in this sample, there were 297 (7.3%) coded 

positively for a substance use disorder consistent with DSM-IV-TR criteria in the 

last 12 months (Table 5) of which 243 (6.0%) were related to alcohol use and 77 

(1.9%) to drugs. Alcohol dependence presented among 92 (2.3%) and drug 

dependence for 37 (0.9%). Among the 297 with a positive response for substance 

use disorders, there were 23 (6%) with positive responses for more than one 
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category. Of these, 17 (8.3%) were positive for both alcohol and drug abuse and 

eight (0.2%) were positive for both alcohol and drug dependence. 

Table 5. Prevalence of 12-Month Substance Use Disorders  

Variable na Sample%b 95% CIc 

    
Substance Use Disordersd 297 7.3 6.5, 8.1 
    
Alcohol Use Disorders 243 6.0 5.2, 6.7 
    Alcohol Dependence 92 2.3 1.8, 2.7 
    Alcohol Abuse 151 3.8 3.1, 4.3 
    
Drug Use Disorders  77 1.9 1.5, 2.3 
    Drug Dependence 37 0.9 .6, 1.2 
    Drug Abuse 40 1.0 .7, 1.3 

 
a n, number in the sample 
b %, percentage 
c CI, confidence interval 
d There were 23 (6%) of 297 in the sample with positive responses for both a drug use disorder and 
an alcohol use disorder. 
 

 The distribution of self-rated substance use disorders in this sample was 

examined across the demographic variables of sex, age, and education (Table 6). 

In terms of gender, males had a higher rate for both alcohol (19; 9.4%) and drug 

use disorders (28; 13.8%) when compared with females (224; 5.8%) for alcohol 

and for drugs (68; 1.8). Prevalence of alcohol use disorders ranged across age 

groupings from a high of 66 (9.6%) in the 30 and under category to a low of 51 

(3.6%) for those over 50 years. In terms of drug use disorders, the highest 

prevalence rate (25; 2.4%) presented among the 41 to 50 age grouping, and both 

the age groupings of 31 to 40 and over 50 shared the lowest prevalence rate of 1.6 

percent.  
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Table 6. Prevalence of 12-Month Alcohol and Drug Use Disorders by 
Demographic Variables   
Variable Alcohol Use Disorder Drug Use Disorder 
 na (%)b n (%) 
     
Total 243 6.0 77 1.9 
     
Sex      
      Male  19  9.4 9 4.4 
      Female  224 5.8 68 1.8 
     
Age     
      30 and under 66 9.6 15 2.2 
      31 to 40  61 7.2 14 1.6 
      41 to 50  65 5.7 25 2.4 
      Over 50  51 3.6 23 1.6 
     
Education     
      Diploma 87 5.7 33 2.2 
      Baccalaureate     
            Not in Nursing 11 7.1 4 2.8 
            In Nursing  125 6.2 36 1.7 
      Master’s  19 5.6 4 1.4 
      Doctorate  1 6.3 0 0 

 

a n, number in the sample 
b %, percentage 
 

 Alcohol use disorders ranged across all educational categories. The 

highest rate exhibited was among those with baccauleate education not in nursing 

(136; 6.3%), a rate shared among those with doctoral preparation (1; 6.3%), 

although the small sample size in this category is notable. The presence of drug 

use disorders were distributed across education categories with the highest 

prevalence rate among those participants with a diploma (33; 2.2%). There were 

no cases expressed among the 16 respondents with doctoral preparation.  

 The distribution of self-rated substance use disorders in the last 12 months 

among this sample was also examined across the variables of employment status 

and nursing position (Table 7). Nurses working in regular part-time positions had 



92 
 
slightly lower rates of alcohol use (96; 5.8%) and drug use (26; 1.6%) disorders 

when compared with their colleagues in regular full-time positions (105; 6.4% for 

alcohol and 36; 2.2% for drug use disorders). Those working in full-time casual 

positions exhibited the highest rates of alcohol use (9; 11.8%) and no incidence of 

drug use disorders. Those not currently employed in nursing had higher rates for 

both alcohol use (5; 8.6%) and drug use (7; 3.8%) disorders, as did those on leave.   

Table 7. Prevalence of 12-Month Alcohol and Drug Use Disorders by 
Employment Status and Nursing Position 
Variable Alcohol Use Disorder Drug Use Disorder 
 n (%) n (%) 
     
Total 243 6.0 77 1.9 
     
Employment status     
      Regular      
           Part-time   96 5.8 26 1.6 
           Full time  105 6.4 36 2.2 
      Casual     
           Part-time  20 5.1 4 1.1 
           Full time  9 11.8 0 0 
      Not employed in nursing 5 8.6 4 3.7 
      On leave 8 5.0 7 3.8 
     
Nursing position     
       Patient care 182 6.3 63 2.2 
       Administration 22 4.8 5 1.1 
       Education 16 4.2 3 0.8 
       Research 4 2.1 0 0 
       Other 19 6.3 6 2.0 

 

 The presence of substance use disorders were observed across all types of 

nursing position: patient care, administration, education, research, and other. 

Among the 55 participants working in research, there was no indication of a drug 

use disorder and this category also had the lowest rate for alcohol use disorders 

(4; 2.1%). The highest rates of both alcohol use (182; 6.3%) and drug use (63; 
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2.2%) were observed among the 2,863 participants working in patient care 

positions.   

 Table 8 examines the prevalence of substance use disorders within specific 

patient care areas. Substance use disorders were expressed across almost all of the 

specialty areas for nurses working in direct patient care, with higher rates noted in 

rehabilitative care (13.9%), emergency/prehospital (12.3%), orthopedics 10.6%), 

several clinical areas/float (10.1%), occupational health (9.5%), critical/intensive 

care (8.3%), maternal/child health (8.2%), and cardiovascular (8.1%) areas. The 

small sample sizes (less than 30) among some of these sub-categories are notable. 

Table 8. Prevalence of 12-Month Substance Use Disorders within Patient 
Care Positions 

Variable na fb %c  
    
 Ambulatory / Primary Care 259 17 6.2 
 Cardiovascular 68 6 8.1 
 Chemical Dependence 13 0 0 
 Community Health / Home Care  469 36 7.1 
 Critical / Intensive Care 232 21 8.3 
 Emergency / Pre-hospital  228 32 12.3 
 Long-term Care / Nursing Home 151 11 6.8 
 Maternal / Newborn 190 17 8.2 
 Medical / Surgical Care 367 26 6.6 
 Mental Health / Psychiatry 160 13 7.5 
 Occupational Health 19 2 9.5 
 Oncology 87 5 5.4 
 Operating Room / Recovery 169 11 6.1 
 Orthopedics 42 5 10.6 
 Pediatrics 85 7 7.6 
 Rehabilitative Care 31 5 13.9 
 Several Clinical Areas / Float 62 7 10.1 
 Tele-practice 9 5 55.5 

 
a n, number of participants in this position 
b f, frequency of substance use disorders 
c %, percentage of substance use disorders within this position 
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A standard multiple regression analysis was used to determine the relative 

strength of gender, age, education, employment status, nursing position, physical 

health, mental health, and perceptions of organizational support to predict self-

rated substance use disorders among this sample of nurses. Preliminary analyses 

were conducted to ensure no violation of the assumptions of normality, linearity, 

muticollinearity and homoscedasticity. A significant model emerged (F2, 4061 = 

6.919, p < .00, Adjusted R square = 0.043). Mental Health Composite Score (Beta 

-0.188; p < .00), College Perception of Support (Beta -0.048; p < 0.00), Age (Beta 

-.047; p <.00), and Gender (Beta -0.046; p < .00) were significant variables.  

Union Perception of Support (Beta -0.033; p < 0.039), Physical Composite Score 

(Beta -0.023; p < 0.152), Physical Composite Score (Beta -0.023; p < 0.152), 

Education (Beta -.009; p < .573), Nursing Position (Beta .006; p < .694), and 

Employment Status (Beta .001; p < .951) were not. 

Hypothesis 2 

   The second hypothesis in this study stated that nurses self-rated with 12-

month alcohol and/or drug dependence according to DSM-IV-TR criteria will be 

currently practicing in nursing positions at similar rates to their nurse-peers. This 

hypothesis was supported. 

The rationale for including only those participants self-identifying with 

alcohol or drug dependence, excluding alcohol and drug abuse, in the analysis for 

this hypothesis was for consistency with research definitions of impaired nursing 

(Damrosch & Scholler-Jaquish, 1993, p.155). Within the study sample, there were 

129 (3.2%) participants self-identified as positive for either alcohol or drug 
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dependence in the last 12 months. Eight individuals within this subset identified 

as being concurrently dependent on both alcohol and drugs in the last 12 months. 

These participants were examined for current employment status, and findings are 

displayed in Table 9.  

Table 9. Prevalence of 12-Month Alcohol and Drug Dependence by 
Employment Status 

Employment Status Alcohol Dependence Drug Dependence 
 n (%) n (%) 
Regular     
          Part-time 33 41.1 13 35.1 
          Full-time  41 44.6 17 45.9 
Casual     
          Part-time  9 9.8 2 5.4 
          Full-time  3 3.3 0 0 
Not employed     
          Not seeking nursing 0 0 0 0 
          Seeking nursing 1 1.1 2 5.4 
          Retired 0 0 1 2.7 
On leave     
          Maternity     
          Illness 4 4.3 2 5.4 
          Injury 1 1.1 0 0 
     
 Total 92 100.0 37 100.0 

 

 

Among this subset, there were only 11 (8.5%) participants with either 

alcohol or drug dependence in the last 12 months not currently working in 

nursing. Of these, 1 (.8%) was retired, 1 (.8%) was on an injury-related leave and 

6 (4.7%) were on leave for illness related reasons (one of whom coded positively 

for a concurrent substance dependence disorder). Three (2.3%) were not currently 

employed but were actively seeking nursing employment during the study period. 
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The other 118 participants self-identified with alcohol or drug dependence 

in the last 12 months were currently working as nurses at the time of the study. 

The proportion of 118 nurses is 2.8% of the total study population. Slightly more 

of this subset was in full-time (61; 51.7%) as compared to part-time (57; 48.3%) 

positions. Among those participants currently working in nursing, in either full- or 

part-time positions, were seven of the eight individuals self-identified as positive 

for concurrent substance dependence in the last 12 months. 

The nurses self-identified with substance (alcohol and/or drug) 

dependence provided the following indicators of impaired practice within the last 

year. Of the 121 in this subset, 28 (23.1%) reported having practiced nursing 

while “hung over”, and this was higher than the rate (102; 2.5%) expressed by the 

total sample. There were also five (4.1%) nurses with substance dependence who 

responded as having practiced while intoxicated or “high” within the last 12 

months, and this is also a higher rate when compared with the for the total sample 

(9; 0.2%).  

There were 27 (22.3%) within the subset of nurses with substance 

dependence who had sought help for their use of alcohol and/or drugs within the 

last 12 months. Slightly more (28; 23.2%) thought they should seek help but had 

not done so. Most of this subset (23; 82.0%) indicated they did not get help 

because they were too embarrassed to discuss it with anyone. The next most cited 

reason (18; 53.2%) was they did not think anyone could help (respondents could 

select more than one response). Responses to the category “other” were provided 

the opportunity to detail their reasons. Two respondents provided comments 
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specific to the nursing environment. One indicated: “Sought help outside of 

employee assistance program due to fear that employer would find out,” and 

another wrote, “The nursing community is too closely related, somebody would 

have recognized my name, lack of confidentiality.”  

Unfortunately, the participants screened out of the questions on drug use 

were excluded from the survey questions about accessing treatment. This included 

21 (17%) of the 121 individuals self-identified with substance dependence. Their 

exclusion suggests that the findings to these questions are unsatisfactory but as 

they may provide some direction for future research they are presented. In the last 

year, there were eight (8%) who had accessed an employee assistance program, 

four (4%) had accessed a leave from work with some benefits while receiving 

treatment, and one (1%) had accessed a leave from work without any benefits 

while receiving treatment for alcohol use. There were three (3%) who had been 

reported to their employer and two (2%) had been reported to their nursing 

college for reasons related to their use of alcohol and/or drugs. Finally, nine (9%) 

indicated they were in recovery from an addiction to alcohol and/or other drugs in 

the past 12 months. 

Hypothesis 3 

 The third hypothesis stated nurses with self-rated 12-month substance use 

disorders according to DSM-IV-TR criteria will report compromised health as 

indicted by lower scores on the SF-12v12, more chronic pain as evidenced by 

higher scores on the NSWHN, and more smoking as evidenced by higher scores 

on the CTUMS. This hypothesis was supported. 
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 This section will address the independent sample t-tests for continuous 

data and chi-square test for categorical data, and their results. These tests will be 

organized by the three sources of measures providing data for testing this 

hypothesis: the SF-12v12 physical and mental composite norm-based measures; 

three NSWHN questions on presence of chronic pain, source of pain, and impact 

of pain on nursing functions; and three CTUMS on current smoking status, time 

to first cigarette, and amount smoked daily. 

 

  Independent sample t-tests were conducted to compare SF-12v12 physical 

and mental health composite scores for participants positively self-rated for 

substance use disorders in the last 12 months (n=297) with their nurse-peers 

(n=3767). On the physical composite score, there was no significant difference [t 

(4062) = -.62, p = .268 (one-tailed)] between nurse-peers (x̄ 52.49, SD 7.74) and 

nurses coded positively for substance use disorders (x̄ 52.78, SD 8.340).        

On the mental health composite score, equal variance was not assumed as 

Levene’s test for equality of variances was p < .00. There was a significant 

difference [t (303.9) = 10.27, p = .00 (one-tailed)] between nurse-peers (x̄ 48.77, 

SD 9.66) and nurses coded positively for substance use disorders (x̄ 41.20, SD 

12.41), with nurses coded positively for substance use disorders receiving lower 

scores. The magnitude of the differences in the means (mean difference = 7.57, 

95% CI; 6.12 to 9.02) was small (eta squared = .03). A mental health component 

summary mental score of 42 or below is considered an identifier of respondents 

SF-12v12 physical and mental composite measures. 
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considered at risk for depression. In this subset, there were 148 nurses (49.8%) at 

or below this cut-point as compared with 20% in the general population. 

 

 

Figure 2. Total Nurse Sample and Nurse with SUD Norm-Based Scores on 
SF-12v12 Variables 

 

Legend: PF (Physical Functioning), RP (Role Physical), BP (Bodily Pain), GH (General Health), 
VT (Vitality), SF (Social Functioning), RE (Role Emotional), MH (Mental Health) 

 

A chi-square test for independence was conducted on two of the NSWHN 

pain questions comparing participants positively self-rated for substance use 

disorders in the last 12 months with their nurse-peers. Within the 1,944 positive 

responses to the question “In the past 12 months, have you had any pain or 

discomfort, aching or tingling anywhere in your body that prevented carrying out 

normal activities?” 162 (8.3%) were coded positively for a substance use disorder 
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in the last 12 months and 1,782 (91.7%) were not. Using Yates’ correction for 

continuity value, this was found to have a significant association [x2 (1, n=4064) = 

57, p = .019, phi = -.034] with nurses with substance use disorders having higher 

rates of pain. 

 The 1,958 participants responding positively to the presence of pain in the 

last 12 months were asked the follow-up question, “In your opinion, is your pain 

the result of work-related factors, non-work-related factors, or both work- and 

non-work-related factors?” Of participants positive for substance use disorders, 38 

(23.0%) indicated work, 34 (20.6 %) non-work, and 93 (56.4%) both as the source 

of their pain. Their nurse-peers indicated that the source of their pain was 286 

(16.0%) work, 535 (29.8%) non-work, and 972 (54.2%) for both. Using the 

Pearson chi-square value, this was found to have a significant association [x2 (2, 

n=1958) = 57, p =.010, phi = .010] with nurses with substance use disorders 

indicating the source of their pain as more often associated with work only or both 

work and non-work. 

 An independent sample t-test was conducted on this subset to compare the 

presence of substance use disorders on the continuous responses to the NSWHN 

question, “In the past 12 months, how often did your pain limit or reduce your 

ability to do your job as a nurse?” With equal variance not assumed, there was a 

significant difference [t (207.2) = -2.252, p =.013 (one-tailed)] between nurse-

peers (x̄ 1.72, SD .70) and nurses coded positively for substance use disorders (x̄ 

1.84, SD .61). The magnitude of the differences in the means (mean difference = -

.113, 95% CI; -.212 to -.014) was small (eta squared = .002), with nurses with 
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substance use disorders more often reporting pain limiting or reducing their ability 

to function as a nurse. 

A chi-square test for independence was conducted on the CTUMS 

question asking smoking status so as to compare participants positively self-rated 

for substance use disorders in the last 12 months with their nurse-peers. Within 

the 297 nurses coded positively for substance use disorders, 46 (18.3%) smoked 

daily, 26 (8.8%) smoked occasionally, and 225 (75.8%) did not smoke. The group 

of nurse-peers (3,737) reported a daily smoking rate of 205 (5.4%), occasional 

smoking with 155 (4.1%), and 3407 (90.4%) did not smoke at all. This was found 

to have a significant associaton [x2 (2, 4064) = 64.9, p < .000, phi = .126], with 

nurses with substance use disorders having higher rates of smoking. 

The 268 nurses indentified as smoking were compared for level of nicotine 

dependence and volume of tobacco smoked, and presence of substance use disorders 

with independent sample t-tests. In response to the question “How soon after you 

wake up do you smoke your first cigarette?” no significant difference [t (62.0) = .317, 

p = .375 (1-tailed)] in scores was found between nurse-peers (x̄ 2.43, SD .87) and 

those coded positively for substance use disorders (x̄ 2.38, SD 1.1). Nor was there a 

significant difference [t (259) = .06, p = .476 (1-tailed)] to the question “How many 

cigarettes do you smoke each day?” between nurse-peers (x̄ 1.65, SD .69) and those 

coded positively for substance use disorders (x̄ 1.65, SD .79).  

CTUMS smoking status, dependence, and amount smoked. 
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Hypothesis 4 

The fourth hypothesis stated that nurses self-reported attitudes and 

perceptions regarding impaired nursing practice using the PNII will be similar to 

statements acknowledging responsibilities to help impaired nurses, restrict 

impaired practice, perceive impairment as a treatable illness, and favour 

confidentiality for impaired nurses. This hypothesis was supported. 

The Perceptions of Nursing Impairment Inventory was the instrument used 

to collect data to test this hypothesis. For clarity of interpreting the findings, the 

responses of “strongly agree” and “agree” were collapsed into a category of 

agreement; the categories of “strongly disagree” and “disagree” were also 

collapsed. Table 10 displays those statements with the highest levels of 

agreement, Table 11 presents those with the lowest levels of agreement, and Table 

12 identifies those statements with the most ambivalent responses. 

Statements aligned with restricting impaired nursing practice were among 

those most agreed upon. Respondents agreed there is an obligation to notify their 

manager when suspecting impairment in a co-worker (98%). They also strongly 

agreed that a manager has a responsibility to suspend the nurse if in possession of 

concrete evidence of impairment (97%) but were not certain the manager should 

report the case to the college and association (56%). They did strongly agree that 

a treatment program must be successfully completed before returning to work 

(96%), and they agreed that a probationary period needed to be placed on the 

nurses’ license (78%). They were not as certain that public safety should require 

that impaired nurses’ licenses be revoked (42%).  
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Table 10: PNII Questions Ranked by Highest Percentages of Agreement  

Statement Agreea 
 n (%) 

The College and Association has a responsibility to provide 
nurses suspected of impairment with specific information about 
their legal and due process rights in all disciplinary procedures. 3990 98 

The College and Association’s responsibility should include 
offering the impaired nurse referral to sources of assistance. 3978 98 

Nurses have an obligation to notify their manager when they 
suspect impairment in a co-worker. 3969 98 

When a manager has concrete evidence that a nurse is impaired, 
the manager has a responsibility to suspend that individual 
pending investigation of the charges. 3932 97 

As a rule, impaired nurses should not be allowed to work as 
nurses until they have successfully completed a treatment 
program. 3910 96 

Major health care agencies should be required to provide 
employee assistance programs which could serve the impaired 
nurse. 3897 96 

The College and Association should provide resources to support 
research on the prevention and treatment of impairment. 3801 94 

If a nurse is impaired and receiving treatment, it is important for 
his/her manager to be aware of that fact. 3512 86 

Problems of impaired nurses are basically not very different 
from those of other individuals with substance abuse or 
emotional problems. 3252 80 

In most cases, public safety can be assured by placing a 
probationary period on the license of the impaired nurse. 3184 78 

When a nurse has reason to believe that a co-worker is impaired, 
he/she has a responsibility to help that person receive assistance. 3168 78 

Impaired nurses can best be understood as people who suffer 
from an illness. 3153 77 

a Agree (agree and strongly agree) 

In general, nurses agreed they had a responsibility to help colleagues 

believed to be impaired receive assistance (78%), but they were not confident that 
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fellow nurses would be able to offer assistance to their colleagues in need (30%). 

They rejected the statement that the type of help impaired nurses requires is that 

only other nurses are able to provide (17%), but they were unsure whether 

impaired nurses could be helped in a support group with other nurses (64%). 

Table 11: PNII Questions Ranked by Lowest Percentages of Agreement 

Statement Agreea 
 n (%) 

There is little that can be done to help nurses who are impaired. 108 4 

Even after treatment it is unusual for an impaired nurse to be 
productive and trustworthy. 331 8 

Impairment is generally the result of a weakness in the nurse’s 
personality. 475 9 

Impairment is a widespread problem among nurses. 627 15 

The help needed by impaired nurses usually requires types of 
insight which only other nurses are likely to provide. 603 15 

Impairment occurs less frequently in nursing than in other health-
related fields. 963 17 

For purposes of public protection, the College and Association 
should publish the names of all nurses found to be impaired. 736 18 

If an impaired nurse is receiving treatment, it is important for 
his/her co-workers to be aware of that fact. 811 20 

a Agree (agree and strongly agree) 

Nurses also strongly agreed that organizations have responsibilities toward 

helping impaired nurses. They agreed the college and association had 

responsibilities to their members including offering referrals to sources of 

assistance (98%), providing specific information about their legal and due process 

in all disciplinary proceedings (98%), as well as resourcing research on 

prevention and treatment of impairment (94%). They also strongly agreed that 
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major healthcare agencies should be required to provide employee assistance 

programs which could serve the impaired nurse (96%).  

Table 12. PNII Questions Ranked by Moderate Levels of Agreement  

Statement Agreea 
 n % 
Becoming impaired is something that could happen to any nurse. 

2647 65 
Most impaired nurses could be helped in a support group with 
other nurses. 2843 64 

When suspecting impairment in a co-worker, the nurse’s first 
response should be to confront the individual. 2507 62 

When a manager has concrete evidence that a nurse is impaired, 
the manager has a responsibility to dismiss that individual 
immediately and report the case to my regulatory body. 2259 56 

I could probably recognize an impaired nurse in the work setting 
by his/her behaviour.  2139 53 

The problems of impaired nurses are often a reflection of 
stressful situations on the job. 2093 52 

In most cases, the problems of impaired nurses stem from 
difficulties that those individuals have already encountered 
before becoming nurses. 1938 48 

In most cases, public safety should require that impaired nurses’ 
licenses be revoked. 1705 42 

Impairment, when it occurs, is more likely to be reported in 
nursing than in other health-related fields. 1405 34 

When made aware of a co-worker’s impairment, fellow nurses 
are usually able to offer assistance. 1345 33 

While receiving treatment, most impaired nurses are capable of 
continuing to work as registered nurses. 1227 30 

aAgree (agree and strongly agree)  

 Over half (53%) the nurses in this study were not certain whether they 

could recognize an impaired nurse in the work setting. If they were to recognize 

an impaired nurse, they were not sure whether their first response should be to 

confront the colleague (62%). Although nurses in this study did not believe 
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impairment is a widespread problem among nurses (15%), they did not believe 

that it occurs less frequently in nursing than other health-related fields (17%). 

They were ambivalent about the source of nurse impairment, unsure if the 

problems of impaired nurses were a reflection of stressful situations on the job 

(52%) or whether they stemmed from difficulties already encountered before 

entering nursing (48%). 

In terms of perceptions of impairment as an illness, nurses generally 

agreed that the problems of their impaired colleagues were basically not very 

different from those of other individuals with substance abuse or emotional 

problems (80%), and that impaired nurses were best understood as people who 

suffer from an illness (77%). Some felt becoming impaired was something that 

could happen to any nurse (65%). They strongly rejected the statements that there 

was little to be done to help nurses who are impaired (4%), that even after 

treatment it is unusual for an impaired nurse to be productive and trustworthy 

(8%), or that impairment is generally the result of a weakness in the nurse’s 

personality (9%).  

Confidentiality was addressed in three statements. Nurses did not agree the 

college and association should publish the names of nurses found to be impaired 

(18%). They also did not agree co-workers should know if an impaired nurse is 

getting treatment (20%), but they did agree managers should be informed if a 

nurse is impaired and seeking treatment (80%). 
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Hypothesis 5 

The fifth hypothesis stated that nurses with self-rated 12-month substance 

use disorders using DSM-IV-TR criteria will rate their perceptions of support from 

their college and association at lower rates, and their employer and union at 

similar rates, as their nurse-peers. This hypothesis was supported for the direction 

of the college and association, however perceptions of support from the employer 

also received similar lower ratings. 

The scale for Perceptions of Organizational Support was applied three 

times in this study: once in regards to the employer, again for the college and 

association, and finally for the union. Three reliability analyses of eight items on 

the scale were generated: the employer scale generated a Cronbach’s alpha of 

0.932, the college and association generated a Cronbach’s alpha of 0.910, and the 

union scale generated a Cronbach’s alpha of 0.909. Lower scores on the 7-

statement Likert-type scale (ranging from 1= strongly disagree to 7 = strongly 

agree) represent lower levels of perceived organizational support. 

The means and confidence intervals for the responses to each of the POS 

statements regarding the employer, college and association, and union are 

displayed in Table 13. As the confidence intervals do not overlap, there is a 95% 

confidence that these values are significantly different. For five of the eight 

statements, the employer received the lowest rating. There were three exceptions: 

“My organization is willing to help me if I need a special favour”, “My 

organization would forgive an honest mistake on my part,” and “Help is available 

from my organization when I need it” for which the college and association 
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received the lowest ratings. For all eight statements, the union was perceived to 

provide the highest levels of organizational support. These findings are visually 

displayed in Figure 3.  

Table 13. Perceptions of Employer, College and Association, and Union 
Support by POS Statement 
Statement E C U 

 x̄  (95% CI) x̄  (95% CI) x̄  (95% CI) 
My organization really cares 
about my well-being. 4.0 (3.94, 4.06) 4.3 (4.26, 4.34) 5.0 (4.96, 5.04) 

My organization strongly 
considers my goals and 
values. 3.8 (3.75, 3.85) 4.3 (4.26, 4.34) 4.7 (4.66, 4.74) 

My organization shows little 
concern for me.a 4.0 (3.94, 4.06) 4.1 (4.06, 4.14) 4.8 (4.76, 4.84) 

My organization cares about 
my opinions. 4.0 (3.95, 4.05) 4.4 (4.36, 4.44) 4.9 (4.86, 4.94) 

If given an opportunity, my 
organization would take 
advantage of me.a 4.0 (3.94, 4.06) 4.7 (4.65, 4.75) 5.0 (4.96, 5.04) 

My organization is willing to 
help me if I need a special 
favour. 3.9 (3.85, 3.95) 3.8 (3.76, 3.84) 4.5 (4.46, 4.54) 

My organization would 
forgive an honest mistake on 
my part. 4.4 (4.35, 4.45) 3.8 (3.76, 3.84) 4.7 (4.66, 4.74) 

Help is available from my 
organization when I have a 
problem. 4.6 (4.55, 4.65) 4.3 (4.26, 4.34) 5.3 (5.26, 5.34) 

a Reverse scored 

Legend: E (Employer), C (College and Association), U (Union),  x̄, mean, SD, standard deviation, 
CI, confidence interval. 
 
 

By adding all scores and calculating a mean and standard deviation for the 

scale as a whole, composite measures for POS were generated for the employer, x̄ 

4.1, 95% CI [4.06, 4.14], college and association, x̄ 4.2, 95% CI [4.19, 4.25], and 
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the union, x̄ 4.9, 95% CI [4.84, 4.90] respectively. A one-way repeated measures 

ANOVA was conducted to compare scores in Perceived Organizational Support 

between the Employer, College and Association, and Union. There was a 

significant effect, perceptions of support Wilks’ Lambda = .76, F (2, 4061) = 

588.04, p <.05, multivariate partial eta squared = .225 suggestive of a large effect 

size.  

Figure 3. Difference in Perceptions of Organizational Support Statements by 
Mean and Confidence Interval 

 

 
Legend: Cares (Cares about my wellbeing), Values (Considers my goals and values), Concern 
(Shows concern for me), Opinions (Cares about my opinions), Advantage (Would not take 
advantage of me), Favour (Would grant a favour), Forgive (Would forgive an honest mistake), 
Help (Help is available). 
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At the time of this study, CARNA membership was 32,016 nurses and 

UNA membership consisted of “more than 24,000 of Alberta’s Registered Nurses, 

Registered Psychiatric Nurses, student nurses, mental health and other health 

workers” (UNA, 2009). Instructions to the POS question about the union directed, 

“If you are not currently a member of a union, answer for your most recent 

experience.” There are nurses in Alberta who may never have been a member of a 

union and who were therefore unable to answer this question; this may partially 

explain why some of the highest rates of missing values in the study were 

observed in this scale. For other nurses, their experience with a union may not 

have been recent.  

For the purposes of measuring the organizational support perceived by 

nurses with experience with all three organizations, the one-way repeated 

measures ANOVA was repeated for those nurses currently employed in direct 

patient care (n=2650). Composite measures for POS were generated for the 

employer, x̄  4.0, 95% CI [4.06, 4.14], college and association, x̄  4.2, 95% CI 

[4.19, 4.25], and the union, x̄  5.0, 95% CI [4.84, 4.90] respectively. There was a 

significant effect, Wilks’ Lambda = .83, F (2, 2874) = 291.26, p <.05, 

multivariate partial eta squared = .169 also suggestive of a large effect size.  

To determine whether there were differences between nurses with 

substance abuse disorders and their nurse peers in perceptions of organizational 

support, a multivariate analysis of variance (MANOVA) was conducted. The 

three dependent variables were the POS scores for the employer, college and 

association, and the union with the independent variable being the presence or 
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absence of a substance use disorder. Preliminary assumption testing was 

conducted to check for homogeneity of variance-covariance matrices and 

multicollinearity with no serious violations noted. There was a statistically 

significant difference between nurses with substance use disorders and their nurse 

peers on the combined dependent variable of POS F (3, 4060) = 5.50, p =.001, 

Wilks’ Lambda = .99; partial eta squared .004. When the results for the dependent 

variables were considered separately, differences to reach statistical significance 

were for the employer F (1, 4063) = 8.79, p =.003, partial eta squared .002, and 

for the college F (1, 4063) = 13.35, p =.000, partial eta squared .003.  An 

inspection of the mean scores indicated that nurses with substance use disorders 

reported lower levels of perceived employer support, x̄  3.7, 95% CI [3.48, 3.98] 

when compared with their nurse peers, x̄  4.1, 95% CI [4.07, 4.15]. They also 

reported lower levels of perceived college and association support, x̄  3.9, 95% CI 

[3.68, 4.06] when compared with their nurse-peers x̄  4.2, 95% CI [4.19, 4.25].   

Summary 

This chapter provided a review of the data collection period from its 

launch on February 8, 2010 until its closure on June 2, 2010, and presented the 

unsolicited, rich feedback received from nurses regarding the study itself. The 

study sample consisted of 4,064 participants self-identified as nurses from 

Alberta. Their health profile on the SF-12v12 revealed lower ratings on the 

composite mental health measure when compared with the general population. A 

prevalence of 7.4% of self-identified substance use disorders in the last 12 months 
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was calculated with 6.0% for alcohol use and 1.8% for drug use disorders. Mental 

health, perception of college and association support, gender, and age were 

significant variables. Among the 129 participants self-reporting with alcohol 

and/or drug dependence, 91.5% were currently working in nursing positions. 

Measures of the health of nurses with substance use disorders indicate lower rates 

on the summary mental health composite score, higher rates of chronic pain, and 

higher rates of smoking when compared with their nurse peers. Nurses’ 

perceptions and attitudes to impaired nursing practice were, in general, in 

agreement with helping nurses, providing confidentiality, protecting patients from 

impaired practice, and its treatability. Nurses perceived their employer, and their 

college and association, to be less supportive than their union. This effect was 

more pronounced for nurses with substance use disorders. The following chapter 

is a conclusion of this work and provides a discussion of these results. This 

includes consideration of study limitations, policy implications, and future 

research.  
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CHAPTER 5: DISCUSSION 

In this study, the situation of nurses with respect to substance use disorders, 

and the organizational and nursing context in which these occur, was examined. 

Relational ethics guided contemplation of the issue and questioning of the literature. 

It is the lens through which aspects of the findings from this cross-sectional survey 

will be considered here.   

The response to the survey was at a rate that allowed for the hypotheses to 

be tested and some conclusions to be drawn. In Alberta, the prevalence of 

substance use disorders among nurses is similar to the general population. Most 

nurses with substance dependence are currently working and have not been 

identified to the employer or regulatory body. Nurses with substance use 

disorders, in general, are practicing amongst supportive nurse-peers. Overall, 

nurses are uncertain with regards to the supportiveness of their employer and 

regulatory body; a perception that is more pronounced for those with substance 

use disorders. 

This chapter begins with a discussion of the prevalence of substance use 

disorders, followed by consideration of the mitigation of risks to patient safety 

and nurse health, and the influence of the interdependent environment. Finally, 

policy implications, the study’s limitations, and dissemination of study findings 

are addressed along with suggestions for future research regarding nursing under 

the influence.  
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Prevalence of Substance Use Disorders 

Comparisons of the study findings with prevalence for substance use 

disorders among the general population and among nurses are challenging 

because of conceptual and measurement differences existing within this research 

field. For the purposes of interpretation, despite recognition of the inherent 

inadequacies of comparisons with American values, population prevalence rates 

established by the National Epidemiologic Survey on Alcohol and Related 

Conditions (NESARC) were used as these were also based on DSM-IV-TR criteria 

using the AUDADIS instrument (Grant & Dawson, 2006).   

In this sample of nurses in Alberta, the prevalence of 12-month alcohol 

use disorders (6.0%) is lower than the population value of 8.5% reported within 

the United States (Hasin et al., 2007). A comparison between the sample and 

prevalence rate (9.0%) for individuals with some college education or higher also 

suggests a lower rate for Alberta nurses. As the sample is predominantly female 

(95%), comparisons were also made with population values for alcohol use 

disorders among women. The rate of 2.3% for alcohol dependence in the sample 

was consistent with the population value but the 3.8% rate for alcohol abuse was 

higher than the 2.6% prevalence rate recorded within the general population of 

women.  

In the study sample, the prevalence of 12-month drug use disorders (1.9%) 

was at a similar rate when compared with the established population value of 2.0% 

(Compton et al., 2007). The rate determined by this study is higher when compared 

with the 1.7% population prevalence rate for individuals with some college education 
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or higher. Furthermore, the 0.9% rate for drug dependence and 1.0% for drug abuse 

in the study population is higher than rates (0.4% for drug dependence and 0.8% for 

drug abuse) exhibited in the general population of women.  

It is possible that the disparities between the study sample and the 

population norms for women may be less pronounced than what was observed. 

There are some indications that gender discrepancies for substance use disorders 

are narrowing. The NESARC longitudinal survey 2001-2002 findings were 

examined by birth cohorts and for gender. The male to female ratio progressively 

decreased with younger cohorts with the lowest ratio expressed in the youngest 

age group in the sample (Keyes, Grant, & Hasin, 2008). As the present study 

collected data 10 years following the data interpreted for this particular finding 

from the NESARC study, the expression of this trend may provide some 

explanation for the somewhat higher prevalence rate among Alberta registered 

nurses when compared with rates expressed for women from a previous decade 

without this professional classification. 

Canadian population standards for substance use disorders determined by 

the AUDADIS instrument do not appear to be available. However, data from the 

Canadian Community Health Survey measured the seven DSM-IV-TR indicators 

of dependence among respondents using a different instrument. Unlike the 

AUDADIS instrument, only individuals indicating heavy drinking at least once a 

month and those using illicit drugs (and not including licit drugs) at least once a 

month were screened for substance dependence. Respondents scoring positively 

for three or more indicators were coded as substance dependent (Statistics 



116 
 
Canada, 2005). Within these criteria, Statistics Canada indicated Alberta had 

among the higher provincial rates for both alcohol dependence (3.5%) and drug 

dependence (1.0%). While noting that methodological differences compromise 

the ability to make direct comparisons with the lower rates expressed in this study 

sample, this evidence does suggest an above national average for both alcohol and 

drug dependence for Alberta and provides a possible explanation for the higher 

rates of alcohol abuse, drug dependence, and drug abuse in the sample in 

comparison with population norms established for women in the United States.   

The study findings suggest the rate of substance use disorders among 

registered nurses in Alberta is similar to, or somewhat greater than, the general 

population, and this finding is supported by earlier reviews of the literature 

(Monohan, 2003; Smardon, 1998; West, 2003). For further analysis, the study 

sample was disaggregated and examined for prevalence of substance use disorders 

among Alberta nurses by sex, age, education, employment status, and nursing 

position. For subsets where the minimum value of 30 was not obtained, 

confidence in the findings was not achieved and will not be discussed.   

Earlier research has focused on the specialty areas in which nurses are 

employed in direct patient care positions with the substantive areas of adult and 

pediatric critical care, emergency, operating/PACU, psychiatry, and other areas 

reporting higher prevalence rates of substance use (Trinkoff & Storr, 1998). 

Within this current investigation, substance use disorders were expressed across 

the specialty areas for nurses working in direct patient care with higher rates noted 

in rehabilitative care (13.9%), emergency/prehospital (12.3%), orthopedics 
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10.6%), several clinical areas/float (10.1%), occupational health (9.5%), 

critical/intensive care (8.3%), maternal/child health (8.2%), and cardiovascular 

(8.1%) areas. Although the smaller number of individuals within some sub-

categories (less than 30) did not allow for confidence in the findings, the 

prevalence rate of 55.6% (5 of the 9 participants) for participants from the 

specialty area of tele-practice is worthy of further study. It needs to be noted, 

however, that there are almost 200 nurses practicing in this specialty area.   

Although most nurses are employed in positions of direct patient care 

(Canadian Institute for Health Information, 2010), the presence of substance use 

disorders was not limited to nurses practicing in this area. Rather, substance use 

disorders were expressed across all work variables including administration 

(5.9%), education (5.0%), research (4.0%), and other (8.3%). Furthermore, 

although some differences in prevalence were noted, substance use disorders 

presented across all age groupings, categories for level of nursing education, and 

employment status.  

The regression analysis explained a small amount (7%) of the variance of 

substance use disorders among the nurses in this sample with age and gender 

being significant variables. Education, working status, and nursing position were 

not. The presence of substance use disorders among some nurses across all 

variables examined in this study demonstrates this is an issue not isolated to a few 

specialties areas or minority subgroups but rather one for nursing as a profession 

to address. 
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Mitigation of Risk to Patient Safety 

Occupational impairment occurs when nurses are no longer able to 

perform professional responsibilities adequately because of their health problems 

(O’Connor & Spickard, 1997). In their diagnostic criteria, the American 

Psychiatric Association determined that active and untreated substance 

dependence might lead to significant impairment (APA, 2000). Without 

successful treatment and/or accommodation in the workplace, the impairment 

associated with substance dependence has the potential to place patient safety at 

risk, particularly for safety sensitive professions such as nursing.  

Among the 3.2% study participants who self-identified with alcohol and/or 

drug dependence in the last 12 months, the majority (91.5%) were currently 

working in either full- or part-time nursing positions. This finding suggests risk of 

occurrence of impaired practice by these nurses and, thereby, a subsequent risk to 

patient safety. The implications of this prevalence of impaired nursing practice 

demands this finding requires careful consideration. 

This particular measure of impaired practice is inexact; restricting this 

analysis to nurses with substance dependence does not represent the full scope of 

impaired nursing practice as the use and/or abuse of substances may also be 

impairing (e.g. intoxication). There is also the possibility that some of the 27 

(22.3%) nurses with substance dependence who are seeking help may have 

returned to work following (or continued to work during) treatment within the last 

12 months and, if the case, this may reduce the risk of impaired practice. 
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However, this does not appear to be the situation for the majority of nurses 

with substance dependence. Over three quarters (92; 77.7%) of nurses with 

substance dependence currently working in nursing positions did not indicate they 

had been engaged in treatment within the last year. There were 28 (23.1%) nurses 

with self-identified substance dependence in the last year indicating that they 

recognized their need for, but did not get, help regarding their use of alcohol 

and/or drugs.  

The awareness of the need for help expressed by the nurses with substance 

dependence in this study is noteworthy. The 2007 National Survey on Drug Use 

and Health (SAMHSA, 2008) noted that nearly nine tenths of individuals who 

needed alcohol treatment in the last year neither received it nor perceived the need 

for it. The self-awareness of the nurses in this study suggests there is a 

tremendous opportunity for engagement in treatment. 

It is meaningful to determine the barriers to accessing treatment for nurses 

with substance dependence as their engagement in treatment could substantially 

reduce the risk of impaired nursing practice. Nurses with collective agreements 

through UNA have coverage for medical leave to access treatment for alcoholism, 

drug addiction, and mental illness, and this benefit suggests lack of coverage for 

benefits may not be a major barrier for nurses with substance use disorders in the 

province to access treatment.  

Individuals with mental illness and/or addiction report stigma as a major 

barrier to seeking treatment (Standing Senate Committee on Social Affairs, 2006). 

Professionals are particularly motivated to keep their addictions secret because 
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their careers depend upon their professional reputation, and their sense of self 

depends upon their careers (Coombs, 1997, p.7). Confidentiality is a protective 

measure to avoid stigma and ought to be afforded with medical leave. However, 

in Alberta there is increased risk of exposure for healthcare professionals with 

substance use disorders as their care provider is also likely to be their employer.  

The survey questions allowed participants to provide further comments 

regarding accessing treatment. A nurse with substance dependence in the study 

expressed this concern regarding accessing treatment in the following statement, 

“The nursing community is too closely related, somebody [sic] would recognize 

my name.” Validation of this fear was offered from another participant who, 

referring to his/her experience, wrote, “Did not want health care personal [sic] I 

knew to judge me. When I did go for help my confidentiality was breached and I 

became the talk of the town.” As there are slightly more nurses with substance 

dependence recognizing their need for treatment when compared with those 

currently receiving care, reducing barriers to treatment is an important measure 

for mitigating the risk of nursing practice impaired by substance dependence. 

Identification of impaired nursing practice is another measure for reducing 

the risk to patient safety. Nurses have been determined to be the primary source of 

identification of suspected impaired practice (Monohan, 2003). The nurses in this 

study recognized their obligation to report when suspecting impaired nursing 

practice by a nurse-colleague (CARNA, 2005b) but only about half the nurses in 

this study (53%) indicated they would be able to recognize the behaviour of an 

impaired nurse in the practice setting. This uncertainty in their ability to recognize 
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impaired practice weakens the effectiveness of this source of identification and 

has implications for nurse education policy interventions. 

Authority to mitigate risks to patient safety from impaired practice is 

accorded to regulatory bodies through the Health Professions Act (2000). When 

made aware of impaired practice, CARNA has the authority to direct the nurse-

member to cease offering professional services for the purposes of assessing 

incapacity and/or complaints. If diagnosed with a substance use disorder, 

regulatory bodies have the authority to direct ill members to submit to treatment 

until no longer considered incapacitated. Further protection to mitigate risks to 

public safety may be accorded through applying conditions requiring long-term 

monitoring for relapse through random drug screening following return to 

practice.  

In this study, the regulatory body was unaware of, and therefore unable to 

intervene, with most of the nurses who self-identified with substance dependence. 

Of the 100 nurses with substance dependence responding to this question, only 

two had been reported to CARNA, both of whom had also been reported to their 

employer. There were 92 nurses with substance dependence not currently engaged 

in treatment. Had they been identified, the regulatory body would have had the 

authority to order a medical assessment and direct them to engage in treatment. 

This action would have afforded protection to the public from possible unsafe 

practice and, at the same time, would have provided an opportunity to mitigate the 

risk to the health of these nurses through engagement for treatment. Nor does it 

appear that CARNA was made aware of the 27 nurses with substance dependence 
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indicating they were receiving treatment within the last year. This is another lost 

opportunity to ensure engagement of nurses in long-term aftercare that includes 

random drug screening for the purposes of early monitoring of relapse to 

substance use. For regulatory bodies interested in reducing patient safety risks, 

reducing barriers to identification (self and peer) of impaired practice is critical 

for the purposes of protecting the public from possible risk, engaging nurses into 

treatment, and monitoring for relapse upon return to practice.   

Mitigation of Risk to Nurse Health 

Substance use disorders are chronic, progressive disorders associated with 

a significantly increased risk of morbidity, impairment, disability, and mortality 

(APA, 2000; Kleber et al., 2006). Numerous studies have demonstrated that 

excessive substance use is associated with a plethora of health-related, social, and 

other adverse consequences for their consumers as well as for society at large 

(Falk, Hsiao-ye, & Hiller-Sturmhöfel, 2006). Some of the detrimental effects of 

substance use are exacerbated when more than one substance is used. It has been 

established, for example, that the risk of certain cancers is greater for people who 

drink and smoke when compared with those who use only one of these substances 

(National Institute on Alcohol Abuse and Alcoholism, 1998).  

The 27.1% prevalence rate for daily and occasional smoking expressed 

among nurses with substance use disorders in this study is substantial in 

comparison with other sub-populations. It is higher than the current Alberta (20%) 

and Canadian (18%) smoking rates (Reid & Hammond, 2011). In North America, 

nurses typically have lower rates of smoking when compared with the general 
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population (Sarna et al., 2008), and consistency with this trend was demonstrated 

with the 11% smoking rate among Canadian nurses in 2005 National survey on 

the work and health of nurses (Shields & Wilkins, 2006). When compared with 

the prevalence rate of 10.7% among nurse participants in this study, nurses with 

substance use disorders carry a substantive portion of the smoking burden within 

the nursing population. As smoking remains the leading preventable cause of 

death, disease, and disability (WHO, 2008), this high rate among nurses with 

substance use disorders is an indicator of their increased health risk when 

compared with their nurse-peers.  

The mental health of nurses with substance use disorders is at further risk 

in comparison with other nurses in Alberta. In this sample, nurses who self-

identified with substance use disorders had significantly lower ratings on their 

mental health composite scores when compared with their nurse-peers in Alberta. 

Almost half (49.8%) of the nurses with substance use disorders measured at a 

level considered at risk for depression (Ware et al., 2002). This rate is slightly 

over twice the rate for their nurse-peers (24.3%), and this was a rate already at 

greater risk for depression when compared with the population norm. As major 

depressive disorders are associated with substantial impairment, co-morbidity, 

poor health, and mortality (Insel & Charney, 2003), this increased risk for 

depression represents another indicator to suggest compromised health status for 

nurses with substance use disorders.    

In this sample, nurses with substance use disorders reported significantly 

more experiences with chronic pain when compared with their nurse-peers in 
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Alberta. Almost half (47.8%) self-identified as having pain in the last year that 

was serious enough to restrict their normal activities, and they perceived that their 

pain was significantly more likely to be associated with the practice of nursing. 

Their experience of pain was interconnected with nursing practice as work was 

cited as the source of activity-limiting pain for most (79.9%) of the nurses with 

substance use disorders. Their pain was also significantly more likely to limit or 

reduce their ability to function as nurses when compared to their nurse-peers with 

chronic pain. Not only is the suffering induced by chronic pain considerable and 

potentially disabling, its treatment introduces a risk of iatrogenic introduction of a 

substance use disorder (Compton & Gebhart, 2005). This finding has moral 

implications. If the treatment for pain resulting from nursing practice induces a 

substance use disorder, what are the obligations of nursing and health employers 

to help the affected nurse? What are their obligations to prevent injury among 

nurses? 

With the evidence of risk of harm by active and untreated substance use, 

the increased rate of smoking, increased risk for depression, and increased 

incidence of chronic pain, the results of this study suggest the health of Alberta 

nurses with substance use disorders is more compromised when compared with 

their nurse-peers in Alberta. It could be argued that nurses with substance use 

disorders may be considered vulnerable as they are suffering with a stigmatizing 

illness and are at risk for disability and premature death (WHO, 2010). 
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Influence of the Broader Interdependent Environment 

When the practice environment is a moral community, the provision of safe, 

compassionate, competent, and ethical care is enabled (CNA, 2008). Nurses are 

moral agents in this endeavor and their responsibilities extend to individuals, families, 

communities, and populations as well as to students, other health care providers—and 

to their nurse-colleagues (CNA, 2008). Nurses are compelled to address threats to the 

delivery of nursing care, as is the case when nurses are impaired by substance use 

(CNA, 2009). Nurses’ moral obligations are also raised when their nurse-colleagues 

develop substance use disorders, as they would be for any ill nurse-colleague, but this 

may be particularly relevant given that the stress of nursing may have placed them at 

risk (Lillibridge et al., 2002; Storr & Trinkoff, 1999).  

The perceptions of nurses toward their nurse-colleagues who are impaired by 

substance use affect the moral community in which nursing is practiced. These 

attitudes influence whether impaired nursing practice is reported, whether nurses with 

substance use disorders decide to seek help, or whether recovered nurses decide to 

return to nursing practice. The responses in this study suggest that nurses with 

substance use disorders are, for the most part, practicing among a supportive 

community of nurse-peers. Nurses acknowledged having responsibilities for helping 

their nurse-colleagues impaired by substance use; they concurred that there were 

organizational obligations to help including referrals for assistance, provision of 

treatment programs, informing of legal and process rights, and resourcing research on 

prevention and treatment. By and large, nurses recognize the cause of their nurse-

colleagues’ suffering as an illness that is responsive to help, and not the result of a 
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weakness in their personality. They are also confident that nurses with substance use 

disorders will be productive and trustworthy following treatment, and this should 

create an encouraging atmosphere for nurses with substance use disorders when 

contemplating returning to work. Ethical consistency with nurses’ responsibility for 

maintaining privacy and confidentiality (CNA, 2008) was demonstrated through 

rejection of both name publication and informing nurse-colleagues when impaired 

nurses are receiving treatment. As these are values considered essential precursors for 

reducing stigma and barriers to treatment (National Institute on Drug Abuse, 2008; 

Roberts & Dunn, 2004), if these nursing values were enacted by organizational 

policies, it should prove supportive for nurses with substance use disorders and 

encourage their access to treatment and return to work. 

Ethical dilemmas or questions arise when choosing one course of action 

requires that something else be relinquished (CNA, 2008), and this appears to be 

the situation regarding confidentiality in this situation. There was willingness 

among nurses to breach confidentiality for the purpose of informing a manager of 

concerns a nurse-colleague may be practicing while impaired or receiving 

treatment for substance use. The rationale for breaching confidentiality in this 

particular situation is consistent with nurses’ moral responsibilities to ensure the 

provision of safe care, and suggests nurses believe these measures necessary to 

fulfill this obligation. Nurses also demonstrated congruence with their ethical 

responsibilities for protecting patients by agreeing with measures to restrict 

impaired practice including supporting the requirement to successfully complete 
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treatment before returning to work and placing a probationary period on the 

nurses’ license.  

The ability of nurses to contribute to the creation of a moral community is 

influenced by the broader environment in which they practice (Bergum & 

Dossetor, 2005), and the quality of the work environment in which practice occurs 

is crucial to nurses’ ability to practice ethically (CNA, 2008). Measurement of 

nurse perceptions of organizational support provides an indicator of the quality of 

the environment (Rhoades & Eisenberger, 2002). In Alberta, the composite 

measure of POS (4.1) for the employer indicates ambivalence in the quality of 

support perceived by nurses. This is perhaps not unexpected because, as noted 

earlier, data collection occurred during a period of restructuring of Alberta Health 

Services, a deficit in the healthcare budget, and turbulence regarding employment 

status for registered nurses. The lowest rating recorded was for the statement “My 

organization strongly considers my goals and values.” This perception raises 

concern regarding the climate for moral action by nurses and provides an 

indicator of the challenging environment in which Alberta’s nurses are currently 

practicing. 

Doubt toward support from the employer was more pronounced among 

nurses with substance use disorders when compared with their nurse-peers. This is 

worrisome because, among other reasons, AHS is also the primary provider for 

addiction care within the province. Research has identified that when low levels 

of support are reported, messages regarding the organizations’ intent may be 

viewed as malevolent as opposed to benevolent (Eisenberger et al., 1986). For 
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nurses with substance use disorders who recognize their need to access treatment, 

having concerns about the intent of employer/care provider could place another 

barrier to getting help. This research finding suggests that the perception of doubt 

toward employer supportiveness has the potential to contribute to existing barriers 

for accessing treatment by nurses with substance use disorders and thereby 

indirectly exacerbate the effects of impaired nursing practice. 

It was not anticipated that the level of support for the college and 

association (4.2) would be similar as the rating for the employer. The three 

statements with the lowest ratings (these were also lower than the ratings for the 

employer for these statements) were “My organization is willing to help me if I 

need a special favour”, “My organization would forgive an honest mistake on my 

part,” and “Help is available from my organization when I need it.” The doubt 

expressed regarding the supportiveness of CARNA was more pronounced for 

nurses with substance use disorders. This finding is perhaps understandable given 

consideration of the policy directive regarding nurse-member behaviours related 

to substance use disorders (CARNA, 2005a) and routine publication of discipline 

decisions in the Alberta RN. Nurses in Alberta are required to self-identify “any 

addiction to drugs, alcohol or other chemicals” impairing their ability to practice 

on their annual practice permit application.20 This obligation applies to nurses 

with substance dependence in the last year having undergone treatment (22.3%) 

or having recognized their need to access treatment regarding their use of alcohol 

and/or drugs (23.1%). Uncertainty about the support provided by the college and 

                                                
20 Question 4.1.b on the referral form asks, “Are you affected by an addiction to alcohol, drugs or 

other chemicals that impairs your ability to practice nursing competently and safely?”   
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association might complicate their responsibility. It would require a great deal of 

moral courage,21 particularly in consideration of their vulnerabilities and the 

power imbalance given the role of the regulatory body, to overcome any fears of 

discipline and/or reprisal for the purposes of fulfilling this requirement.  

The union received the highest rating of support (4.9) for this sample of 

nurses and this included the subgroup of nurses with substance use disorders 

(5.0). This effect was consistent when data were examined for nurses in direct 

patient care; positions more likely represented by a union. About 24,000 of the 

32,000 in Alberta are members of the UNA therefore approximately one quarter 

of the province’s nurses are without this source of support from a union. Nurses 

with substance use disorders who are not a member of a union may be particularly 

isolated as they reported significantly lower levels of support from their employer 

as well as college and association. This raises concern regarding sources of 

support for nurses with substance use disorders without union connections and, in 

cognizance of the power imbalance that may be experienced, provides some 

evidence regarding the importance to consider the influence of the interdependent 

environment for understanding the situation of nurses with substance use 

disorders  

 Policy Implications 

The issue of substance use disorders as it affects nursing is a complex 

occupational and professional issue with serious implications that require 

                                                
21 Moral (or ethical) courage is exercised when a nurse stands firm on a point of moral principle or 

a particular decision about something in the face of overwhelming fear or threat to himself or 
herself (CNA, 2008). 
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effective policy interventions. It is an extremely sensitive matter and difficult for 

the regulatory body and employer to address. Historically, nurses have concealed 

their illness because of their fear of professional, employer, peer, and legal 

reprisals (Heise, 2003). In the past, it has often been managed by denial, 

avoidance, punishment, termination, relocation and reassignment (Corsino et al., 

1996). More currently, the policy landscape is uneven with a range of disciplinary 

and alternative to disciplinary responses (Monroe et al., 2008). It appears that 

there is a dearth of evidence to guide policies addressing substance use disorders 

in the nursing workforce. Improved understanding provides an opportunity to 

develop and enact policies to more effectively deal with the issue, and may prove 

important for other health professions similarly challenged. 

This study confirms the presence of substance use disorders, at similar or 

slightly higher rates as the general population, among nurses and identifies that 

these disorders are not confined to specific subsets of nurses. Confirmation that 

substance use disorders are an occupational health issue for nurses reinforces the 

importance of recognition of this occupational health issue and its need for 

comprehensive policy development. To be effective, healthcare organizations, 

regulatory bodies, nursing associations, and nursing unions would be advised to 

consider the prevalence and scope of the issue. Policies confined to specific 

strategies (i.e. access to medications in healthcare institutions) or particular 

nursing specialties (i.e. emergency) or reactionary (i.e. investigation of 

complaints) will only address a part of the problem.  
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Concern for patient safety is an organizational priority, and a moral 

responsibility, for the major stakeholders in this situation. The regulatory body is 

required to ensure the provision of safe nursing by their membership (Health 

Professions Act, 2000, section 3.1) and the mission statement for AHS discusses 

the provision of quality care (Alberta Health Services, 2011). In this study, most 

nurses with self-identified substance dependence were currently working in 

nursing positions and had not been identified to either their employer or the 

college and association. The presence of undetected impaired nursing practice is 

indicative of serious risk to patient safety.   

The implications of this finding demands contemplation of the 

effectiveness of disciplinary responses in fulfilling obligations to mitigate risks to 

patient safety. In the introduction to the study, it was noted that tensions exist in 

Alberta regarding the appropriateness of organizational responses. There appeared 

to be opposing responsibilities: the college and association considered discipline 

was necessary to protect the public and the union considered a confidential 

approach as necessary for helping nurses suffering from a stigmatizing, life 

threatening mental disorder.  

These may not be incongruent purposes requiring different policy 

solutions. Measures to ensure the safety of patients also have the ability to create 

conditions beneficial to the health and wellbeing of nurses with substance use 

disorders. Identification of impaired nursing practice reduces the risk to patient 

safety but also provides an opportunity to engage nurses into treatment by 

directing medical assessment and submission to treatment when required (Health 
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Professions Act, 2000). In a review of comparisons of disciplinary and non-

disciplinary approaches, it was concluded that non-disciplinary ones seem to be 

more compassionate and caring about the welfare, treatment, and recovery of nurses 

as well as being more effective at retaining nurses in the profession (Monroe et al., 

2008). Some contend that a non-disciplinary atmosphere of support might be a life-

saving first step for nurses with substance use disorders as well as for those in their 

care (Monroe & Kenaga, 2011). Long-term aftercare reduces risk to patient safety 

through early identification of relapse by random drug screening while at the same 

time ensuring ongoing engagement in treatment while, at the same time, affording 

confidentiality and dignity, and the evidence suggests health professionals do well 

in these programs (Brewster et al., 2008; DuPont, McLellan, White, Merlo, & Gold, 

2009). Furthermore, the typical cost savings for aftercare programs are considered 

substantial compared with the costs of investigation and disciplinary action (Darbro, 

2003). 

Policy solutions may also be guided by consideration of the role of the 

organization as moral agent. Emanuel (2000) asserts that an entity’s purposes 

largely determine its responsibilities: assuming that the purposes of the entity are 

ethical, the rest of the ethics for that entity largely flows from the nature of its 

purposes. In this manner, congruency between the values of the regulatory body 

and their membership is necessary for the advancement of the profession of 

nursing at large. The treatment of nurses with substance use disorders by the 

regulatory body declares their underlying values toward addiction, and provides 

tangible evidence of the norms, values, and standards of nursing to their 
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membership (and the public) which otherwise may not be visible, meaningful, or 

relevant to those working in areas unrelated to the issue (Smoyak, 1989).  

In this manner consistency or inconsistency between the ethical values of 

nursing and the expression of values by the regulatory body has the ability to 

influence patient care. The current policy in Alberta models a value that substance 

use/abuse is a violation of professional standards for nursing that requires the 

strongest disciplinary action available within the Health Professions Act. The 

open hearing tribunal and publication of discipline decisions suggest that 

recovered nurses cannot be trusted when they return to work (UNA, 2008a). This 

value is inconsistent with that of nurses in this study. Study findings indicate that 

nurses in Alberta view addiction as an illness, recognize the importance of 

affording confidentiality, and believe recovered nurses can be productive and 

trustworthy given treatment with appropriate follow-up and support.  

This incongruence may partially explain why the regulatory body in 

Alberta is unaware of most nurses with substance dependence. Nurses are aware 

of their responsibilities to report impaired nursing practice but if this 

responsibility is constrained by reluctance to expose a nurse-colleague to 

discipline and disclosure, then conditions are created that may induce moral 

distress. If nurses with substance use disorders who recognize their need for help 

or are currently receiving treatment do not report their illness to the regulatory 

body due to fear of reprisal, they are also placed in moral conflict. It is suggested 

that policies more in alignment with nursing values will positively contribute to 

conditions allowing for the identification of impaired nursing practice. 
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In Alberta, nurses perceive their practice environment as having uncertain 

support from their employer as well as their college and association. These 

perceptions were more pronounced for nurses with substance use disorders. These 

perceptions create another layer of barriers for nurses to self-identify, report 

suspected impaired practice, or to seek treatment. As a result, trust building is an 

important consideration in the development and implementation of policy to more 

effectively deal with these situations. It is suggested that to deal effectively with 

the situation, a culture that facilitates dialogue, connection and respect is needed 

(Wesorick, 2002). 

The Quality Worklife Quality Healthcare Collaborative has observed that, 

“a fundamental way to better healthcare is through healthier healthcare 

workplaces. It is unacceptable to work in, receive care in, govern, manage and 

fund unhealthy healthcare workplaces” (2007, p. 2). The health of nurses with 

substance use disorders was more compromised in terms of chronic pain, and their 

experience was closely interconnected with nursing practice. Work was cited as 

the source of activity limiting pain for most (79.9%) of the nurses with substance 

use disorders, and their pain was significantly more likely to limit or reduce their 

ability to function as nurses when compared with their nurse-peers with chronic 

pain. This connection requires further study but does suggest that as the 

workplace appears to be a part of the problem, the employer has a moral 

responsibility to develop policy to genuinely help nurses with substance use 

disorders.  
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Informed organizational policies have the ability to create conditions to 

raise awareness, reduce stigma and misunderstanding, provide for early detection 

and treatment, anticipate relapse, and make provisions for accommodation in the 

workplace. Existing policy approaches focus on the hegemonic framework of the 

primary focus being on dealing with/disciplining the individual. Reframing the 

issue from nurses with substance use disorders to nursing under the influence 

recognizes the role of the broader environment in contributing to the situation. 

Better understanding the relationships between and among nurses, their 

organizations, and nurses with substance use disorders improves the sensitivity 

required to inform ethical policy development. Policy alternatives guided by 

moral responsibilities and that take into consideration of the interdependent 

environment hold promise for more fitting organizational responses to nursing 

under the influence.  

Suggestions for Future Research 

Nursing under the influence is an important professional practice issue that 

has been understudied in the Canadian context. This study provided some 

preliminary evidence in the field but further study is warranted given the serious 

implications of this issue. The response rate to the survey and unsolicited 

feedback suggests nurses are interested in this topical area and this is encouraging 

for future study. Future researchers would have to take the vulnerability of nurses 

with substance use disorders, sensitivity to the topic area, and complexity of this 

subject area into account when designing their investigations.  
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This study examined a single point in time and raised questions about 

whether more fitting responses, consistent with the ethical values of the nursing 

profession having taken into consideration the interdependence environment, 

would mitigate risks to both public safety and nurse health. Research is required 

to determine the effectiveness of such an approach. Longitudinal research on 

nurses with substance use disorders managed confidentially in aftercare programs 

could determine the effectiveness of such an approach on return to work and 

relapses. It may be possible to compare disciplinary and non-disciplinary 

approaches with nurses through comparative study between provinces while 

recognizing the differences in their environment. Alternatively, another research 

strategy could be to compare the outcomes of nurses with physicians in Alberta as 

both professions have different approaches but governed by the same Health 

Professions Act. This possibility has been previously raised. In 2003, critics 

remarked that “nursing is still an army that shoots its wounded,” and it was 

queried why some nurses face criminal charges while their physician counterparts 

are escorted to treatment in a confidential manner without penalty (Quinlan, 2003, 

p. 153). This raises questions in regard to whether nurses are considered 

disposable or held to a higher moral standard than their health professional peers. 

One nurse who responded to the present study also raised this question in an 

email: 

I filled out the survey and then I started to think about those that I 
have known over the years with a substance abuse problem. Oddly 
enough, I have known two nurses and two doctors. Both nurses 
were fired shortly after being caught. Both of the physicians have 
been caught more than once and they are still working. So how 
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does that work? I don’t know if that makes any difference in your 
survey … just something to make you go … hmm. 

The findings of this study raise other questions that point to future 

research including possible barriers to the identification of impaired practice, 

accessing treatment and returning to work for the recovered nurse. Deeper 

understandings of these barriers may be gained through qualitative methodology. 

Narrative analysis of nurses’ stories could provide rich understanding of these 

barriers. Phenomenological research is appropriate for uncovering the experience 

of practicing nurses with substance use disorders. Institutional ethnography would 

be able to explore the culture in which nursing under the influence occurs.  

The prevalence of chronic pain among nurses with substance use disorders 

requires further study, a need also identified by a nurse providing feedback on 

his/her experience with pain control related to work-place injury, which  

was a huge problem. I became discouraged because my 
professional livelihood was threatened. My previously very active 
lifestyle had now completely stopped. I started gaining weight due 
to lack of exercise. I couldn’t exercise due to extreme pain. 
Eventually it felt like doctors, friends, peers and family began to 
question my emotional stability – wondering if I was exaggerating. 
They were tired of hearing about my back pain. I felt alone, 
powerless, and helpless. My nursing career took a different 
direction following my back injury. I could not lift, turn or transfer 
patients. After a short while, I realized that bedside nursing was no 
longer an option for me given my back injury. As a result, I moved 
into administration. To this day, I have difficulty doing housework, 
vacuuming, carrying a laptop computer, groceries, or a large purse. 

There were indications in the findings that the climate in which nurses in 

Alberta work requires further study. The ambivalence regarding the support 

received by the employer and the indication in this study of perceived 

compromised mental health status raises questions of mental health injury as well 
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as its relationship to addiction. Within the feedback to the study, there was 

reference to “untenable workplace bullying” and the offer from a nurse-colleague 

of five Ativan “just in case I find myself in an unmanageable position.” Others 

suggested further research on fatigue and its relationship to impaired practice or to 

stress and poor health. As this is an under studied issue, particularly in the 

Canadian context, there is much work to be done to better understand nursing 

under the influence. 

This study was confined by the research question to  the experience of 

nurses as it relates to substance use disorders and the environment in which this 

occurs.  Nurses’ experiences of stress in their personal/family lives may have 

confounded the organizational experiences they experienced. Similarly, the 

organizational experiences they experienced may have confounded their 

personal/family lives. These interconnections between individual, family and 

organizations are another layer of complexity requiring further research if we are 

to improve understanding of the situation for nurses as it relates to substance use 

disorders. 

Limitations of the Study 

Particular challenges exist for studies on sensitive issues, and this research 

was not an exception. The stigma, shame, and denial associated with addiction 

places a tremendous barrier to the accurate measurement of the prevalence of 

substance use disorders (Samet, Waxman, Hatzenbuehler, & Hasin, 2007). 

Accurate reporting may have been further compromised by professional risk, as 

some nurses may have perceived a risk to their licensure, employment, and 
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reputation should disclosure occur (Heise, 2003). Although the research design 

imbedded measures aimed to diminish the barriers regarding the sensitivity of the 

topic, some nurses may have felt the risk to be too great to participate, thereby 

raising concerns regarding inaccuracies of measurement that are associated with 

non-response bias.  

There were other sources for non-response error. Nurses are busy health 

professionals with many demands on their personal and professional time, and the 

request of 30 minutes to complete a survey might have been unrealistic in this 

regard. Some might have become further irritated with cross-postings and 

reminders about the research project. This concern is reflected in the feedback “I 

don’t want to participate in this study, gentle reminder or not.”  Others might have 

chosen not to respond because this was an issue without perceived immediacy or 

relevance. The stigma associated with this particular topic might have discouraged 

some nurses from responding if unable to obtain privacy, and others who might 

have been tentative regarding self-appraising their substance use.  

For the purposes of reducing the risk of participant disclosure, a decision 

was made not to track responses and nurses self-selected to participate. The 

question of participation bias in the sample is of particular concern with self-

selection surveys. Research comparing survey sampling with self-selection 

through the Internet suggests both methods provide similar samples. Researchers 

in Norway compared traditionally obtained survey findings from the public 

register in Statistics Norway with the 40,088 responses self-selected participation 

findings from the Oslo Health Study. They concluded self-selection response rates 
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were positively associated with age, education, and income. Results also indicated 

that self-rated health, smoking, and mental health measures differed only slightly 

from estimated prevalence values in the target population (Søgaard, Selmer, 

Bjertness, & Telle, 2004).  

The representativeness of the study sample to the population of Alberta 

nurses was assessed by comparing demographic profiles and detailed in the 

findings chapter. No differences were noted between these groups in terms of 

breakdown by gender. To some degree, study participants were older, had more 

advanced education, and had higher rates of working in regular nursing when 

compared with the population of nurses in Alberta. As the differences noted 

between the sample and CARNA demographics appear modest, and their trends 

are consistent with findings by SØgaard and colleagues (2004) of positive 

association with age and education, some confidence in the representativeness of 

the study sample is considered reasonable.  

The size of the study sample also provides some confidence in the 

representativeness of the findings. The completion rate and sample size was 

considerable given the degree of risk to participants implied by the topic’s 

sensitive nature, the deficit of tangible rewards for participation, the substantive 

burden of the lengthy survey instrument for busy health professionals, and the 

multiple steps required to respond to the survey. This positive response rate may 

be somewhat explained by both the mode of data collection and the timeliness of 

the topic. Internet data collection provides the advantage of greater discretion 

when compared with traditional techniques with an interviewer or proctor, as it 
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allows respondents to be less concerned or guarded when reporting on sensitive 

subjects (Kraut, et al., 2004). This effect may have encouraged some of the 

participants to become engaged and to continue the survey through completion. 

The salience of a survey, defined by topics dealing with important (to the 

respondent) behaviours or current interests, is considered a significant 

determinant of response rates (Heberlein & Baumgartner, 1978). The situation of 

nurses with respect to substance use disorders appears to have been a timely topic 

directly preceding and during the study implementation period, as demonstrated 

by the elevated debate in the Alberta nursing community (UNA, 2008b), the 

national media (“Exposed,” 2009), as well as the debut of the television series 

Nurse Jackie (Brixius & Wallem, 2009).  

Measurement error occurs when a respondent’s answer to a survey 

question is inaccurate, imprecise, or cannot be compared in useful ways with 

other respondents’ answers. It is of particular concern in self-administered surveys 

where direct feedback from participants about the challenges in completing the 

survey is less available (Dillman et al., 2009). Reliability analyses were 

performed on the scales used in the study. The 12 items on SF-12v12 Health 

Survey generated a Cronbach’s alpha of .987, the 64 items on alcohol and drug 

use generated a Cronbach’s alpha of .94, and the 8 items on Perceived 

Organizational Support generated a Cronbach’s alpha of 0.932 for the employer, 

Cronbach’s alpha of 0.910 for the college and association, and a Cronbach’s alpha 

of 0.909 for the union. These results indicate a strong level of internal consistency 

(Pallant, 2007).  
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A reliability analysis of 31 items on the PNII generated a Cronbach’s 

alpha of 0.685, a value indicating slightly less than acceptable level of internal 

consistency on this scale (Pallant, 2007). During the implementation of the study, 

one item was inadvertently omitted from this PNII scale, the statement “When a 

nursing supervisor suspects that a nurse is impaired, he/she has a responsibility to 

help that person receive assistance.” The omission of one statement was not 

considered to have a substantive effect on the overall reliability of this scale. This 

value is less than the reported value of 0.82 by the creators of the scale (Hendrix 

et al., 1987), slightly less than the value of 0.70 reported in a study of 

baccalaureate nursing students (Wennerstrom & Rooda, 1996), slightly more than 

the value of 0.65 reported in a study of nursing faculty (Bugle, Jackson, 

Kornegay, & Rives, 2003). Other studies examined did not report a value (Hyman 

et al., 1991; Smith, 1992).  

This finding prompted further exploration of the quality of the instrument 

for this study. In the original study, researchers used a principal component 

extraction method and varimax rotation to reveal nine factors that satisfied a 

conventional criterion of eigenvalues greater than 1.0. A reliability coefficient of 

at least 0.80 was reported for each factor’s set of items (Hendrix et al., 1986). In 

this study, reliability analyses were generated in this study for three of these nine 

factors (subscales generated from the factor analysis): orientation to helping 

responsibility in the profession, treatability orientation, and disciplinary 

orientation were selected as most meaningful for testing this hypothesis 

(Appendix O displays these factors with their respective statements). As it is 
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difficult for scales with less than 10 items to generate satisfactory Cronbach alpha 

values, the mean inter-item correlation value for these scales were also 

determined for this study.  The five-item “Orientation to helping responsibility 

within the profession” generated Cronbach’s alpha of 0.739 for inter item 

reliability, correlation 0.38 (values ranging from 0.218 to 0.539), a low level of 

internal consistency. The three-item “Treatability orientation” generated 

Cronbach’s alpha of 0.385, correlation 0.177 (values ranging from 0.010 to 

0.453), indicating internal consistency was not acceptable for this measure. 

Finally, the six-item “Disciplinary Orientation” generated Cronbach’s alpha of 

0.523, correlation 0.16 (values ranging from -0.23 to 0.55), also indicating 

internal consistency was not obtained on this measure. Comparisons for these 

reliability factors were not available in the studies reviewed (Bugle et al., 2003; 

Hyman et al., 1991).  

There are several reasons posited for the differences in these reliability 

measures. The original study occurred 25 years previously in a southeastern state 

with registered nurses, and the other studies reviewed also occurred in the United 

States a number of years ago. There could be cultural and language differences 

with the study population, and attitudes may have evolved over this length of 

time. This may have been related to the age of the instrument as well as cultural 

differences between American and Canadian nurses, but, intuitively, it may be 

that nurses in Alberta are unfamiliar with impaired nursing practice. The 

statements in the scale also posed difficulties for the respondents, as indicated in 

one nurse’s observation:  
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For example, in the section on perceptions of impairment, there 
were double-barrelled questions which [sic] did not allow for 
mutually exclusive responses. A specifically difficult question was 
the one in which the statement was something like “a manager has 
the responsibility to immediately dismiss an impaired employee 
and report her to the professional body.” There are two 
components to that question: one about immediate dismissal and 
one about reporting to the professional association. One might 
disagree with part one but agree about part two. How does one then 
answer the question?  

Due to concerns regarding the reliability of the PNII in this study, a decision was 

made to group statements according to agreement following the convention of 

other studies that have used the PNII (Bugle et al., 2003; Hyman et al., 1991; 

Smith, 1992).  

In this study, attempts to reduce measurement error included the use of 

standardized instruments where psychometric properties were tested in similar 

populations but were also based on a number of practical considerations. The 

AUDADIS instrument was desirable for its reliability and validity, however its 

length incurred considerable response burden and psychometric testing is not 

available for its use in self-administered Internet surveys (Samet et al., 2007). 

Anecdotal feedback included concern about the instrument, for example, the 

comment wondering whether “Answers that include ‘ever in a lifetime’ allow for 

generalizations made on the basis of one occurrence.” Measurement error may 

also have been induced with the variability between the Likert scales for the PNII 

and POS. There may have been many nurses that agreed with the feedback of one 

participant who said, “I tried to do this survey but it is very poor and doesn’t make 

any sense in some sections, so I decided to stop.”  
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This survey was dependent on self-reports, and these were not validated 

against objective criteria or by direct observation. Self-report can be problematic 

in that respondents are dependent on memory, self-awareness, and perception 

(Polit & Beck, 2007). For this survey, the concerns associated with the accuracy 

of self-reporting are also confounded by the study methodology. With self-

selection, it is possible that nurses with substance use issues may have been more 

interested in responding to the survey and compromised the precision of the 

findings. This effect must be taken into consideration when contemplating 

findings such as those indicating that most nurses with substance dependence are 

currently working in nursing positions. 

Given the study’s limitations, its findings must be interpreted carefully. 

Despite the sample’s size it was probably not representative, as respondents self-

selected. The situation in Alberta is unique in comparison with other regions of 

Canada in terms of regulatory responses to nursing under the influence and the 

systemic challenges in health care. This limits the generalizability of the findings. 

Significance of the Study 

This study contributes to the existing evidence about the situation of 

nurses with respect to substance use disorders and the context in which these 

occur. The findings may be informative for healthcare organizations, regulatory 

bodies, nursing associations, nursing unions, and nurses regarding the 

development and enactment of policies addressing substance use disorders in the 

nursing workforce. As substance use disorders are an important occupational 
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health issue expressed across the health professions, these findings may be of 

broader interest beyond nursing.  

This study may also be of interest for researchers, policy makers and 

practitioners interested in the stigma associated with addiction. Reducing stigma 

is on the of top three priority areas to be addressed as part of the federal 

framework for mental health. The Mental Health Commission of Canada (2007) 

notes that groups, including health professionals and policy makers, with the most 

power and influence to advance recovery or impede its progress must be targeted 

for reducing stigma. Informed organizational responses have the ability to reduce 

stigma in a sustainable way as when policies are compassionate at the macro 

level, it is easier to be compassionate on the micro level (Nisker, 2004, p. 302), 

Globally, there is a scarcity of practicing nurses. The projected shortage 

for the province of Alberta is 11,000 registered nurses by 2016 (CNA, 2002), a 

substantive amount as there were 32,016 nurses registered in Alberta in the 2008-

2009 license year (CARNA, 2009). Supporting recovery and return to work for 

nurses with substance use disorders may prove critical, and immediately 

beneficial, not only for those nurses affected by substance use disorders but, 

through their return as productive members of the profession, provide some relief 

for this pressing workforce supply issue. 

Dissemination of Findings 

The discovery of what is a fitting response to the situation of nursing 

under the influence requires the engagement of nurses and their stakeholder 

organizations in discourse. Relational ethics provides a framework to guide such 
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discussions in a meaningful way and this student research project, through the 

course of its development and implementation, has garnered such interest for 

further discourse. A discussion of relational ethics and addiction within nursing 

was presented at the biennial Canadian Nursing Association Conference of June 

2010 in Halifax, Nova Scotia. This presentation motivated a feature article 

acknowledging the ideas from the student research in the Canadian Nurse (March 

2011). An article exploring the situation of addiction within nursing from a 

relational ethics perspective was published in the professional journal Nursing 

Ethics: An International Journal for Health Care Professionals (Kunyk & Austin, 

2011). As this is an occupational health issue with relevance to health 

professionals in other regions, publication of policy implications will be sought in 

the journal Health Policy. An abstract on the methodology has been accepted as a 

topic of interest by the journal of Nursing Research and development of the 

manuscript is underway. Future dissemination of the findings from this study will 

continue to invite contemplation and discourse on the issue of nursing under the 

influence.  

Conclusions 

In this study, key elements of relational ethics were contemplated for the 

purpose of guiding understanding of the situation of nurses whose lives, practices, 

and patients are placed at risk as a result of substance use disorders. Findings 

indicate substance use disorders occurred among nurses in Alberta at prevalence 

rates similar to, or slightly higher than, the general population and were expressed 

across gender, age, education, employment status, and nursing positions. Most 
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nurses with substance dependence were currently practicing nursing, not receiving 

treatment, and unknown to the employer and/or the college and association. When 

compared with their nurse-peers, the health of nurses with substance use disorders 

was compromised. Their vulnerability was also evidenced by their perception of 

lower support from the employer and college and association. The findings from 

this study suggest that current organizational responses in Alberta do not appear 

effective in mitigating risks to patient safety and to nurse health.  

Consideration of relational ethics shifted the focus from individual nurses 

to include contemplation of the interdependent environment in shaping their 

situations. In general, nurses with substance use disorders were practicing among 

supportive nurse-peers who recognize their moral obligations to help, perceive 

addiction as a treatable illness, and concur with affording confidentiality. The 

major stakeholder organizations, with the exception of the union, were not 

perceived to be particularly supportive. Nurses without the support of a union may 

be in a particularly isolating situation. This lack of trust places a barrier to the 

identification of impaired practice and treatment access by nurses with substance 

use disorders. Further questions about the role of the environment in creating and 

enhancing the situation are raised by the prevalence of work-related pain and 

possible iatrogenic introduction of a substance use disorder. With relational ethics 

guiding understanding of the situation, consideration of the role of the broader 

environment is considered necessary to deal well with the situation so as to 

genuinely help nurses with substance use disorders and mitigate risk to patient 

safety.  
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What is the most fitting response to nursing under the influence? In this 

situation, what initially appeared to be opposing moral responsibilities for nursing 

toward protecting patients and helping nurse-colleagues with an impairing illness 

may actually not be incongruent. As a result of this study, it is proposed that 

organizational policies more aligned with nursing ethical values while taking into 

consideration the broader interdependent environment hold promise as more 

fitting responses to nursing under the influence.     

Findings from this study contribute to the empirical literature confirming 

that substance use disorders among nurses is an occupational health and safety 

issue not dissimilar to other occupational groupings. Health care reforms continue 

to worsen conditions for nurses through decreasing autonomy and job satisfaction 

(Shields & Wilkins, 2006), increasing workforce shortages with the consequential 

burden of overtime (Bleich, Hewlett, Santos, Rice, Cox & Rishmeier, 2003), 

assault and injury in the workplace (Shields & Wilkins, 2006), and emotionally 

draining experiences that include moral distress (Austin, Bergum & Goldberg, 

2003), compassion fatigue (Austin, Goble, Leier & Byrne, 2009), and anger 

(Thomas, 2009). Such conditions can make changing dysfunctional patterns of 

behaviour like substance use more difficult and, indeed, may contribute to the 

incidence of maladaptive coping responses. The need for concerted and 

coordinated attention from employers, regulators, nursing associations and unions 

appears urgent.  

Nurses are well positioned in health care systems to influence positive 

environmental change that can mitigate the risks and reduce the disparities 
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associated with substance use disorders. Dealing well with nurses with substance 

use disorders provides an opportunity for nursing colleges and associations, 

nursing unions, and nursing employers to model health care values as well as 

evidence-based interventions for improving health outcomes, for all individuals 

with these disorders. Following the principle of “think globally, act locally”, the 

manner in which the issue of nursing under the influence is understood and dealt 

with has global implications: for nurses, other health professionals, and 

individuals with the disease along with their families and communities. 
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APPENDIX A: CARNA DECISION ON REGISTRATION #62,312 
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APPENDIX B: LETTER TO CARNA REGARDING REGISTERED 
NURSES IN ALBERTA WITH ADDICTIVE / MENTAL DISORDERS 

December 20, 2007 
 
Margaret Hadley (President) 
College and Association of Registered Nurses of Alberta 
11620 168 Street 
Edmonton, Alberta 
T5M 4A6 
 
Dear Ms. Hadley, 
 
Re: REGISTERED NURSES IN ALBERTA WITH ADDICTIVE / 
MENTAL DISORDERS 
 
Please accept the enclosed document for your consideration. The concerns 
addressed in the attached review document have repeatedly been broached by 
several of the authors both in writing as well as in person with CARNA over the 
last few years. The issue has, however, remained unresolved. 
 
We are optimistic that the issue of adequate identification and evidence-based 
treatment for registered nurses with the disease of addiction and/or mental health 
concerns can be addressed with subsequent improvements for both the health of 
nurses and public safety.  We endeavor to fully support CARNA in measures to 
address this issue. 
 
The authors would respectfully like to request a written reply. 
 
Kind regards, 
 
Dr. Jim Caniff Dr. Ian Forster   Dr. Don Legatt 
Dr. Charl Els  Dr. Harold E. Hoffman  Dr. Dan Ryan 
   
Corresponding Author: Dr. C. Els, Dept. of Psychiatry, 1E1.12, WCM, 8440-112 
Street, Edmonton, Alberta, T6G 2B7. 
 
Cc: Sue Chandler, College and Association of Registered Nurses of Alberta; Gwen Parsons, 
College and Association of Registered Nurses of Alberta; Heather Smith, United Nurses of 
Alberta; Dr. Janet Wright, College of Physicians and Surgeon of Alberta; Mike Gormley, Alberta 
Medical Association; Sheila Wetherill, Capital Health; Jack Davis, Calgary Health Region; Tom 
Seaman, Palliser Health Region; Pam Whitnack, Chinook Regional Health Authority; Andrew 
Will, Aspen Regional Health Authority; John Vogelzang, David Thompson Health Authority; 
Shawn Terlson, Peace Country Health; Bernie Blais, Northern Light Health Region; Jim 
Saunders, East Central Health 



174 
 
A Review of: Registered Nurses in Alberta with Addictive / Mental Disorders 

 
Registered nurses are our respected and valued colleagues in the health 
profession. However, nurses, like any other member of society, may develop 
mental illness and/or the disease of addiction. Early identification, evidence-based 
interventions, supportive environments, and ongoing aftercare are effective 
measures for allowing a humane and successful return to the workforce.   
 
Based on the evidence available, the College and Association of Registered 
Nurses of Alberta (CARNA) restrict interventions with their nurses to disciplinary 
measures of behaviours expressed as a consequence of the disease process. The 
subsequent required intervention by CARNA gives the appearance of 
effectiveness but, upon examination, is woefully inadequate and not evidence-
based.   
 
This current status quo of a disciplinary approach, and inadequate aftercare, leads 
to under-identification of afflicted nurses, increased severity of the disease 
process when identified, higher risk of complications, higher relapse rates, and 
under-treated nurses attempting a return to work. This potentially places both 
public safety and the health of nurses at serious risk. 
 
BACKGROUND: 
 
It is generally acknowledged that the overall lifetime prevalence rate of alcohol 
abuse for the general population is 13.5%, and for drug abuse and dependence is 
6.2%.1 The overall lifetime prevalence of substance abuse among nurses is 
estimated to be similar to or less than the general population.2, 3  
 
The practice of nursing exerts increasingly heavier health tolls on the health of 
their membership due to: staffing shortages; extremely high rates of injury; shift 
work; downsizing; and long working hours4—creating conditions conducive for 
substance use and abuse. Nurses may be especially vulnerable for addiction to 
prescription drugs because of ease of access in their practice.3 

 
CARNA responds to formal complaints of professional misconduct regarding 
registered nurses, and a handful out of the 28,820 nurses per annum receive 
discipline decisions as a consequence for behaviours related to substance use.6 
Upon comparison with expected numbers, this demonstrates that an extremely 
small number of nurses are identified through the existing process. Although the 
impression is that CARNA technically adheres to the requirements of the Health 
Professions Act by responding to all formal complaints, it does not go far enough. 
   
It is recognized, however, that registered nurses with the disease of addiction, 
exposed to this current and punitive philosophy of regulation (in the absence of 
sufficient aftercare support), may prefer to access long-term illness provisions 
from their employment and these situations hence do not have to be reported to 
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CARNA. It is also possible that there may be nurses experiencing the disease who 
have voluntarily left the profession to avoid the humiliation of going through 
CARNA’s existing protocols. 
 
It is also worth noting that it is well-established that health professionals suffering 
from mental illness and/or addiction do not necessarily preclude continued 
employment. The National Survey on Drug Use and Health (2005), for example, 
indicated that 74.8% of individuals using illicit drugs continue to work.  
 
This finding, taken in context with the markedly few affected nurses currently 
identified by CARNA, suggests that there are likely many nurses with addictions 
who remain gainfully employed (estimated to be several thousand of the 28,820 
nurses in Alberta). Under the current policy and practice, a fraction is recognized, 
and the majority is missed. This is raising serious public safety questions. 
 
The disciplinary approach by CARNA to addiction discourages self-identification, 
as well as reporting by colleagues—acknowledged to be the primary source of 
reporting.7 This approach also allows continuation of the disease process 
subsequently increasing the severity of the illness when identification finally 
occurs.  It is also known that disciplinary approaches propagate the negative 
prevailing stigma and social attitudes to those with addictions. Addiction is a bona 
fide disease and needs to be managed as such. 
 
There is evidence indicating that alternative and evidence-based approaches, such 
as those employed by the other nursing associations in Canada, results in more 
nurses with active licenses, fewer with criminal convictions, and more employed 
in nursing without any exhibited differences in relapse rates.8 

 
CARNA requires disciplined nurses to comply with a number of measures, some 
of which include suspension of practice until the member completes a residential 
treatment program, provision of comprehensive medical reports from a physician 
(without the requirement to have a capacity to conduct MRO-standard random 
toxicology testing), a report from AADAC (who has no physicians on staff) 
indicating that the disease is in remission, and subsequent supervised practice 
with randomized drug screening. These are acknowledged key components of 
aftercare for substance abuse disorders, but the current CARNA practice falls 
short of minimum acceptable standards.   
 
It is the quality and application of this aftercare program that is questionable and 
does not meet North American standards of care. The complexities inherent with 
addiction, along with associated mental illness, pain, and underlying health 
conditions, are vast. This, when considered in the context of returning to work to a 
(usually) stressful workplace environment, demands excellence in intervention 
and long-term support for successful outcomes. Improvements in the existing 
process are considered an urgent priority, and necessary to ensure public safety. 
This duty falls on the shoulders of CARNA. 
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ISSUE: 
 
We, as health professionals with experience and expertise in addiction medicine, 
MRO practice, and mental health, are concerned that CARNA’s existing protocols 
for the managing impaired health professionals under their jurisdiction and 
mandate. It has become evident that:  

1. CARNA does not fully comprehend the implications of the disease of 
addiction,  

2. CARNA’s current policy and practice potentially places public safety at 
risk, and  

3. CARNA places the health of nurses at risk, as addiction is a life-
threatening disease. 

 
The positive effect of earlier identification and improved and evidence-based 
interventions are twofold: risks to public safety are decreased, and the nurse’s 
chance of successful recovery is increased. The effective mechanisms by which 
this can be achieved have been researched and validated, and it is the duty of any 
regulatory body to align itself with such practice 
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APPENDIX C: LETTER TO ALBERTA HEALTH SERVICES 
REGARDING CODE OF CONDUCT 
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APPENDIX D: EMAIL MESSAGES ABOUT THE SURVEY 
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APPENDIX E: STUDY WEBSITE HOME PAGE 
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APPENDIX F: STUDY WEBSITE INSTRUCTION PAGE 
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APPENDIX G: EXPERT REVIEW INTERVIEW GUIDE 

Interviews will be set at a convenient time for the expert, and in a site of their 
choosing. The survey instrument will be sent ahead of time for their review, along 
with a summary of the proposal. Two hard copies of the instrument will be taken 
to the interview. The following questions will guide the discussion. A written 
summary of the conversation will be shared for clarification and final comments. 
 

1. Were you able to have a chance to review the instrument ahead of time or 

would you prefer to spend a few minutes reading through it together? 

2. What are some of the thoughts that stood out for you when you reviewed 

the survey instrument? 

3. Are there areas that you think have been missed? 

4. Do you have any recommendations for change? 

5. Did you notice any inaccuracies in the document? 

6. What advice would you be willing to share with me? 
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APPENDIX H: GROUP INTERVIEW OUTLINE 

This research is about nurses, and for nurses, so it needs the input of nurses to be a 
success. You have not been invited to participate as research participants, and you 
will not be signing consents. Rather, you are expert advisors—knowledgeable 
informants—and your expertise is that you are a nurse. You all have different 
nursing backgrounds, experiences, education, and practice. It is the similarities 
among nurses—our common language, concerns, and motivations—that we will 
be trying to find. The purpose is not to solicit personal information. 
 
Some of what will be occurring tonight will be in confidence. Our conversation 
will be about our interpretation, as nurses, of the communication on this highly 
sensitive and controversial topic. But it is possible that some personal comments 
may be said—and these should stay in the room. 
 
Introductions: 
 
Before we get started, I thought I would briefly discuss my research, and the 
placement of this interview within it. Then, I’ll outline tonight’s purpose and how 
we may go about achieving this: 
  

• Nurses with addiction and the nursing environment in which this occurs, 

• Relationship between nurse and organizations, and among nurses, that is 

of interest and will be guided by relational ethics, 

• Defended, ethical approval, content expert reviewers, group interview, 

pilot study, revisions, ethics, notices – and then the survey is launched, 

• I have an amazing supervisory committee and content experts. 

 
The purpose for the group interview is: 
 

• To find the best language to engage nurses into exploring the study 

further, and to communicate the value of their input, 

• To address concerns that nurses may have regarding the safety of 

participation, and their honest responses, 
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• To improve the readability, flow, ordering, language, pace, and coherence, 

• It is not so much about content as understanding. 

 
We will walk through the email communication, home page, survey, and notices.  
Pens provided to write comments directly onto the pages if you do not think it is 
appropriate to bring up at the time or you would like me to read in confidence 
later. I will be taking copious notes. Not all of our comments can be incorporated 
into the revisions. This may be for methodological reasons, ethical guidelines, and 
even simply timing or supervisory committees’ rights to veto.   
 
All of the usual categories, staged to keep up interest, will be electronic, with a 
time indicator at the bottom of the page. 
 
Conclusion:  
 
For research purposes, I would appreciate if the details of the survey could be kept 
in confidence. On the other hand, I would greatly appreciate if the research could 
be spoken about to heighten interest (and participation). 
 
Thanks, pilot study will be coming up after I complete the expert reviews. I will 
circulate the details with you at that time in case you are able and willing to 
participate. 
 
Remember to: 
 

• Circulate the sign-up sheet asking for home addresses  

• Provide reimbursement for parking 
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APPENDIX I: PILOT TEST FEEDBACK FORM 

Feedback on the Pilot Study Nursing Under the Influence 
 

 
1. Did the initial email motivate you to check out the website?    

YES      NO    

    Do you have any suggestions on how this could be improved? 

 

2. Did you have any trouble connecting with the home page?     

  YES       NO    

 If yes, what was the difficulty? 

 

3. Were you questions about the study satisfied by the information on the 

home page?  

    YES       NO         

 If no, what was left unanswered for you? 

 

4. Were you able to create your personal password?   

          YES      NO        

  If no, what was the difficulty?  

 

5. Did you have any difficulty entering the survey site?      

YES       NO    

 If yes, what seemed to be the problem? 
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6. Were the directions to the survey sufficient for you to be able to 

proceed?  

YES       NO        

 Do you have any recommendations to improve these? 

 

7. How many minutes did it take you to complete the survey?      

  

 How many sessions was your time divided into to complete the survey?    

  

8. What comments would you like to share about your experience 

completing the survey questions? 

 

 Do you have any other feedback that you would be willing to share? 

 

 

Name __________________________ 

Date of Completion _______________ 
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APPENDIX J: DIARY OF DECISIONS STEMMING FROM EXPERT 
REVIEWS, GROUP INTERVIEW, AND PILOT TEST 

Accept Reject Rationale 
Change the title from 
Hidden Wounds to Nursing 
Under the Influence.  

 Models values of 
transparency, and the 
Wounds title was even 
considered misleading by 
some. 

 Change title to Nursing 
While Impaired or 
Impaired Nurses. 

Under the Influence 
captures the 
environmental, political, 
cultural, and social factors 
that may influence the 
situation. Impaired reduces 
the concept to substance 
use. 

Nursing Under the 
Influence is a little 
aggressive as a title. Why 
not tone it down a little.  
Perhaps have the second 
section—understanding 
the situation of AB 
nurses—come first. 

  

Email and other Communication 
Be forthright about what 
the survey was measuring 
in the email message—
adapt from the project 
summary. Would feel 
betrayed if they entered the 
survey to find out it was 
about substances and 
addiction if that wasn’t 
what the message was 
about. 

 Nurses are busy people 
that want to know exactly 
what is happening in order 
to judge whether or not 
they should participate. 
The group felt understood, 
supported— and 
intrigued—by the project 
summary. 

Change wording from 
‘participate’ to ‘invite’ to 
participate. 

 More respectful, and action 
oriented terminology. 

 Remove the phrase ‘at 
risk’ because it is too 
vague. 

‘At risk’ is a phrase 
commonly used in 
population/public health 
and in nursing.  

Rather than use the word 
addiction, talk about using 
substances. 

 More accurate. 
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Have the communication 
draw attention to the fact 
that this is a student 
research project. 

 The suggestion is that 
nurses are more willing to 
participate in research if it 
is for a student. It is also 
more honest. 

Where you have written “I 
am a nursing student,” 
write “nursing doctoral 
candidate” so that the 
respondents get the sense 
that something more will 
result from the collection 
of data than would happen 
with a non-graduate 
nursing student.  

 Similar comments came 
from 5 sources, reflecting 
how difficult it would be to 
trust personal information 
to a student (as opposed to 
helping a student out).  

I don’t think you should 
call yourself a “nursing 
student.” That sounds like 
“student nurse,” which you 
are not. I think you should 
say that you are a nurse 
and graduate student. 
Similarly, on the 
information page at the 
beginning of the survey, 
where the three names 
including yours are listed 
at the bottom, I think you 
should call yourself 
“investigator,” not 
“student.” 

 Phrase was changed to 
“nurse researchers.” 

 Maybe make it more 
personal, e.g. start the 
letter with a personal 
greeting and one (to you 
most crucial) reason why 
the survey is important.  

Tried this with the 
messaging for the group 
and they interpreted it that 
I was trying to sell them 
something. 

Home Page 
Remove the UNA logo.  It was included because it 

was felt that it would 
encourage participation but 
actually did the opposite. 

Disclose all funding or 
none of it. 

 It was acknowledged that 
the UNA had funded the 
survey, but other sponsors 
should be acknowledged as 
well. 

Replace the word ‘study’ 
with ‘survey.’ 

 The word ‘study’ implied 
more steps to the group 
and more work as opposed 
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to a one-off survey. 
Include the words 
“depending on your 
experiences” with the 
estimation of time for the 
survey. 

 Again, it is honest. 

 Put the word ‘completely’ 
before ‘confidential.’ 

It is not true. The PRL may 
be able to figure out the 
odd address or respondent. 

Take the words ‘privacy’ 
and ‘confidentiality’ out 
after the phrase about 
destroying data. 

 Having the words there 
made the earlier comments 
about confidentiality feel 
false. 

Greeted by three dense 
paragraphs. The home 
page requires a friendlier 
face because this is not 
engaging. Thank you for 
opening, need your help, 
this survey will take about 
10-30 minutes of your 
time. 

  

This whole page needs to 
be shortened. The use of 
bolding, capitals, spacing, 
bullets, hyperlinks may 
make it easier on the eye. 
Maybe move the “enter the 
website here” up on the 
page. 

  

Directions 
Break into bulleted steps.  Easier to follow for those 

unfamiliar with computers. 
Move up the comment 
about printing off the 
survey.  

 Makes this more obvious. 

Include an overview of the 
six parts of the survey. 

 Will allow participants to 
know where they are at—
along with the indicator 
bar. 

Stress that people can 
return to complete the 
survey. 

 This is a massively long 
survey, and nurses may be 
interrupted or become 
fatigued. 

 Another password … 
everybody wants one. 
Annoying. 

Only one negative comment 
against the password, but it 
allows participants to come 
back to the survey, so it will 
be kept. 

The paragraph about   
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selecting a password needs 
to be shortened so that 
people are not forced to 
read each paragraph. 

Survey Instrument 
Use alternate shading for 
lines because this is easier 
on the eyes. 

 Appears to be the norm in 
computer surveys. 

The type and size of font 
for the questions is smaller 
than the answers. This is 
hard on old nurse’s eyes. 

  

Would like all of the 
instructions to read in a 
similar fashion to the 
questions. No more italics! 

  

Break demographics into 
smaller groupings. 

 The original matched 
CARNA’s, however 
groups can be collapsed. 
Decision to break only the 
older grouping of 40+ into 
two groupings. 

Move all demographics to 
the front of the instrument. 

 Felt ‘sneaky’ to have some 
at the back (this was a 
Dillman thing: ask what 
you need to know right up 
front and leave others until 
later). However, it does get 
people in the question 
answering mode. 

There is a typo on the page 
that asks what the 
respondent’s primary 
position is. It says ‘your’ 
when it should say ‘you.’ 
There are also a couple of 
items in the lists of effects 
where the lines wrap where 
they shouldn’t. 

  

 I’m wondering why you 
ask what level of nursing 
education your respondents 
have. I had to check 
‘baccalaureate,’ even 
though I have a master’s 
degree (and almost a PhD!) 
in other disciplines. Many 
nurses have graduate 
degrees in other 
disciplines. That makes 

When comparing the 
demographics of my 
respondents, it is to the 
CARNA registration. They 
ask about only nursing 
education. 
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them educated people, who 
may have unique 
responses. Why not ask 
about level of education in 
general? 

Picky details: ‘after 
effects’ and ‘stomach ache’ 
should be two separate 
words. 

 Will change—different 
than the AUDASIS, but 
could be the Canadian 
norm. 

Keep the spelling of 
‘practicing’ as a verb 
consistent. In Canada, 
either ‘practicing’ or 
‘practising’ is correct but 
both are used in this 
survey. 

 Will stick with 
‘practicing,’ again to 
conform to Canadian 
norms. 

‘Nurse’ should be 
consistent as ‘Nurse’ or 
‘nurse.’ 

  

 I didn’t completely 
understand questions #10 
and #11. Maybe because 
English is my 2nd 
language? Maybe ask some 
other ESL speakers. 

This is the SF-12V12, and 
cannot be changed. 

 Change the word 
‘cigarettes’ to ‘tobacco 
products.’ 

‘Cigarettes’ is used in the 
standardized instruments.  
Very few people, 
especially women, smoke 
cigars. 

 Do not ask about lifetime 
AOD use, but rather only 
in the last year. This will 
reduce the response burden 
and appears more legit 
when talking about nurse 
health (which feels more 
current) 

This is the way the tool 
was laid out. The PRL has 
to format this, so there is a 
choice between the 3 
responses rather than a 
scaled approach, which 
reduces the number of 
questions asked. 

 Remove the whole sections 
on alcohol and drug use! Is 
too much. Just use self-
report 

Cannot be done as this is 
part of the standardized 
instruments. 

 There seemed to be lots of 
questions on ETOH and 
medications/drugs that 
were very close in content. 
Perhaps this is a 
standardized tool. I wonder 
about someone who has 
not had alcohol or 

Cannot be done as this is 
part of the standardized 
instruments. 
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medications issues—could 
they just identify that and 
skip to another section? Or 
do you want to get all the 
No responses for some 
purpose? 

 I found it a bit confusing 
that medicine/drugs and 
/substances were asked 
together. Were those only 
unsubscribed? That was a 
bit unclear to me and I 
thought it would make 
sense to ask for each of 
them in a separate 
question. Also, if one 
never had any of the 
experiences described in 
the answers, it would be 
good if this could be 
checked off (and then to 
skip the more specific 
questions). 
If only unsubscribed 
substances were meant, I 
think it is necessary to 
include subscribed ones, 
too.  

The instructions were not 
clear. Discuss with Bev 
[O’Brien] whether or not 
these could be clarified. 

 Another thing I remember 
is that I couldn’t answer 
some of the questions with 
“agree” or “disagree.” 
Some of the questions I 
wanted to answer with 
“unsure” or “it depends” or 
“I really don’t know.” I 
assume you chose this 
format for statistical 
reasons, but I found it a bit 
frustrating 

I understand the issue but 
cannot change the 
instruments. 

 The tone of the survey is 
sometimes a bit cold. For 
instance, only negative 
effects of substances are 
portrayed. Maybe consider 
including some statements 
that sound a bit less 
negative? Not sure if this 
makes sense. 

I understand the issue but 
cannot change the 
instruments. 

 I remember a section that I understand the issue but 
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had long statements that 
were like “find … that you 
do this and this.” 
Personally, I find it easier 
to answer to statements 
that start with “I,” for 
instance “I tried to stop 
drinking several times.” 

cannot change the 
instruments. 

 Sometimes I thought the 
question was a bit 
overloaded (i.e. too much 
info squeezed into it) 

I understand the issue but 
cannot change the 
instruments. 

 The part where you ask for 
what kind of help nurses 
considered, I would maybe 
ask a little 
explanation/intro what you 
mean by help or why one 
should seek help. Also 
with the help question, 
there is no choice to click 
“non-applicable” or 
something like that. 

 

Remove question 32: In 
your opinion, how easy 
would it be to obtain 
medication at the 
workplace? 

 This caused offense—the 
idea that people would 
have to confess that they 
were stealing from their 
employer and this 
increases the risk of being 
caught for an illegal act. 
The experts thought there 
was always a way to get 
substances from work if a 
person is motivated. 
Removed this question 
because the value of the 
data was not worth causing 
the distress and not worth 
causing offense. 

Remove question 29: Have 
you ever in your life used a 
drug in a way other than it 
was intended, etc. 

 This question also caused 
distress. It was felt that no 
one could answer no, and 
that the respondent was 
forced to confront this and 
feel that they had done 
something wrong. The 
intention of this question 
was to screen people out of 
having to answer the series 
of questions, but decided to 
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eliminate it because of the 
distress. 

Add ‘pharmacy,’ 
‘colleague,’ and ‘not 
applicable’ to question 31. 

 Adds to the inclusiveness 
of the responses. 

 It was a bit onerous to go 
through all the alcohol then 
Rx med questions that 
were all “no” for me. 
Could you prescreen 
people’s “use” and then 
aim questions for people 
who have an amount that 
requires questioning? I 
drink half to one beer 
max., so question after 
question about the “night 
after” etc. got a bit much, 
when I’ve never had a 
night-after experience. I’ve 
never used Rx meds, so 
20+ about “my use” 
seemed to go on and on. 

 

 The wording “have you 
ever had a period” was an 
oft used phrase and kept 
making me think of 
menstruation, like have I 
had a bad “period.” 
Thesaurus for other words 
and phrases: time, stretch, 
span, phase…. 

 

 Add ‘manager’ to question 
39. 

Helps interpret the 
question, but it is an 
AUDASIS question. These 
have already been changed 
somewhat to become 
Canadian. 

Perceptions of impaired 
nursing—emphasize that 
this is in your opinion. 

 Emphasizes that this a 
personal value and not 
something else. 

 Under “Perceptions of 
Impaired” some of them 
were difficult to answer 
with the options of 
“strongly agree,” “agree,” 
or “disagree.” These would 
be complex situations and I 
always wanted to say  “It 
depends on …” but I 

I understand the issue but 
cannot change the 
instruments. 
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appreciate why you want 
discrete responses and not 
qualitative content. 

 In most cases, public safety 
can be assured by placing a 
probationary period on the 
license of the impaired 
nurse. 
This item was hard to 
answer: you mean only 
placing a probationary 
period on the nurse and no 
other intervention such as 
counselling? 

I understand the issue but 
cannot change the 
instruments. 

Do you have any idea what 
percentage of Alberta 
nurses work under UNA? 
Perhaps a note under that 
section (similar to the one 
under CARNA)—that if 
you do not belong to UNA, 
you can still complete the 
survey, otherwise you may 
lose many managers, etc. 

 Good point! 

Remove committee 
members’ names from the 
end of the survey. 

 Again, this raised the level 
of suspicion. Do these 
people have access to the 
data? Did not like having 
their names at the 
beginning of the survey, 
either, as it took away from 
the fact it was student’ 
research. 

Miscellaneous 
Contact the Support 
Network and the UNA in 
order to ensure that they 
may be able to handle calls 
that address nurses’ 
specific needs and 
resources 

 Excellent thought. 

 Change the wording 
throughout to be more 
language sensitive, e.g. 
Which gender do you most 
identify with? instead of 
spouse/boyfriend replace 
with partner.  

Discuss this with Bev 
[O’Brien]. 

 Replace ‘nurse’ with 
‘registered nurse.’ 

This survey is already 
long. Would have to say 
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registered nurse or 
registered psychiatric 
nurse. Maybe I should 
have a disclaimer at the 
beginning explaining this. 

 Include questions on type 
of substance used. 

Is not a part of the research 
objectives and would only 
make the survey even 
longer.   

 The AUDASIS question 
28/18 asks, “In your entire 
life, did you have job or 
school troubles because of 
your drinking or being sick 
from drinking – like 
missing too much work, 
not doing your work well, 
being demoted or losing a 
job, or being suspended, 
expelled or dropping out of 
school.”  Joan has 
suggested that because the 
survey’s focus is on work, 
some of the key elements 
re: work should be broken 
into 3 questions.  

I understand the issue but 
cannot change the 
instruments. 

 Ask if they have ever had a 
mental illness or dealt with 
spousal abuse 

Is not a part of the research 
objectives and would only 
make the survey even 
longer. 

 Change question on 
AUDASIS to “have the 
police ever been to your 
home?” instead of arrested, 
held at a police station, etc. 

I understand the issue but 
cannot change the 
instruments. 

 Ask if the nurse has a 
relationship with a primary 
care physician. 

Not a part of the research 
objectives and would only 
make the survey even 
longer. 

 They get to be a bit long 
and onerous, especially 
about the union, employer, 
and CARNA. Same with 
the long list of items to 
score on the alcohol and 
drug use. Anyone 
answering “yes” to too 
many of them will be 
convinced to check 
themselves into rehab by 

I understand the issue but 
cannot change the 
instruments. 
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the end of the survey. 
 I found the section about 

medication use and the 
effects of that difficult to 
answer. Maybe I didn’t 
read it correctly at first, but 
I think you might get some 
answers that lead your 
research astray. For 
example, I have taken 
codeine cough syrup in my 
lifetime and it gave me 
weird dreams. I took it 
because I was sick and I 
didn’t take it again after 
experiencing the dreams. I 
would have had to check 
the box for “in my entire 
lifetime” on the questions 
about having dreams that 
seem real. How would this 
be related in any way to 
my nursing practice or say 
anything meaningful about 
my drug use habits? 
Maybe you want to 
eliminate non-medical use, 
although I can see how 
difficult this would be. 
People can get addicted to 
drugs that began with a 
medical purpose. 

I understand the issue but 
cannot change the 
instruments. 
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APPENDIX K: EMINI PROFESSIONAL QUOTE REQUEST 
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APPENDIX L: SURVEY INSTRUMENT 
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APPENDIX M: HEALTH RESEARCH ETHICS BOARD PANEL B 
ETHICAL APPROVAL 
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APPENDIX N: SF-12V12 NORM-BASED TABLES 

Sample and General Population Norm-Based SF 12x12 Scoresa by Gender 
 

Score PF RP BP GH VT SF RE MH PCS MCS 
 

Total Sample (n=4101) 
Mean 

(Norm) 
52.79 
50.00 

51.52 
50.00 

50.51 
50.00 

50.74 
50.00 

50.90 
50.00 

49.44 
50.00 

49.25 
50.00 

48.72 
50.00 

52.51 
50.00 

48.22 
50.00 

 
SD 
(Norm) 

7.00 
10.00 

8.00 
10.00 

8.72 
10.00 

8.73 
10.00 

8.68 
10.00 

 

9.11 
10.00 

 

9.33 
10.00 

9.28 
10.00 

7.77 
10.00 

10.09 
10.00 

 
 

Females (n=3850) 
Mean 

(Norm) 
52.70 
48.61 

51.47 
48.99 

50.43 
49.15 

50.78 
49.43 

50.83 
49.88 

49.44 
49.23 

49.23 
48.92 

48.70 
48.93 

52.45 
48.72 

48.22 
48.43 

 
SD 
(Norm) 

7.06 
9.85 

8.02 
9.64 

8.75 
9.67 

8.73 
9.47 

8.65 
9.54 

 

9.11 
9.64 

 

9.31 
9.81 

9.25 
9.56 

7.84 
9.63 

10.07 
9.55 

 
 

Males (n=211) 
Mean 

(Norm) 
54.27 
51.50 

52.70 
51.09 

51.89 
50.92 

50.14 
50.61 

52.14 
51.20 

49.44 
50.83 

49.72 
51.17 

48.97 
51.15 

53.74 
50.60 

48.23 
50.38 

 
SD 
(Norm) 

5.75 
9.94 

7.47 
10.38 

8.15 
10.37 

8.83 
10.69 

9.26 
10.49 

 

9.08 
10.44 

 

9.55 
10.10 

9.79 
10.45 

6.26 
10.20 

10.37 
9.93 

 
 
a Norm: Source for the general population norms is the User’s Manual for the SF-12v12 Health 
Survey were estimated from responses to the National Survey of Functional Health Status (1998). 
 
Legend: PF (Physical Functioning), RP (Role Physical, BP (Bodily Pain), GH (General Health), 
VT (Vitality), Social Functioning (Social Functioning), Role Emotional (RE), MH (Mental 
Health), PCS (Physical Summary Score) and MCS (Mental Summary Score). 
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Sample and General Population Norm-Based SF 12x12 Scoresa by Age 

 
Score PF RP BP GH VT SF RE MH PCS MCS 

 
Ages 18-24 (n=121) 

Mean 

(Norm) 
54.90 
52.99 

52.34 
52.63 

52.14 
51.45 

50.76 
50.97 

48.41 
48.50 

49.14 
48.65 

47.53 
49.85 

47.06 
46.97 

54.85 
53.02 

45.26 
46.00 

 
 

Ages 25-34 (n=891) 
Mean 

(Norm) 
54.03 
53.64 

51.89 
52.80 

51.39 
51.95 

50.77 
52.59 

49.36 
50.68 

48.62 
50.86 

48.40 
51.44 

47.82 
49.45 

53.78 
53.27 

46.42 
48.90 

 
 

Ages 35-44 (n=917) 
Mean 

(Norm) 
54.86 
52.36 

52.1 
52.16 

51.01 
50.88 

50.85 
51.37 

50.71 
50.26 

49.47 
50.22 

48.87 
50.99 

48.31 
49.20 

53.53 
52.00 

47.45 
48.79 

 
 

Ages 45-54 (n=1236) 
Mean 

(Norm) 
52.20 
49.93 

51.13 
50.37 

49.62 
49.65 

50.60 
49.92 

51.16 
50.29 

48.85 
50.11 

49.27 
50.71 

48.37 
50.17 

51.89 
49.35 

48.24 
49.90 

 
 

Ages 55-64 (n=794) 
Mean 

(Norm) 
51.10 
47.61 

51.01 
48.26 

50.15 
48.79 

50.76 
48.27 

52.36 
50.21 

50.92 
49.93 

50.54 
49.83 

50.45 
51.40 

50.92 
46.90 

50.85 
50.84 

 
 

Ages 65-74 (n=85) 
Mean 

(Norm) 
49.70 
44.87 

50.02 
45.28 

49.77 
47.97 

51.34 
46.72 

54.50 
51.10 

52.77 
50.27 

51.67 
48.34 

52.49 
52.60 

49.38 
43.93 

53.80 
51.57 

 
 
a Norm: Source for the general population norms is the User’s Manual for the SF-12v12 Health 
Survey were estimated from responses to the National Survey of Functional Health Status (1998). 
 
Legend: PF (Physical Functioning), RP (Role Physical, BP (Bodily Pain), GH (General Health), 
VT (Vitality), Social Functioning (Social Functioning), Role Emotional (RE), MH (Mental 
Health), PCS (Physical Summary Score) and MCS (Mental Summary Score). 
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APPENDIX O: ITEMS FROM THE PERCEPTIONS OF NURSING 
IMPAIRMENT INVENTORY 

Factor 1: Disciplinary Orientation 

1. As a rule, impaired nurses should not be allowed to work as registered 
nurses until they have successfully completed a treatment program. 

 
2. When a nursing supervisor has concrete evidence that a nurse is 

impaired, the supervisor has a responsibility to suspend that individual 
pending investigation of the charges. 

 
3. While receiving treatment, most impaired nurses are capable of 

continuing to work as registered nurses. 
 
4. When a nursing supervisor has concrete evidence that a nurse is 

impaired, the supervisor has a responsibility to dismiss that individual 
immediately and report the case to the State Board of Nursing. 

 
5. In most cases, public safety should require that impaired nurses’ 

licenses be revoked. 
 
6. For purposes of public protection, the State Board of Nursing should 

continue to publish the names of all nurses found to be impaired. 

Factor 2: Orientation to Helping Responsibility within the Profession 

1. The State Board of Nursing’s responsibility should include offering the 
impaired nurse referral to sources of assistance. 

 
2. The State Board of Nursing should provide resources to support 

research on the prevention and treatment of impairment. 
 
3. Major health care agencies should be required to provide employee 

assistance programs which could serve the impaired nurse. 
 
4. When a nurse has reason to believe that a co-worker is impaired, he/she 

has a responsibility to help that nurse receive assistance. 
 
5. The State Board of Nursing has a responsibility to provide nurses 

suspected of impairment with specific information about their legal and 
due process rights in all disciplinary procedures. 
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Factor 3: Distinctiveness to Nursing 

1. In most cases, the problems of impaired nurses stem from difficulties 
which those individuals have already encountered before becoming 
nurses. 

 
2. The problems of impaired nurses are often a reflection of stressful 

situations on the job. 
 
3. Becoming impaired is something that could happen to any nurse. 
 
4. Problems of impaired nurses are basically not very different than those 

of other individuals with substance abuse or emotional problems. 

Factor 4: Orientation to the Need to Know 

1. If a nurse is impaired and receiving treatment, it is important for his/her 
supervisor to be aware of that fact. 

 
2. If an impaired nurse is receiving treatment, it is important for his/her co-

workers to be aware of that fact. 
 
3. Nurses have an obligation to notify their supervisor when they suspect 

impairment in a co-worker. 

Factor 5: Treatability Orientation 

1. Even after treatment it is unusual for an impaired nurse to productive 
and trustworthy. 

 
2. There is little that can be done to help nurses who are impaired. 
 
3. In most cases, public safety can be assured by placing a probationary 

period on the license of the impaired nurse. 

Factor 6: Orientation to the Nurse’s ability to Help 

1. The help needed by impaired nurses usually requires types of insight 
which only other nurses are likely to provide. 

 
2. When made aware of a co-worker’s impairment, fellow nurses are 

usually able to offer assistance. 
 
3. Most impaired nurses could be helped in a support group with other 

nurses. 
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4. When suspecting impairment in a co-worker, the nurse’s first response 
should be to confront that individual. 

Factor 7: Perception of Prevalence 

1. Impairment is a widespread problem among nurses. 
 
2. Impairment occurs less frequently in nursing than in other health-related 

fields. 

Factor 8: Orientation to Impairment as Illness 

1. Impaired nurses can best be understood as people who suffer from an 
illness. 

 
2. Impairment is generally the result of a weakness in the nurse’s 

personality. 

Factor 9: Perception of Recognizability 

1. I could probably recognize an impaired nurse in the work setting by 
his/her behaviour. 

 
2. Impairment, when it occurs, is more likely to be reported in nursing 

than in other health-related fields. 

 

 


