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ABSTRACT 

The purpose of this exploratory study was to describe 

the social processes which facilitate or obstruct recovering 

nurses' reentry into the clinical work setting. Utilizing 

grounded theory methodology four recovering substance 

dependent registered nurses described their experience 

during open ended interviews. A constant comparative 

analysis of the data was conducted. 

Re-integration into the work-place consisted of an 

inner transformation and reorganization of relationships 

with others. Inner transformation originated with 

recognizing harmful aspects of the self which arose from 

substance dependency. The four recovering nurses used 

strategies to transform these harmful aspects of their 

character into positive attributes. 

Two factors characterized the process of re-creating 

relationships with others. First, nurses' return to work 

disrupted roles, created discomfort in others, and generated 

stigma and discrimination. Second, restrictions to 

practice, and treatment and 12 step support aided the 

nurses' recovery. 



CHAPTER 1 

INTRODUCTION 
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Clinical nursing practice by substance dependent 

individuals creates a variety of difficulties within 

nursing. Professional nursing organizations, patients 

receiving nursing care, institutions employing nurses, 

governmental bodies regulating nursing, and recovering 

substance dependent nurses all face problems related to the 

presence of recovering substance dependent individuals 

practicing nursing in clinical settings. Improvements in 

the support and management of recovering substance dependent 

nurses benefit all concerned groups including recovering 

substance dependent nurses. 

The return to work experience of recovering substance 

dependent nurses has not been explored from the perspective 

of the recovering individual. The purpose of this 

exploratory study was to describe the social processes which 

facilitates or obstructs recovering nurses' successful 

reentry into the clinical work setting. By relating common 

aspects of the informant's personal experiences, an 

experiential based model of re-entry into clinical nursing 

practice by the recovering substance dependent nurse was 

described. The researcher anticipated that grounded theory 



methodology would be helpful in identifying the social 

processes of the return to clinical practice process. 

Statement of the Problem 
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A clear definition of addiction is fundamental to 

considering the experience of registered nurses returning to 

clinical practice after treatment for substance dependency. 

Defining addiction, or more precisely dependency to 

psychoactive substances, requires analyzing a constellation 

of physiological, psychological, and social factors. 

Psychiatry has meshed these various elements into a coherent 

delineation of a unique psychiatric disorder. 

Psychoactive substance dependency is characterized by 

physiological, behavioral, and cognitive symptoms related to 

the individual's use of a substance or negative consequences 

associated with it's use. Within our society the mere use 

of psychoactive substances does not automatically represent 

psychological pathology. As recognized within the 

Diagnostic and Statistical Manual of Mental Disorders 

(Fourth edition-revised) [DSM IV] (APA, 1994), limited use 

of stimulants such as caffeine, nicotine, and depressants 

like alcohol are socially acceptable for adults and 

generally regarded as legitimate. 
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Seven diagnostic criteria, based on symptoms of 

dependency, are defined for this diagnosis. Four diagnostic 

criteria related to the individual's ability to control the 

use of the substance include: 1) the substance is taken in 

larger amounts or more frequently than the individual 

intends, 2) the individual is unable to reduce usage of the 

substance, 3) the individual spends a great deal of time 

obtaining, using, or recovering from the substance, and 4) 

the individual restricts important social activities because 

of substance use. In addition, three diagnostic criteria 

describe the adverse affects related to the substance use: 

1) the individual continues to use the substance despite a 

physical, social, or psychological problem which it 

aggravates, 2) the individual develops a tolerance to the 

substance requiring at least a 50% increase in dosage to 

achieve the desired effects, 3) the individual suffers from 

withdrawal symptoms if the substance is withdrawn or 

decreased, or uses the substance to avoid or relieve 

withdrawal symptoms (APA, 1994). 

At least three of the previously described symptoms 

must be displayed by the individual for the psychoactive 

substance dependency diagnosis to apply. The severity of 

the dependency can be classified as mild, moderate, or 

severe. Divisions or classes based on various psychoactive 



substances (such as alcohol, cocaine, opioids, etc.) can 

modify or determine the applicability of the diagnostic 

criteria slightly (APA, 1994). 
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Within nursing, substance dependency and impaired 

practice are commonly identified as significant multifaceted 

concerns (Creighton, 1988; Fiesta, 1990; Hendrix & LaGodna, 

1986; McCrady, 1989; McClure, 1990; Supples, 1990; Sullivan, 

1987; Valentine, 1988) and represent a variety of threats to 

their patients. Overt and intentional malpractice by nurses 

providing direct care such as the diversion of pain 

medication from patientsjclients for personal use are 

obviously illegal and unethical actions. Likewise, nurses 

who cannot focus their intellectual and emotional energies 

because of substance dependency stifle personal judgement 

and intuition necessary to effectively utilize the nursing 

process and other theoretical structures essential in 

providing high quality client care. Personality and 

behavioral changes associated with substance dependency 

increase the chance of making judgement errors or distorting 

the plan of care which may result in added or unnecessary 

client pain and harm. These initially subtle behavior 

changes in the nurse's effectiveness can be just as 



disruptive to positive client outcomes as intentional 

interference with the plan of care. 
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State governments codify the scope of nursing practice, 

define standards of preparation and evaluate the competency 

of nursing care-givers to insure and promote public and 

individual health and safety. Dependency on psychoactive 

substances, leading to impaired or substandard practice, is 

one of the principle reasons that state boards of nursing 

established review panels to investigate complaints 

concerning nursing practice (Virden, 1992). 

As a profession, nursing has a legal and ethical duty 

to monitor nursing practice for all aspects of substandard 

care. Too often in the past, this societal mandate has been 

interpreted by nursing, and the health care delivery system 

as a whole, as a license to purge their ranks of known 

people with addiction or other high risk practitioners. 

Little consideration was expressed for the personal, 

emotional, and financial costs to the expunged individual 

(Green, 1984) or even to the health care delivery system as 

a whole. The basis for such actions and policies may extend 

beyond the core concern for efficacious and safe client 

care. Nursing personnel responsible for supervising and 

monitoring recovering nursing staff may feel threatened by 

the individual's previous behavior and fearful of the 



potential consequences of a relapse into drug or alcohol 

abuse (Hendrix, & LaGodna, 1986). 
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Legally and ethically mandated efforts are critical to 

protect patients. There is however a danger that 

administrative actions, in the name of protecting public 

health, may unnecessarily discourage or restrict recovering 

individuals from clinical practice. 

If the recovering nurse does maneuver any managerial 

hurdles and return to clinical practice, another series of 

obstacles may arise. Disdain and rejection from peers and 

co-workers may create an unpleasant emotional environment 

making it difficult for the recovering individual to 

function within the work setting. Discrimination by 

colleagues, originating from the stigma of drug abuse, may 

be directed towards the recovering individual (Cook & 

Youngblood, 1990; Hendrix & LaGodna, 1986; Buxton, 1990); 

thus discouraging highly trained nurses from working in 

clinical settings. 

The actions of nursing staff and management are 

frequently characterized by ambivalence. They may reflect 

incompatible values and goals of wanting to treat or help 

and alternatively punish drug and alcohol abusers within 

society in general. 
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Background or History of the Problem 

Identifying typical approaches traditionally utilized 

within the nursing profession to cope with impaired 

individuals is challenging. Prior to the 1940s, impairment 

among nurses was a sparsely represented topic in nursing 

literature, making it difficult to determine what strategies 

were utilized in dealing with the substance dependent nurse. 

This has been described as a conspiracy of silence (Church, 

1985). This conspiracy of silence allowed an individual's 

dependency process to progress until it was overtly 

impossible for the individual to continue working. Peers 

facilitated the pattern of behavior associated with 

dependency by picking up added tasks; thus, covering up the 

impaired nurse's poor performance (Arnold, 1990). Likewise, 

management practices frequently supported and facilitated a 

conspiracy of silence by ignoring all but the most serious 

problems arising from psychoactive substance dependency 

(Cook & Youngblood, 1990). When management was finally 

forced into action as the individual's work performance 

decreased to intolerable levels, the nurse was simply 

terminated related to their poor work record, leaving the 

underlying issues of substance dependency unaddressed 

(Wheeler, 1992). Compounding the problem, rarely was any 

action taken that prevented the impaired nurse from 



accepting a position in another hospital and beginning the 

process again (Faugier, 1992). 
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The post World War II era provided an environment which 

better accepted the need for mental health care including 

the treatment of drug and alcohol dependency. Awareness, 

acceptance, and knowledge of psychoactive substance 

dependency has dramatically increased since that time 

(Church, 1985; Cook & Youngblood, 1990). Within nursing, 

the general pattern of ignoring clinical practice by 

recovering individuals was likewise improving. Diversion 

programs established by state boards of nursing provided a 

treatment program alternative to disciplinary board action 

for nurses that self-report substance dependency. Employers 

and professional nursing organizations cooperate and augment 

diversion programs. These programs actively limit the 

negative consequences of substance dependency and help 

safeguard society as a whole. 

Although it remains difficult to generalize, certain 

specific management approaches for the supervision of the 

recovering individual are becoming increasingly common. 

Descriptive articles identifying key features of the 

substance dependency process are routinely found in nursing 

journals (Clark, 1988; Creighton, 1988; Handley et al. 1991; 

Virden, 1992). State boards of nursing established 
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administrative offices to monitor and supervise nurses with 

recognized dependency histories (Swenson et al. 1989). Most 

employers have specific policies and procedures guiding 

actions and responses when impaired nurses are identified. 

Many large employers have established employee assistance 

programs which have been expanded to provide emergency 

guidance for the impaired individual (Kilburg, Kaslow, & 

VandenBos, 1988). These programs increase the likelihood 

that substance dependent nurses will receive immediate 

intensive treatment, return to work quickly, and receive 

long-term monitoring with follow-up support. 

Significance and Impact of the Problem 

Wide variations exist in the estimates concerning the 

prevalence of drug or alcohol dependency among nurses. 

Numbers from two to 20 percent have been proposed in nursing 

literature. (Bissel, 1981; Curtin, 1987; Green, 1984; 

Naegle, 1988; Supples, 1990). Estimates that roughly 10 

percent of all nurses are afflicted are most common and 

appear relatively consistent over time (Bissel, 1981; 

Supples, 1990). Evaluating the impact of substance 

dependent nurses on health care delivery is complex and 

multi-faceted. 



The impaired individual suffers directly from the 

characteristic progressive physical, psychological, and 

social effects described in the seven diagnostic criteria 

for psychoactive substance dependency (APA, 1994). 
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Hospitals and other large employers of nurses suffer 

financially and may experience a degradation of their public 

image. The public also suffers because of the potentially 

inferior nursing care. 

It is critical for all concerned parties to create 

positive strategies to support recovering nurses. Society 

has held state government, institutional health care 

providers, and professional nursing as principally 

responsible for developing interventions and management 

practices for safely re-integrating recovering nurses into 

clinical practice (Fiesta, 1990). Legislation does provide 

some guidance and constraints for individuals charged with 

developing and individualizing oversight systems for 

recovering nurses. Notably the Americans with Disabilities 

Act (ADA) created new directives for employers, including 

those within health care. The ADA clearly defined the 

recovering individual as falling within a protected class, 

requiring hospitals to make efforts to reasonably 

accommodate the health needs of these individuals (Gray & 

Bagby, 1991). 
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Hospitals must absorb the financial costs associated 

with the development and implementation of sophisticated 

human resource policies and management infrastructure to 

identify impaired work practices and support recovering 

employees. Accommodating an impaired nurse's recovery 

program frequently includes adapting work sites, schedules, 

and activity patterns, as well as monitoring compliance with 

individual follow-up programs (Buxton, 1990). All of these 

actions are implemented to assure the safety of care 

provided at the institution, and secondarily assist the 

recovering individual. These costs simply increase the 

total cost of delivering health care. 

Rapidly rising costs are a significant problem for 

hospitals, one of the largest employers of nurses. Direct 

patient care services are usually the largest single payroll 

item in medical centers. These costs are likely to increase 

as economical alternatives to hospitalization limit 

inpatient admissions to only the most acutely ill 

individuals (Buerhaus, 1992). As increasing patient acuity 

results in an increase in the hours of care per patient day 

(HPPD) more experienced staff will be required to provide 

direct care. Current trends toward decreasing reimbursement 

and managed care contracts are squeezing hospitals between 

rising costs and falling revenues. Increasing efficiency 



and productivity, including decreasing employee related 

costs such as orientation, are critical to the long term 

survival of hospitals (Sovie, 1989). 
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Health care administrations are recognizing that 

assisting nurses in returning to clinical practice can, if 

managed prudently, represent a substantial economic benefit 

to the organization. Absorbing the health care and 

consequential monitoring program costs necessary to support 

the rehabilitation of dependent nurses is often 

substantially cheaper for employers than the total cost of 

replacing those individuals (Sullivan, 1989). Factors such 

as the difficulty of finding qualified replacement staff, 

particularly in highly specialized areas of nursing 

practice, and high orientation costs may far exceed the 

typical total costs of supporting a substance dependent 

nurse's recovery program (LaGodna & Hendrix, 1989). 

The remedies that state boards of nursing and nursing 

employers implement are by necessity complex and 

interdependent systems. At least three independent themes 

must be resolved in a positive manner for any program to be 

a success: 1) that public safety is assured, 2) that nurses 

are rehabilitated to the point where they can effectively 

function within an appropriate job, and finally 3) that the 

entire process be managed in a fiscally sound manner. 
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Operationally, the recovering nurse is the focus of 

most of the actions, assessments, and evaluations. 

Conceptually and programmatically however this is not 

generally so. Public safety, hospital costs and efficiency 

are usually the key objectives for recovering nurses' re

entry into the work-place programs. Returning the 

individual to work is viewed simply as a means to accomplish 

institutional and management objectives. Nursing literature 

reflects a societal preference towards the goals of safety 

and cost over supporting the recovering nurse. A 

preponderance of articles describe the threat to public 

health or evaluate the costs of re-integrating dependent 

nurses into the work-place. 

The perspective of the impaired and recovering 

individual is notably missing. Neglecting the work-site as 

a point of treatment for the recovering substance dependent 

nurse appears in some ways ironic. Decreasing hospital 

costs and public safety are inexorably dependent on the 

success of the nurse recovering from addiction and 

reintegrating as an effective member of the health care 

team. One cannot ultimately guarantee public safety without 

the recovering nurse abstaining from drug use permanently. 

Likewise the cost effectiveness of any program is dependent 



on the recovering individual choosing to remain within 

nursing and continue to practice in the hospital. 
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The notable lack of documented information within 

nursing literature created an opportunity for an exploratory 

qualitative study using grounded theory methodology (Chenitz 

& Swanson, 1886). Defining factors gleaned from common 

personal experiences of nurses in all stages of recovery 

could help identify system processes that promote or inhibit 

individual recovery and reintegration. This information 

could potentially improve or streamline the process, 

enhancing the safety and cost effectiveness of the programs. 

Purpose 

The purpose of this exploratory study was to describe 

the social processes which facilitates or obstructs 

recovering nurses' successful reentry into the clinical work 

setting. Specifically, the study focused on four informants 

who returned to clinical practice within an acute care 

inpatient hospital setting. After completing a treatment 

program these informants successfully reentered nursing and 

continued to work on a clinical unit for at least one year. 
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Summary 

The complexity of psychoactive substance dependency 

among nursing care-givers was discussed from the perspective 

of the health care delivery industry, the impaired nurse, 

and the patient or consumer. Information concerning the 

managerial and public risk areas were considered. The lack 

of research based data detailing the issues and concerns of 

the recovering nurse validates the significance of this 

inquiry. A qualitative approach was adopted based on the 

rudimentary state of current knowledge. 



CHAPTER 2 

CONCEPTUAL ORIENTATION AND 

REVIEW OF LITERATURE 
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In this chapter, multiple paradigms describing 

addiction and symbolic interactionism (Mead, 1934) are 

presented as the conceptual orientation for studying the 

return to work experience of recovering substance dependent 

registered nurses. Literature relevant to recovering 

nurses' reentry into the clinical work setting is reviewed. 

The chapter concludes with a summary. 

Paradigms Describing Dependency 

Multiple paradigms or world views have been the basis 

to describe or understand the nature of substance 

dependency. Theories have been offered which explain 

substance dependency as a moral weakness, a disease, and a 

product of social interactions. The paradigm which defines 

substance dependency creates the meaning and significance of 

substance dependency and strongly influences the response of 

others in interacting with the recovering substance 

dependent individual. 

Substance dependency has been described as a moral 

lapse or moral disorder. Through various means this 



25 

paradigm equates substance dependency with sin, and 

therefore people with addiction as sinners (Apthorp, 1985). 

As such the individual holds personal responsibility for the 

direct consequences of impaired behavior and shares in the 

responsibility for all the secondary negative consequences 

of substance dependency existing in society as a whole. 

Dealing with addiction from this perspective involves 

rejecting the sinful behavior in the same manner one 

repudiates theft or other sinful activities. From this 

perspective punishment is the appropriate social 

intervention. Society's defining addiction from this 

paradigm, may partially explain a negative reaction to the 

phenomena of dependency and impairment. 

Another conceptual orientation defines substance 

dependency resulting from disease or pathology. Models of 

biologicaljgenetic predisposition and psychopathology or 

personality traits are placed within this category. The 

substance dependency history of monozygotic twins are 

frequently studied to evaluate the influence of genetic 

factors (Naegle, 1988). 

Psychopathology and personality structure have been 

defined as factors leading to substance dependency. 

Specific personality traits such as impulsivity, low 

frustration tolerance, and narcissism are associated with 



26 

alcoholism (McDonough, 1990; Miller, 1990). 

Psychoanalytical literature frames substance dependency as a 

pathology of personality development (Rado,1981; Wurnser, 

1981). 

Different consequences arise from conceptualizing 

dependency as a disease process. If the process of 

psychoactive substance dependency is a disease then the 

recovering individual is sick. This implies an external 

focus to the problem, that the individual can be cured or at 

least treated and the problem resolved in some manner. 

Traditionally individuals who are sick have received 

sympathy and help from society with a focus to aid in their 

re-integration into the society as a whole. 

Sociological models and social learning theories are 

also utilized to describe the process of substance 

dependency. These models focus on the role relationships 

and adaptive responses of individuals in social settings. 

Significant factors mediating substance abuse are positive 

and negative reinforcers from the individual experiences 

with others concerning substance use (Naegle, 1988). 

Utilizing this paradigm suggests modifying the social 

environment as an intervention. 

This study rejects substance dependency as a moral 

lapse as both erroneous and an inadequate basis for 



developing remedies and interventions. It was recognized 

that each of the other paradigms contributes useful 

perspectives to the study and treatment of substance 

dependency. A hybrid combination of the disease model and 

social learning model supported this study. The disease 

model of addiction was accepted as the principle model 

describing the source of substance dependency. A social 

learning paradigm describes the significance of social 

factors in re-integrating the recovering nurse into the 

work-place. This combination provides a rational basis to 

attempt interventions and evaluate progress. 

Symbolic Interactionism 

27 

Symbolic interactionism provides the conceptual basis 

for describing the social interactions pertinent to this 

study. The core tenets of symbolic interactionism developed 

over time from a variety of sources. It is difficult to 

attribute the development of symbolic interactionism to a 

single individual or school of thought (Rock, 1979). The 

philosophies of Kant, Weber, Simmel, and the formalist 

school of philosophy all contributed to the theoretical 

foundation for symbolic interactionism (Rock, 1979). Mead 

(1934) organized many of these diverse ideas into a coherent 

theory. 
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Symbolic interactionism clarifies the mechanism by 

which individuals and groups create or ascribe meaning to 

phenomena by interacting with the external world. Symbols, 

linking human activity and understanding, are described 

as the most significant factor in defining behavior 

(Mead, 1934). 

Hewitt (1988) defined a symbol as"··· a sign typically 

a word or combination of words that mean approximately the 

same thing to all members of the community for whom it is a 

symbol." (Hewitt, 1988, p. 55). As a collection, these 

symbols portray the empirical world's connectedness and 

order. Thus, empirical events or perceptions are 

categorized and interpreted based on the symbols they 

represent to the individual (Hewitt, 1988). 

Because symbols are shared within groups they allow the 

transfer of experiences between individuals. By recognizing 

this process of sharing information, symbolic interactionism 

explains how groups of all sizes develop and maintain 

integrity through common symbols with shared meanings. 

Abstract symbols arise from social interactions within the 

group. Communicating these symbols for uniform 

interpretations becomes the basic structure upon which 

shared meaning of the world and a common identity is forged 

(Hewitt, 1988). 
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Symbolic interactionism also allows individuals to view 

themselves as objects within conceptual models, analyzing 

and predicting their own responses to hypothetical 

circumstances. Humans can use symbols to interpret and 

modify their behavior pro-actively (Mead, 1934). Therefore 

interaction constantly refines the symbolic model leading to 

new meaning, ultimately modifying the social environment and 

allowing the individual to change the self (Rock, 1979). 

The application of symbolic interactionism to events 

such as the return to work experience of recovering 

substance dependent nurses, arises from the clarification of 

social roles and situations. "A role is generally defined 

as a cluster of duties, rights, and obligations associated 

with a particular social position" (Hewitt, 1988, p.78). 

Situations are events where role relationships define the 

interactions. If role definitions are absent or inaccurate 

there is no basis for interpretation or prediction of the 

situation. When this occurs, individuals will become 

uncomfortable and attempt to modify the environment to fit 

the definition or work to establish a hew definition 

(Hewitt, 1988). This is frequently the condition that 

arises when a recovering substance dependent nurse returns 

to work in a clinical unit. The generally recognized role 

of a registered nurse must be modified to accommodate 



limitations to the individual's practice. Symbolic 

interaction can help explain why this is disruptive and 

possibly help define strategies to minimize problems 

originating from the role disruption. 

Review of the Literature 

30 

Over the last fifteen to twenty years nursing 

literature has increasingly addressed the impact of 

psychoactive substance dependency among professional nurses. 

Three principle themes emerge from a review of the 

literature. First, articles describing the dependency 

process and the specific effects of substance abuse on the 

individual will be discussed. Second, administrative 

strategies are described to aid the health care 

administrator in managing situations involving impaired 

nurses. Third, fiscal analysis and potential legal 

liabilities associated with managing abusing and recovering 

nurses are discussed. 

The Dependency Process 

Very little research has been reported in the Nursing 

literature concerning the experience of nurses returning to 

the work-place after substance addiction. Three authors 

have surveyed nurses regarding their attitudes towards 



substance dependency (Cannon & Brown, 1988; Hendrix et al. 

1987; Shaffer, 1988). 
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Shaffer (1988) utilized a 20 question, Likert-type 

rating scale to explore attitudes towards employment, 

external control, and peer groups among registered nurses 

recovering from substance dependency. The initial sample 

size was not specified. However, the final results were 

based on 14 completed surveys. The sample group strongly 

agreed that substance dependency is a disease and that 

participation in peer (or other) support groups enhanced the 

recovering nurse's self-esteem. Fifty percent of the sample 

group expressed concern that they would experience rejection 

should their non-dependent peers identify them as recovering 

from a substance dependency. Likewise half the sample felt 

that they were treated with less respect by nursing managers 

than colleagues that had not been identified as having a 

substance dependency problem. Greater than 50% of the 

sample predicted that most nursing managers chose not to 

deal with the issues surrounding psychoactive substance 

dependency but simply found another reason to terminate an 

impaired employee. 

Attitudes of nurses towards colleagues recovering from 

substance dependency has also been surveyed (Cannon & Brown, 

1988). A sample of 500 nurses was randomly chosen from all 
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the nurses registered in Oregon at the time of the study. 

The tool consisted of two surveys, the Substance Abuse 

Attitude Survey, a 42-item Likert-type tool, and the 

Attitudes Toward Alcohol-Impaired Colleagues scale, a three

item Likert-like scale. The most significant results 

suggested that nurses are supportive of impaired colleagues, 

though the variability within the sample indicated that many 

individuals held strong negative attitudes towards impaired 

peers. Over three quarters of the sample indicated that 

they would be willing to confront an impaired colleague 

acknowledging a suspected drug or alcohol problem. 

Hendrix, Sabritt, McDaniel, and Field (1987) surveyed 

1,047 nurses, and compared the attitudes concerning 

colleagues with substance dependency of staff nurses versus 

nursing supervisory personnel. The sample consisted of 

1,600 registered nurses randomly sampled from the 27,428 

nurses licensed in a southeastern state. A new tool, 

Perceptions of Nur~ing Impairment Inventory, was developed 

for this investigation. Nine factors were isolated. 

Significant differences were noted between the responses of 

staff nurses and supervisors concerning two factors. 

Supervisors were more supportive of use of a disciplinary 

process to manage impaired individuals and staff nurses were 
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more likely to believe that impaired nurses could be helped 

via treatment. 

A few research studies explored factors leading to 

substance abuse. Occupational stress has been studied as an 

element correlated with drug use (Plant, Plant, & Foster, 

1992). The Grey-Toft Nursing Stress Scale was administered 

to 600 nurses in Southern Scotland during direct interviews. 

Factors which resulted in significant stress in individuals 

differed based on demographic variables such as sex, age, or 

field of nursing. The authors identified a weak 

relationship between alcohol consumption and stress during 

the week prior to the interview, illicit drug use associated 

weakly with stress only for a factor labeled, "uncertainty 

concerning treatment,'' and only among women. 

Three personality traits, impulsiveness, assertiveness, 

and excitement seeking, have been studied related to 

substance abuse among nurses (McDonough, 1990). One hundred 

and fifty nurses were surveyed using a hybrid tool derived 

from NEO Personality Inventory and the Minnesota Multiphasic 

Personality Inventory. Excitement seeking was the only 

variable which correlated with individuals prone to 

substance dependency. 

Sullivan (1988) conducted a survey to identify 

significant differences between recovering nurses and non-
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dependent nurses. One hundred and thirty-nine impaired 

nurses and 522 non-dependent nurses responded to the study. 

Significant differences between the two groups included 

alcohol and drug use in family of origin, sexuality, 

marriage and family history, and the frequency of health 

problems other than addiction. No differences where noted 

in educational preparation and achievement. The same author 

explored depression and substance dependency within nursing 

(Sullivan, 1987). One hundred and thirty nine recovering 

nurses were compared with 384 randomly selected non

dependent nurses. A significantly higher frequency of 

depression was identified among the recovering nurses. 

However another study (Sisney, 1993) did not identify 

an increased frequency of depression among recovering 

nurses. Using The Personal Resource Questionnaire and 

Beck's Depression Inventory to survey 146 recovering nurses 

(58 usable questionnaires were returned), this researcher 

identified a correlation between increased social supports 

and decreased depression. The study did not validate that 

recovering nurses experience higher levels of depression 

than nurses in general. 

One theory depicting the process of substance 

dependency among nurses is described by Hutchinson (1986). 

Using grounded theory methodology, Dr. Hutchinson 
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interviewed 20 recovering nurses and discovered a self

annihilation multi-staged process of substance dependency 

among nurses. Following Dr. Hutchinson's "Trajectory toward 

Self-Annihilation," an individual first experiences long

term physical or psychic pain. Next, the individual 

experiences a psychoactive substance and connects the relief 

from pain to the substance. At this point the individual 

begins an experimentation phase, trying different drugs and 

eventually choosing a preferred substance. A decision to 

use the drug follows. This commitment to self-medicate 

accompanies an internal dialogue characterized by 

bargaining, justifying behavior, and denying obvious 

consequences. A general characteristic of this progressive 

dependency is the diminishment of the individual's self

esteem and a relentless dependency on the external substance 

for happiness and enjoyment or relief of pain. The social 

repercussions of this process is to disengage from social 

relationships, withdrawing from both friends and family. 

Many articles describe the progressive degradation of 

behavioral, psychological, and interpersonal functions 

concomitant with a dependency process. A primary goal of 

these papers was to assist in the early identification of 

professional nurses impaired by the use of drugs (including 

alcohol). Warning signs of substance dependency frequently 
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listed in the literature include: increase in absenteeism 

and tardiness, emotional volatility, withdrawal from social 

relationships, poor clinical judgment and medication and 

narcotic administration errors (Virden, 1992; LaGodna & 

Hendrix, 1989; Creighton, 1988; Green, 1984; Valentine, 

1988; Caroselli-Karinja & Zboray, 1986). Case histories 

are also frequently used as examples within nursing 

literature to illustrate the degradation of intra-personal 

changes associated with psychoactive substance dependency 

(Supples, 1990). 

Administrative Strategies in Managing Recovering Employees 

A second common theme found within nursing literature 

is the promotion of specific management and administrative 

responses in dealing with impaired nurses in the work-place. 

Fiscal and ethical prudence demands minimizing the risk of 

substandard nursing care associated with impaired nursing 

practice. Early identification and intervention are 

generally viewed as limiting the negative effects of 

impairment on both the individual nurse and the work-place 

(Hendrix & LaGodna, 1986). Consistently, authors addressing 

the topic recommended keeping the nurse employed during the 

recovery period (Patrick, 1984; McCrady, 1989; Buxton, 

1990). Limitations to practice are frequently recommended, 
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however. The most restrictive recommendation advised that 

recovering nurses never be allowed to work in a clinical 

setting where psychoactive drugs are administered (McClure, 

1990). Most articles recommend an initial period during 

which the recovering nurse has no access to psychoactive 

substances, followed by a gradual reintroduction of 

responsibilities surrounding the administration of 

restricted medications. Unfortunately there is no research 

evaluating the relative success of differing approaches in 

maintaining recovering nurses substance free and functional 

within the clinical setting. 

Articles describing employer-and peer-run programs to 

support recovering health care providers are represented in 

the literature. Employee assistance programs (EAPs) 

(general counseling services intended to support employees 

and therefore decrease absenteeism and other personnel

related problems) have frequently cultivated expertise in 

managing and treating dependent nurses (McCrady, 1989). 

Peer intervention programs and strategies are also portrayed 

within the literature. (Patrick, 1984; Kilburg, Kaslow, & 

Vandenbos, 1988; Sonnenstuhl, 1989). These programs, though 

rare among nurses, are common with independent health care 

providers not working for large institutions, such as 

physicians and psychologists. 
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Five-step peer confrontation techniques are presented 

by Kilburg, Kaslow & VandenBos, (1988). The steps in 

staging a peer intervention include: 1) collecting data, 2) 

deciding who should confront the individual, 3) planning the 

confrontation, 4) meeting with the peer, and 5) taking 

follow-up action as necessary. Peer confrontation may be an 

appropriate model among nurses working relatively 

independently, such as nurse practitioners or rural public 

health nurses. 

State boards of nurses often define the administrative 

response to recovering nurses through restrictions placed on 

a recovering individual's practice. State Board established 

monitoring programs display some common key components. 

Buxton, (1990) described the five components commonly 

defined within these diversion programs. First, completion 

of a treatment program is required prior to reentry into 

practice. Second, an individualized "patient-monitoring 

program contract" is developed. This contract should define 

all aspects of the program including maintenance activities 

such as active participation in a 12-step program. Third, a 

work site assessment should be completed to evaluate the 

appropriateness of reentry into that specific setting. 

Fourth, a random body fluid analysis program monitoring for 

possible relapse. And fifth, defining the consequences of 



relapse. Usually this non-punitive treatment approach is 

confidential (Fiesta, 1990). 
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The problems of stigma or discrimination directed 

towards recovering nurses by their peers or managers has 

also been recognized by nursing authors (Green, 1984; 

Hendrix & LaGodna, 1986; Cannon & Brown, 1988; Shaffer, 

1988; LaGodna, & Hendrix, 1989). The previously described 

research by Shaffer (1988) and Cannon and Brown (1988) refer 

to these issues. 

Nurses fear real and imagined regulatory or legal 

repercussions if their impairment is discovered (Shaffer, 

1988; Supples, 1990; Creighton, 1988). If the consequence 

of admitting substance dependency or asking for help is the 

loss of job or license, few individuals will come forward 

(Fiesta, 1990). As state boards of nursing implement 

programs based on the disease model, stressing treatment and 

support, more substance dependency nurses will voluntarily 

seek therapy. 

Fiscal and Legal Issues 

A third group of articles within nursing literature 

considers the legal and fiscal consequences associated with 

employing a nurse recovering from drug or alcohol 

dependency. Overall estimates of the financial cost to 



businesses in our country associated with drug and alcohol 

abuse are around $100,000,000,000 per year (Cook & 

Youngblood, 1990). 
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A multi-faceted cost analysis explores the direct and 

hidden costs to the individual nurse, the nurse's employer, 

and the licensing body (LaGodna & Hendrix, 1989). It is 

stressed that increased impairment correlates directly to 

the associated costs. The expenses absorbed by the employer 

include investigation and counseling costs, termination 

related expenses, and most importantly replacement and 

orientation costs. The individual nurse may suffer a 

decrease in income, charges associated with a treatment 

program, and any fines and attorney fees accrued during the 

legal process. The State Board of Nursing also suffers 

expense in investigating and adjudicating accusations 

involving impaired practicing nurses. The total costs, to 

all involved, are over $54,000 per incident. This fiscal 

analysis demonstrates that maintaining the impaired nurse as 

an employee after intensive treatment is overall the most 

cost effective outcome for the employer, the individual, and 

the state (LaGodna & Hendrix, 1989). Hospitals as employers 

are working hard to minimize these losses by intervening 

early and forcefully. 
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The added potential costs arising from malpractice 

lawsuits related to poor job performance or judgment on the 

part of the dependent nurse adds another motivation for 

identifying impaired practitioners early. Likewise, many 

papers mentioned an ethical responsibility to care for 

impaired employees (Allgulander & Evanoff, 1990; Supples, 

1990; Valentine, 1988; Hutchinson, 1987). On the whole 

nursing literature characterizes returning a recovering 

nurse to work (within the context of a support program and 

contract) as legally, fiscally, and ethically responsible. 

Summary 

The conceptual orientation, including the disease model 

of substance dependency and symbolic interactionism, were 

discussed in general, and as grounded theory applied to the 

research topic. Relevant literature was reviewed under 

three broad categories, describing the dependency process, 

administrative strategies in managing impaired employees, 

and fiscal and legal issues. 
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METHODOLOGY 
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The research design and methodology are described in 

chapter three. Specifically this includes a step by step 

description of grounded theory methodology as it was applied 

in this study, a consideration of the research setting, data 

collection and analysis issues, and the plan for the 

protection of human subjects. The chapter concludes with a 

summary. 

Research Design 

Grounded theory, a qualitative research method derived 

from symbolic interactionism, was chosen as the methodology 

to be used for this study. This approach was well suited to 

the investigation of recovering impaired nurses' re

integration into the clinical work-place for several 

reasons. First, the approach conformed well to unique 

issues posed by exploratory and descriptive studies where 

little previous applicable research has been conducted 

(Field & Morse, 1985). Second, the theories generated 

explained the behaviors of both the recovering nurse re

entering the work setting as well as the other significant 

agents in the process such as peers, managers, 



43 

administrators and patients, identifying both the strengths 

and weaknesses of the process (Field & Morse, 1985). Third, 

complex social and cultural factors were retained and 

integrated into the final theory in an objective manner. 

This was important as it allows the theory that emerged from 

the data to make sense to both the recovering nurses and to 

those individuals responsible for designing re-entry 

programs. Sharing common meanings and language should aid 

all parties in improving the process of re-entry into the 

work place. 

Glaser and Strauss (1967) developed grounded theory to 

apply the intellectual rigor found in quantitative 

methodologies to phenomenon where inductive reasoning was 

most applicable (Brennan, 1989). The key steps within the 

process are described as theoretical coding, theoretical 

memos, generating core category, processes and conditions, 

theoretical sorting, theoretical writing, and generating 

formal theories (Glaser, 1978). 

Data Collection 

Grounded theory research is an integrative process 

where data collection as an independent stage or step does 

not exist. Almost from the start data obtained in 

interviews generates possible explanations of the process 
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which are tested throughout the ongoing interviews. 

Consequently, the nature of the data collected changes as 

the process proceeds and the categories and concepts become 

increasingly focused and precise. 

Data collection for this study was conducted via single 

open-ended interviews of approximately one hour to ninety 

minutes in length. The initial goal of the interviewer was 

to encourage and enable the study participant to describe 

their personal "return to the work setting" experience as 

fully and clearly as possible, stressing the factors which 

were most significant to them. Broad and open-ended 

questions such as "Tell me about what it was like when you 

went back to work" were used to conduct the inquiry. 

Follow-up questions arose from the direction of the ongoing 

interview. These questions were used to clarify points and 

encourage the individual to uncover information about 

related areas. As the data analysis progressed, emerging 

categories and relationships between categories influenced 

researcher questions. 

Data Analysis 

Data analysis began with the accurate transcription of 

the first interview. Non-verbal aspects of speech such as 

long pauses or laughter were included. Any event perceived 



as emotionally significant to the interviewer was added to 

help illuminate the written text (Field & Morse, 1985). 
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The transcription of the interview with the first 

informant was initially analyzed by coding the data through 

the assignment of representative key phrases to individual 

expressions, sentences, or sections within the interview. 

The goal was to identify categories that captured the 

meaning or emotional content of the informant's statement. 

This coding allowed internal comparison and grouping of the 

data which resulted in identification of significant 

categories (Chenitz & Swanson, 1986). 

After this coding process was completed for the first 

interview and an initial set of categories was identified, 

an interview with the second informant was scheduled. 

During the interview with the second informant, the 

researcher explored informant number two's experience and 

investigated the significance of the categories previously 

associated with the first interview. This process continued 

with each successive informant interview introducing new 

codes and corroborating or refuting the significance of the 

previously identified categories. Comparing new data with 

established categories eventually refined the categories by 

more precisely identifying a common set of qualities shared 

among the informants. Category saturation resulted after 
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the characteristics of the categories remained constant when 

presented with new data. 

As the categories emerged and became saturated, the 

task of identifying the relationships between the categories 

began. The researcher considered provisional links between 

the various categories and returned to the interview process 

to test these relationships. In an ongoing comparative 

process, relationships were tested against newly collected 

data. As the study participants' responses validated the 

relationships, it was accepted; otherwise data collection 

continued until the relationship was supported by the data. 

This process continued until the categories were linked in 

an interrelated pattern (Chenitz & Swanson, 1986). 

The Setting 

Interviews were conducted in a site mutually agreed 

upon by the study participant and the researcher. Generally 

this was a conference room within the facility. However, 

one interview was conducted in a private room of a 

restaurant at the request of the informant. 
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The Sample 

The participants in this study were four nurses 

recovering from drug or alcohol dependency who returned to 

work providing direct patient care. The administrative 

policies and procedures which monitored and supported these 

individuals were generally comparable as all the informants 

were employed by the same hospital working on similar units. 

Therefore the return to work experience was assumed to be 

similar. This assumption may prove faulty due to variations 

within the corporate culture of the institution. However, 

due to the relatively small sample population available and 

the difficulties in defining differences in corporate 

culture, the admission criteria for this study did not 

recognize these variables. 

Participants in this study met the following criteria: 

1) the individuals were currently licensed as registered 

nurses within the state of Arizona, 2) the individuals had 

an identified dependency to a psychoactive substance, 3) the 

individuals had not been under treatment with or self

medicating with illegal or prescribed psychoactive 

substances for at least one year after returning to the 

work-place, 4) the individuals were employed on an inpatient 

unit within a hospital providing direct patient care, and 5) 



the participants were willing to share their experiences 

during a 90 minute interview. 

Trustworthiness of Data 

The trustworthiness of the data and resultant theory 

were dependent on specific steps built into the research 

process. Many aspects of this research design addressed 

risks to the credibility, transferability, dependability, 

and confirmability of the specific data and conclusions 

resulting from this study. 
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Safeguards to assure that the data and resulting 

categories credibly represented the sample included: 

separate coding of the various interviews with continuous 

ongoing comparison of the data sources, frequent peer 

debriefings {including independent partial coding of the 

data from the initial interview by an experienced researcher 

and comparison of the results), and ongoing member checks, 

with study participants validating the phenomenon as 

representative of their experience {Guba & Lincoln, 1981). 

A complete audit trail of the researcher's process was 

maintained. Frequent review of this data with an 

experienced researcher helped identify bias and any 

structural problems or inconsistencies within the research 

procedures {Guba & Lincoln, 1981). 
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Protection of Human Subjects 

All individuals in the study received a written 

explanation of the purpose and process of the study. Each 

informant had the study described to them and had time prior 

to their interview to clarify any questions with the 

researcher. They had the express right to withdraw from the 

study at any time without any consequence. Informants were 

assured that they did not have to discuss any specific issue 

if it was too emotionally challenging. 

The confidentiality of each of the study participants 

was assured. Each interview was audio taped with the 

consent of the informant. These tapes were transcribed 

verbatim with identifying names replaced by pseudonyms, then 

the original audio-tape was erased. Field notes were 

maintained locked in a cabinet in the researcher's office. 

Only summary data and substantive codes were reported from 

the transcripts. 

The study was approved by the Human Subjects Committee 

of the University of Arizona Health Sciences Center. Each 

informant signed a consent which is on file in the 

University of Arizona College of Nursing Office of Nursing 

Research. See appendixes A and B. 
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Summary 

This chapter described grounded theory and explained 

why it was the preferred methodology for this study. Data 

collection and analysis issues were discussed. The 

characteristics of the informants and setting were outlined. 

Finally, steps taken to safeguard the human participants in 

the study were described. 
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CHAPTER 4 

DATA ANALYSIS AND PRESENTATION OF DATA 

The characteristics of the sample are described and the 

content of each of the four interviews are identified in 

this chapter. Initial coding of the data is illustrated by 

verbatim data bits from the interviews. Constant 

comparative analysis was described, including the refinement 

of categories and concepts, leading to a grounded theory 

model. A summary concludes the chapter. 

Description of the Sample 

Four English-speaking nurses recovering from drug or 

alcohol addiction participated in the study. Demographic 

information is contained in Table 1. The informants ranged 

from 38 to 43 years of age. All of the informants were 

white non-Hispanic. Three of the informants were female, 

and one was male. The informants had been registered nurses 

from 14 to 19 years. Two informants had baccalaureate 

degrees in 

nursing, one had an associate degree in nursing, and one 

completed a nursing diploma program. All the informants 

worked on in-patient intensive care units when they were 
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Table. 1 

Informant demographic characteristics 

Informant Informant Informant Informant 
One Two Three Four 

Age 43 38 44 42 

Sex male female female female 

Years 
in nursing 17 16 14 19 

Professional 
education BSN BSN ADN Diploma 

Treatment 
history1 2 1 1 2 

Years in 
recovery 4 7 7 6 

1Treatment History refers to the number or intensive 
treatment programs in which the informant has participated. 
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identified as substance dependent and continued to work in 

the same unit for at least a year and a half. One informant 

continues to work in the same unit where initially 

identified as substance dependent; the other three work in 

unrelated nursing positions. 

The informants have been in recovery from four to seven 

years. All of the informants completed an initial in

patient substance dependency treatment program. Two of the 

informants chose to complete a second treatment program at a 

later date. 

Initial Coding for the First Interview 

Results from the interviews will be presented in 

chronological order starting with informant one. A 

description of the constant comparative analysis will be 

interspersed with data presentation in the same manner in 

which codes, concepts and relationships arose. 

Beginning with interview one, the importance of the 

decision to overtly identify oneself as a person with an 

addiction to colleagues and others on the unit after 

returning to work was stressed. This was coded as 

disclosing addiction. The personal value of this strategy 

was characterized by the data, "It destroyed a lot of the 

myths.'' The informant felt that previous interactions with 
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nursing colleagues had been corrupted because of the lies 

associated with substance use. The informant also viewed 

awareness of the substance use history by others as 

insurance against a relapse into substance use. 

The code discomfort in others emerged from the 

awareness of a recovering addict working on the unit. "I 

was more uncomfortable for other people than ... for me." 

Discomfort in others was especially noted in the individuals 

who enforced the tenets of the stipulated order and work 

contract. 

I think the other hard part ... the hardest part was 
the assistant head nurse use to walk up to me and 
ask me to take a pee ... for them. And I just 
thought it was just something I had to do. 

Many facets of the work-place were identified as 

significant in mediating a successful return to professional 

practice. Preparing for work was a difficult aspect of the 

return to work experience, and was coded as triggers: 

Coming to work was really hard. Not the work. 
But just coming ... just getting up and going 
because everyday had been started with using and I 
wasn't using. And so how do you get yourself 
prepared to go to work. 

However, the clinical work setting was also seen as a 

supportive setting, principally due to the treatment and 12-

step support available. 

I got support while I was there. Yeah, if that's 
what you are asking. And I could network around 



like that so I was in a good place .... My home 
group is in the hospital after I got off work. So 
I don't really have an excuse, you get off work 
and go to a meeting. 

Two related categories, discrimination and stigma, 
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emerged from the data. Discrimination was demonstrated by a 

hospital administrator who treated employees with a history 

of substance dependency negatively. Stigma was demonstrated 

by two examples. First there were gender differences in the 

expression of stigma, with women being reproached more 

frequently and intensely than men. Second, there were 

differences in the expression of stigma based on the 

substance dependent individual's drug of choice. 

I think the way that people treated other people 
was determined by drug of choice. That true. So 
if I was stealing large amounts of Morphine or 
Demerol, then I would be seen as low life, that's 
true. 

Informant one chose alcohol and oral pain medication as his 

drug of choice in contrast to others who used injectable 

narcotics. 

The code advancing nursing skills emerged from the need 

to re-learn nursing theory to support clinical practice. 

I went back and sat down and studied and did all 
of that and I was OK. And within 6 months or a 
year I was performing better than I did before. 

The desire to advance nursing skills relates to the code 

faking behaviors that characterize practice prior to 



beginning rehabilitation. Verbatim data bits contained 

within brackets have been slightly altered to conceal 

confidential information . 

... I would just do something without knowing what 
the hell I was doing. Like [advanced clinical 
procedure] like this like that. And I would just 
do it. And you know that I am smart enough that I 
can BS you real well. 
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The value of remaining in nursing and being of service 

to others is coded as valuing nursing practice. 

Work in nursing becomes the mode by which one can 
provide the help to the community. But nursing 
fit into the rest of the stuff that I had to 
do ... to be an asset to the community and that's 
part of what recovery is ... to me, is how can I be 
of service to people. 

In summary the initial codes that emerged from the 

first interview data include: disclosing addiction, 

discomfort in others, triggers, treatment and 12-step 

support, discrimination, stigma, advancing nursing skills, 

faking, and valuing nursing practice. 

Initial Coding for the Second Interview 

Specific triggers within the work-place were also 

identified by the second informant which precipitated 

cravings to abuse drugs. 

So many things can set off a craving. The 
bathroom on the unit; I couldn't even go in the 
bathroom because that's where I used. The fear of 
dealing with morphine was real. People 



recommended that I leave the room or turn my back 
whenever someone gave a narcotic to a patient for 
me. I needed to do that, just watching the needle 
being put in the port made me afraid. I wouldn't 
even look at the narcotic box, especially if it 
was open. I was even nervous handling the 
heparin flushes because they were the same size 
and looked like the morphine I used. Just 
handling the carp-u-ject ... screwing a syringe on 
was a problem. 

A new code, guilt and shame, was connected to the 

significant emotional challenges associated with returning 

to the clinical unit. 

I had to face the guilt and shame over what I did. 
A lot of shame, everyday. Taking care of kids, 
knowing that I stole drugs from children just like 
them was hard. 

Data about peers in active recovery were described as 
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critical to maintaining the recovery process, and supported 

the code treatment and 12-step support identified in the 

first interview. 

When I came back the two nurses in the nurse 
support group were most helpful. For the first 
year we were able to have almost the exact same 
schedule. I would have a craving, and go to them 
they would say "yeah, OK", then it would be gone. 

The code valuing nursing practice as a professional 

nurse was supported by the second interview. 

Keeping my nursing license became very important 
to me. It's a totally different thing to choose 
to do something besides nursing than to have the 
State Board take your license away and tell you 
that you can't nurse .... 



The value of remaining in nursing was stressed. 

Nursing fit into the rest of the stuff that I had 
to do ... to be an asset to the community and that's 
part of what recovery is ... to me, is how can I be 
of service to others. How can I help people in 
that sense. I think that nursing is a real good 
job. Because I can go out and I can do things by 
using my experience to help. 

Congruent with interview one, discomfort in others on 

the unit emerged from this data. 

It was disturbing for some of the nurses. Nobody 
asks you specifics about what you did, especially 
what you did at work. They are uncomfortable ... 
Some people were mad with me. When we finally 
talked they would say things like how could you do 
that or how can I trust you now. 
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A complicating factor of discomfort in others was identified 

when large numbers of recovering individuals practiced on 

the same unit at the same time. Their work restrictions 

increased their colleagues workloads causing more irritation 

than when only one recovering individual was working on a 

unit. 

The code advancing nursing skills was also identified 

during the second interview. Informant two had increased 

interest in learning the theory underpinning clinical 

practice during recovery. This resulted in passing a 

national certification test and a promotion on the unit. 

In summary, codes duplicated from interview one include 

treatment and 12-step support, discomfort in others, 
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advancing nursing skills, triggers, and valuing nursing 

practice. A new code, guilt and shame was also identified. 

Analysis of the First and Second Interviews 

After comparing codes from the first and second 

interviews, initial categories began to emerge into two 

generalized concepts (Table 2). The first concept inner 

transformation underpins or interconnects categories that 

represent intra-personal factors that effect the 

individual's success at returning to the work-place. These 

include: valuing nursing practice, a desire for disclosing 

addiction, ending faking behaviors, coping with guilt and 

shame, managing triggers to abuse drugs, and efforts to 

advancing nursing skills. 

A second concept relating to others encompasses 

categories reflecting interpersonal or social factors 

pertinent to the individual returning to the work-place. 

Treatment and 12-step support was particularly important in 

sustaining an individual's re-integration into the work

place. Discomfort in others, stigma, and discrimination 

experienced by the recovering individual obstructed the 

recovering individual's re-integration into the work-place. 



Table 2. 

Initial concepts and categories 

Inner Transformation 
valuing nursing practice 
disclosing addiction 
faking 
guilt and shame 
triggers 
advancing nursing skills 

Relating to Others 
treatment and 12-step support 
discomfort in others 
stigma 
discrimination 

60 



61 

Coding and Analysis for the Third Interview 

Consistent with the first and second interviews, the 

third informant described the significance of disclosing 

addiction upon returning to work. Data from interview three 

revealed that the code disclosing addiction was a structure 

for coping with a new code emerging from the data, denial. 

" ... I was very open with them in the group therapies and 

stuff and told them I just don't think I have a problem . 

... and I'm sitting there, still so mired in denial." The 

data contained an example of how a role definition can 

strengthen denial and thus prevent disclosing addiction. 

I had a visual image of what a drug addict was. 
And that was someone who couldn't hold a job, who 
was skinny as a rail, who had tracks up and down 
their arms; lived in an army coat down on 3rd and 
Meyers kind of thing .... ! didn't fit the image. 

Another data bit described how an individual's beliefs 

involving the negative character of addicts could work to 

maintain the denial and inhibit disclosing addiction. 

I could have never lived with myself. For one 
thing, I didn't know at the time ... I didn't 
believe at the time that addiction was a disease, 
that alcoholism's also a disease and I thought you 
were a bad defective individual, morally weak and 
bad and evil and all the other things that people 
believe about drug addicts and alcoholics. I 
believed all that stuff too ... there were times 
when I felt like lower than pond scum because I 
was a needle user ... 
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Guilt and shame arising from previous behavior patterns 

were identified in the third interview. This was consistent 

with the data found in the second interview. These feelings 

were elicited by the actions of others. 

And I had a real hard time being a patient 
advocate ... I'm really sorry that I'm this f'ing 
addict and can't give drugs but this kid needs his 
shots right now. Don't make me beg you .... But I'm 
thinking of one nurse in particular and I am so 
grateful that I made my amends to her because she 
then wound up in [a critical care unit] ... and I 
thought she was going to die, I was so glad that I 
had cleaned all that up with her ahead of time. I 
didn't have to go camp by her bedside and try and 
talk to her through that Versed haze ... 

A new category distortion in judgement emerged and 

describes the effects that abusing a substance has on an 

individual's thought processes. As an intra-personal factor 

this code is included under the concept inner 

transformation. 

I believe that an addict's judgment is altered 
whether they are high or not ... Well, when you get 
a tolerance, you get to the point where if you're 
not actively nodding off, you think you're 
fine ... I knew at that point that I was clean for 
over a month. The fog had lifted somewhat ... 

The code discrimination, identified in the first 

interview, reappears in interview three . 

... I have a memory that the other nurses resented 
me being treated differently. I got a very strong 
sense at times that nurses didn't want to stop 
what they were doing to come and medicate my 
patients. Problems accommodating the mandatory 



schedule restrictions also ... created a lot of 
hostility with the other staff. 

Stigma associated with substance dependency accounted 
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for some of the hostility experienced. "There were certain 

people that ... I felt judged by." 

The code faking was congruent with the first and second 

interview . 

... feeling like I was a fake. That part was very 
real for me. And that responsibility was a real 
burden after I came back from treatment because so 
much of what you learn in treatment is that you 
have to start acknowledging your feelings. 

Data characterizing triggers resulting in a desire to 

use drugs in the work-place mirrored experiences described 

in the second interview associated with handling injectable 

psychoactive substances. A new environmental triggers was 

described related to the smell of a cleaning supply. 

It was really hard for me to imagine breaking that 
pattern I use to have of taking something out of 
the box and then this whole routine that I would 
go through to wind up with a little syringe capped 
off with a blood gas cap in my pocket ... There use 
to be something they carried on the cleaning carts 
here that smelled like cocaine and I could walk 
down the hallway and all of a sudden I would walk 
through that smell and it would set off this 
intense desire to have some cocaine at that 
moment. It was mostly just the smells. If I 
could smell the morphine that I squirted in the 
sink or the Demerol or whatever, that would 
trigger my wanting to use. 

The codes valuing nursing practice and treatment and 

12-step support are reflected within interview three. 
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Interview three expanded the importance of externally 

imposed controls and restrictions on behavior in supporting 

recovery and re-integration into the work-place. Some of 

this structure is provided by treatment and 12-step support. 

A new code emerged from the data to describe another source 

of support, practice restrictions. 

Practice restrictions implemented by the state board of 

nursing and employer were characterized as a significant 

support mechanism. 

My sponsor worked on one of the [units]. I had 
met her in the nurses group and we were on the 
phone a lot. And she was very supportive and 
really wonderful about talking with me and 
stuff ... I appreciate the board's stipulated order. 
I really, I don't know that I would have had the 
motivation to get through those hard times or. If 
I didn't, for instance, have random urines, I 
don't know. 

In summary, the previously identified codes, disclosing 

addiction, valuing nursing practice, guilt and shame, 

faking, triggers, discrimination, stigma, and treatment and 

12-step support were substantiated in the third interview. 

New codes included: denial, distortion in judgment, and 

practice restrictions. 
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Analysis of Data after Third Interview 

The codes identified within the first three interviews 

provide an increasingly precise description of the re-entry 

to work process. The cluster of categories subsumed under 

inner transformation was examined. A distinction was 

identified between categories which existed within the 

individual prior to recovery, arising from the self as an 

addict, and categories depicting personal efforts to change 

one's self. Therefore, inner transformation represents data 

about both a baseline state as well as an evolving process. 

Both aspects impact on the individual's potential to succeed 

within the work-place. Two new sub-concepts were created to 

describe this division, owning the addiction and 

constructing self independent from addiction (Table 3). 

The designation owning the addiction was devised to 

describe the constellation of categories encompassing guilt 

and shame, faking behavior, triggers, and two codes newly 

identified in the third interview, denial and distortion in 

judgment. The data suggests that recognizing these 

characteristics within oneself is a necessary step for 

beginning inner transformation. 

Constructing self independent from addiction is a 

composite code created to symbolize the resolutions and 



Table 3. 

Principal concepts sub-concepts and categories 

Inner Transformation 

Owning the Addiction 
guilt and shame 
faking 
triggers 
denial 
distortion in judgement 

Constructing Self Independent from Addiction 
disclosing addiction 
advancing nursing skills 
valuing nursing practice 

Relating to Others 

Re-create Professional Relationships 
stigma 
discrimination 
discomfort in others 
treatment and 12-step support 
practice restrictions 
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actions rejecting the behaviors and thought processes 

described under owning the addiction. Codes include: 

disclosing addiction, advancing nursing skills, and valuing 

nursing practice. 

Relating to others can also be defined in a manner more 

precisely oriented to the nursing re-entry to the work-place 

process. The recovering individual must develop or modify 

roles with their employer, the State Board of Nursing, their 

colleagues, and with other nurses in recovery. These data 

bits were coded as re-create professional relationships. 

The codes stigma, discrimination, and discomfort in others 

described negative mediating forces which have to be 

managed, overcome, or circumvented for the individual to 

successfully re-integrate into the work-place. Treatment 

and 12-step support and practice restrictions depict 

supportive relationships which can aid the recovering 

individual in constructing self independent from addiction 

and addressing the inter-personal issues arising from stigma 

and discrimination. 

Coding and Analysis of the Fourth Interview 

Disclosing addiction emerged from interview four. As 

identified in previous interviews, disclosing addiction 

appeared to be a rejection of faking behaviors and denial. 



I did an in-service on impaired nurses. And I 
told my story ... and I got some silence at that 
time from some people ... And it felt good. I felt 
good to finally have it out. 
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Consistent with previous interviews, significant discomfort 

in others was stimulated by the awareness that the informant 

was in recovery from substance dependency. "She was crying. 

And then there were some people who said, ya know, who said, 

I'm glad that you're OK and some people never imagined it. 

Never imagined it ... " 

Data from interview four identified how self-esteem was 

associated with valuing nursing practice. 

I would go to work, take care of a very, very 
critically ill patient. Do it well. That patient 
is at my mercy. And I'm important. I feel 
important then. I feel very smart and 
intelligent. 

The previously identified category treatment and 12-

step support was stressed in the fourth interview. 

The nurses' support group for sure. That is, that 
is a must, really. I say that is a must for 
people, for nurses who are recovering. And yes, 
going to meetings. I went to a lot of meetings 
then. Gosh I went like 5, 6 times a week ... But 
that really kept me stable and being able to talk 
about some feelings ... what we did was find a 
networking from the nurses' support group to 
nurses were also in recovery working in the 
hospital ... ! mean it was just there, was always 
somebody around ... 

The active role of treatment and 12-step support in 

moderating distortion in judgment emerged most clearly from 
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the data. "The thoughts are just very, very difficult after 

when starting recovery. So being able to go down to ... visit 

with other nurses in recovery was really very helpful." This 

data substantiates the relationship between treatment and 

12-step support and constructing self independent of 

addiction described within the evolving theory. 

The previously established code of advancing nursing 

skills was documented in the data. 

I just did the [advanced practice certification 
test] right after I got busted and that's my 
craziness. I mean that helped me believe it or. 
I mean, there was more pressure and stuff but it 
focused my energies on something positive for 
myself. 

Work-place triggers emerged from the interview in a 

consistent manner with the patterns described in the second 

and third interview . 

... it really got to be difficult to give Percosets 
and I mean I didn't ever, did needles, Demerol, or 
Morphine or anything ... so that it was easy for me 
to get the Morphine ... And the Demerol wasn't a 
problem ... but when it came to even [Tylenol #3s] 
and the Percoset and the Tylox, sometimes I even 
had to ask A ..... to do it for me or J ..... . 
because ... it's just too shaky and too tempting. 

Practice restrictions were identified as a support 

system in coping with the triggers. "I think the length of 

time for me was, was a safety net. I needed what they did 

to not use." Again this is congruent with the theory's tenet 

that specific aspects of relating to others function as aids 
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for the recovering individual to constructing a self 

independent from addiction. 

Interview four described obstacles which arose from the 

stigma and discrimination of management and colleagues . 

... as time went on ... the more distance I was 
feeling from people. And there were many 
instances where the person would just walk away 
and pretend not to even see anything ... ! felt, 
too, that a lot of my evaluations, my merit 
evaluations were very, was like discrimination ... 

This discrimination induced such distress within the 

informant that the individual's work performance suffered. 

I was trying to hang on to be able to do things 
right instead of making mistakes and that's when 
also I went to the nurse manager cause I needed 
some days off or lessen my time. And she turned 
around and said to me ... you've been through so 
many treatments, you've worked this problem out by 
now ... I was stressed out even when ya know, 
knowing that a group of people don't like me and 
one of them is the person supervising me ... Well 
anyway, that's when I went into such a deep 
depression, I wouldn't get out of bed. I couldn't 
function really. So he put me on 
antidepressants ... 

The data · continues to describe a treatment and 12-step 

support strategy, re-admission into an in-patient treatment 

facility. 

Cause I was so upset, that, that popped up so 
strong after being at the treatment center for 2 
1/2 months. I don't want anything else popping 
up. I want to go to treatment. So I went and my 
own motivation. 
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In summary, the previously defined codes, disclosing 

addiction, faking, denial, distortion in judgment, triggers, 

advancing nursing skills, discomfort in others, and practice 

restrictions were identified in the interview. Consistent 

with the evolving theory, the destructive consequences of 

stigma and discrimination on constructing self independent 

from addiction and the assistance of treatment and 12-step 

support and valuing nursing practice were recognized. 

Grounded Theory 

The theory TRANSFORMING AND RELATING: RE-INTEGRATING 

THE PROFESSIONAL NURSE INTO THE WORK-PLACE AFTER SUBSTANCE 

DEPENDENCY TREATMENT can be found in Figure 1. Two main 

concepts embody the theory, inner transformation and 

relating to others. The concept, inner transformation, 

combined salient aspects of two sub-categories, owning the 

addiction and constructing self independent from addiction. 

Owning the addiction recognizes aspects of the self that the 

individual wishes to change. Constructing self independent 

from addiction describes the means that are utilized to 

bring about the desired transformation. These changes occur 

within the social settings of the individual. The concept 

relating to others reflects this situation. For the nurse 

re-entering the work-place, the sub-concept, re-create 



TRANSFORMING AND RELATING: 
RE-INTEGRATING THE PROFESSIONAL NURSE INTO THE WORK-PLACE 

AFTER SUBSTANCE DEPENDENCY TREATMENT 

INNER TRANSFORMATION RELATING TO OTHERS 
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the Addiction 

Constructing Self 
Independent 

from Addiction 

Treatment 12 
step support 

Practice 
Restrictions 

Discrimination 

Discomfort 
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Re-create 
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------------------------------------------TIME > 
FIGURE 1. Grounded Theory 

72 



professional relationships defines the pertinent aspects 

within relating to others. 

Owning the Addiction 
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Owning the addiction describes the cluster of codes, 

guilt and shame, faking, triggers, denial and distortion in 

judgement. Owning the addiction portrays the character 

aspects of the self which are disrupted through the 

progressing addiction. 

Guilt and shame emerged as a code from the second and 

third interview. Examples of guilt and shame include 

feelings concerning the mistreatment of patients to obtain 

drugs and feelings of dishonor related to the choice to 

abuse intravenous medications. 

Faking behaviors were described in all of the 

interviews, and are designed to mislead or create a false 

world. The most common example in the data described 

performing nursing tasks in which the individual is not 

fully prepared. 

Triggers to use drugs were identified in all the 

interviews. A variety of factors were identified, but 

principally the triggers directly mimicked the drug use 

pattern followed by the individual prior to recovery. 

Denial of addiction emerged from the third and fourth 

interview. Denial is principally an internal mechanism that 



prevents the individual from recognizing the addiction 

process. An external component was also identified with 

colleagues and even institutions being unwilling to accept 

the presence of an addiction process. 
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The final code assumed under owning the addiction was 

distortion in judgment. Distortion in judgement is 

characterized as thought processes which are disrupted 

through the use of drugs. This change leaves the individual 

less competent in managing life events. 

Constructing Self Independent from Addiction 

The sub-concept constructing self independent from 

addiction signifies the behavioral components of inner 

transformation. A constellation of three codes is 

identified within the theory. 

Disclosing addiction describes the significance of 

making colleagues and others in the work environment 

aware of the individual's addiction history. This code was 

well supported in interviews one, three, and four. Examples 

include destroying myths and coping with denial. 

The code advancing nursing skills was identified in 

interviews one, two, and four. Advancing nursing skills 

characterizes a desire to re-learn or increase proficiency 

within their nursing practice. Informants appeared to focus 

energies in this positive area as a guarantee to avoid the 



faking behaviors which characterized pre-recovery nursing 

practice. 
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Valuing nursing practice represents the third and final 

category within the sub-concept of constructing self 

independent from addiction. Coded within all the interviews 

valuing nursing practice represents a desire to continue 

practicing professional nursing as a means to enhance self

esteem and to be an asset within the community. 

Re-create Professional Relationships 

Five codes emerged from the data which are associated 

with re-create professional relationships: stigma, 

discrimination, discomfort in others, treatment and 12-step 

support, and practice restrictions. These categories embody 

supportive or obstructive elements within the work-place. 

The categories of stigma, discrimination, and discomfort in 

others hinder the individual's successful re-integration 

into the work-place. Treatment and 12-step support, and 

practice restrictions support or maintain the individual's 

re-integration. 

Stigma emerged from interviews one, three, and four. 

Stigma labels the disapproving attitudes encountered in the 

work-place and was identified as arising from both 

colleagues and management personnel. The power of stigma to 

impact the success or failure of an individual to re-
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integrate into a work-place is difficult to quantify. It is 

germane to relate that the only informant who continues to 

work on the same unit where they returned after treatment 

did not report stigma in the interview. Discrimination 

describes specific actions on the part of others designed to 

obstruct the individual re-integrating in the work-place. 

The first and fourth interview described discrimination 

significant enough to be a factor in the individual choosing 

to leave the work-setting. 

Mild transitory discomfort in others was described in 

all the interviews. Discomfort in others only became 

burdensome when it reached a high intensity and persisted 

over an extended period of time. Data from interview four 

described a few colleagues being so distraught as to be an 

emotional burden for the informant. 

Treatment and 12-step support emerged from all the 

interviews as being the single most significant factor in 

supporting re-integration into the work-place. Specific 

value was attached to access to 12-step support on the unit 

or at least within the hospital. Practice restrictions 

describe the various limitations imposed by the state board 

of nursing and the employer. These limitations were 

considered particularly important during very early 

recovery. 
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Summary 

Four recovering nurses participated in the study. The 

interview contents and coding was described as well as 

identifying categories and concepts. The emerging theory 

TRANSFORMING AND RELATING: RE-INTEGRATING THE PROFESSIONAL 

NURSE INTO THE WORK-PLACE AFTER SUBSTANCE DEPENDENCY 

TREATMENT was described and discussed. 



CHAPTER 5 

CONCLUSIONS AND IMPLICATIONS 
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In this chapter the research conclusions will be 

presented. Findings are compared to the conceptual 

orientation and articles within nursing literature. 

Limitations of the study are described. Recommendations for 

further study and implications for nursing practice are 

identified. A summary will conclude the chapter. 

Discussion of Findings 

The purpose of this exploratory study was to 

describe the social processes which facilitate or obstruct 

recovering nurses' reentry into the clinical work setting. 

The theory, which emerged from the data, describes 

successful re-integration into the work-place based on two 

concepts: inner transformation and relating to others. 

Inner transformation represents the individual owning 

the destructive characteristics which embody the self as a 

person with an addiction, and a commitment to constructing a 

self independent from those factors. Relating to others 

describes the social supports and impediments which arose 

from interactions within the work-place. 

It is important to accept the dynamic character of this 

process. The significance of any single category or concept 
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to affect outcomes varies over time and with the unique 

facets of the individual's situation. 

Comparison of Findings to the Conceptual Orientation 

Symbolic interaction (Mead, 1934) provides a conceptual 

foundation for the TRANSFORMING AND RELATING: RE-INTEGRATING 

THE PROFESSIONAL NURSE INTO THE WORK-PLACE AFTER SUBSTANCE 

DEPENDENCY TREATMENT theory. As a general model of human 

behavior and motivation, symbolic interaction augments and 

explains certain aspects of the study findings. 

Symbolic interaction describes a cognitive mechanism by 

which human interactions create meaning through the use of 

symbols, roles, acts, and situations (Rock, 1979). These 

factors are linked through the individual's experience into 

a model which allows for interpretation and prediction of 

the environment. Symbolic interaction contains one concept 

which is particularly useful in considering nurse's re-

integration into the work-place: the management of 

problematic situations. 

A problematic situation occurs when an individual's 

conceptual definition of a situation fails to adequately 

explain the phenomena contained within the definition. 

Where there is no definition of a situation to 
start with, people find themselves acting without 
confident knowledge of the situation they are in. 
Individuals first focus on establishing a 
definition. And if we cannot perceive how a 



situation is organized, we find this fact not only 
upsetting, but even paralyzing. We find we cannot 
act unless we know where we are and who we are. 
(Hewitt, 1988, pp.78-79). 

Applying this premise to the return to work situation 

may explain some of the discomfort associated with a 

recovering individual's re-entering clinical practice. 
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Colleagues and other employees construct a definition of how 

the nursing unit functions, including the role of registered 

nurse. A recovering individual returning to work frequently 

represents a problematic situation. The changes in unit 

operations required to support a nurse in recovery are 

incongruent with other employees' definition of how the 

nursing unit should function. Employees with a 

dysfunctional definition may fight the disruptive changes by 

attacking the individual that necessitated them, or the 

management team that instituted them. However an 

opportunity simultaneously exists to create a new definition 

which incorporates the modified role of the recovering 

nurse. 

Comparison of Findings to Literature 

Many case studies or anecdotal descriptions by 

substance dependent nurses are recounted within nursing 

literature. Codes identified through the research process 

leading to the TRANSFORMING AND RELATING: RE-INTEGRATING THE 
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PROFESSIONAL NURSE INTO THE WORK-PLACE AFTER SUBSTANCE 

DEPENDENCY TREATMENT theory are recognizable in these 

individual's life accounts. If the experience of recovering 

nurses who were not a part of the TRANSFORMING AND RELATING: 

RE-INTEGRATING THE PROFESSIONAL NURSE INTO THE WORK-PLACE 

AFTER SUBSTANCE DEPENDENCY TREATMENT study are congruent 

with the study findings, than the possibility of 

generalizing the results to include other nurses appears 

hopeful. The codes disclosing addiction, stigma, discomfort 

in others, denial, and practice restrictions are well 

described within nursing literature. 

Examples of disclosing addiction include: 

I decided to address my alcoholism openly. I told 
my coworkers that I had learned a great deal about 
the disease and about what I had to do to recover. 
I offered to share my experience, hoping that 
nurses might better understand [what recovering 
nurses] have to face (Saxe, 1988). 

I want to tell you who I am. I'm not an "impaired" 
nurse, I am an addict who happens to be a nurse (Doe, 
1988). 

Discomfort in others and stigma was also described. 

With few exceptions, the staff responded with a wall of 
silence ... [One] deliberately avoided me for several 
months ... Others made negative remarks, which of course 
drifted back to me (Saxe, 1988). 

Denial was identified in anecdotal nursing literature . 

... denial is what gives addiction hold. It's a 
disease that convinces you that you're "fine, just 
fine" (Doe, 1988). 
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A variety of practice restrictions are described by 

many authors (Buxton, 1990; Creighton, 1988; Cook & 

Youngblood, 1990; Handley, Plumlee, & Thompson 1991; 

Hutchinson, 1987; McCrady, 1989; Sonnenstuhl, 1989; Swenson, 

Havens & Champagne, 1989; Virden, 1992). Discussed 

principally as a means for protecting public health, the 

value to the recovering nurse is occasionally recognized. 

Other codes, particularly triggers, advancing nursing skills 

and valuing nursing practice, are absent or poorly 

represented in nursing literature. 

The derived concepts of inner transformation, owning 

the addiction, constructing self independent from addiction, 

relating to others, and re-create professional relationships 

as well as the resulting interrelationships are not depicted 

within the literature. However these concepts are not 

opposed or refuted by material found within contemporary 

nursing literature. 

Limitations 

The theory describes a preliminary understanding of the 

returning to work experience. Time limitations of the 

researcher made it impossible to fully saturate all the 

categories which emerged from the data. Therefore 

TRANSFORMING AND RELATING: RE-INTEGRATING THE PROFESSIONAL 

NURSE INTO THE WORK-PLACE AFTER SUBSTANCE DEPENDENCY 



TREATMENT may contain significant gaps or other 

discrepancies in representing the informants' experience. 

The theory is context bound to the experiences of the four 

study participants. No effort was made to validate the 

findings in other groups of nurses with different 

demographics or circumstances. The findings cannot be 

generalized or assumed to accurately represent the 

experiences of other recovering individuals outside the 

informant pool. 

Recommendations for Further Study 
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Grounded theory is applicable to areas where little 

knowledge exists concerning the topic. TRANSFORMING AND 

RELATING: RE-INTEGRATING THE PROFESSIONAL NURSE INTO THE 

WORK-PLACE AFTER SUBSTANCE DEPENDENCY TREATMENT describes an 

initial or preliminary step in understanding this process. 

Expanded qualitative studies which more fully saturate the 

categories could validate or improve on this introductory 

theory. Further qualitative investigations with larger and 

more varied informant pools could explore the theory's 

applicability in describing the experience of other 

recovering nurses not included within the initial data 

collection. 

This study considered the circumstances of recovering 

registered nurses exclusively. It is not prudent to assume 



that results emerging from this group are applicable to 

other groups embraced within nursing. Parallel 

consideration of licensed practical nurses or non

professional support personnel including nurses aides or 

patient care attendants, may describe a significantly 

different experience. 
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Recovery from substance dependency is frequently 

characterized by relapse into substance abuse. The 

TRANSFORMING AND RELATING: RE-INTEGRATING THE PROFESSIONAL 

NURSE INTO THE WORK-PLACE AFTER SUBSTANCE DEPENDENCY 

TREATMENT theory describes returning to work after the 

original identification of the individual as a person with 

addiction and initial treatment. The experience of 

returning to work after a recurrence of alcohol or drug use 

may not be congruent with the theory. The expression of 

stigma and discrimination by colleagues and employers would 

be particularly interesting to explore. 

All the informants who participated in this research 

continued to work in nursing after recovery. The experience 

of recovering individuals who chose to abandon work in 

nursing and pursue another occupation may provide additional 

insights. 
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Implications for Nursing Practice 

The results of this study indicate that many shared 

social and intra-personal features typify the return to work 

experience of recovering substance dependent registered 

nurses. Identifying these factors may allow employers and 

colleagues to substitute beneficial attitudes, behaviors, 

and policies for stigmatizing and discriminatory patterns 

which unnecessarily obstruct the recovering individuals' re

integration into the work-place. 

Individuals who directly supervise recovering nursing 

may find some direction within the TRANSFORMING AND 

RELATING: RE-INTEGRATING THE PROFESSIONAL NURSE INTO THE 

WORK-PLACE AFTER SUBSTANCE DEPENDENCY TREATMENT theory. A 

pre-requisite to re-integrating into a nursing unit is 

maintaining the mind-set and strategies which support 

continual recovery. The recovering nurse must 

simultaneously work to establish new roles and create 

acceptance among colleagues and subordinates. 

First, discussions with the recovering individual 

represent a principle strategy to assess how well the 

recovering nurse is managing triggers, stigma, and other 

factors mediating maintenance of recovery. Therefore the 

manager may schedule regular meetings to discuss ongoing 

progress with the recovering nurse. 
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Second, managers and directors of nursing are 

particularly challenged to examine the social dynamic on 

their nursing units. The presence of contradictory 

influences are common. As an example, written contracts 

usually support the recovering individual by allowing them 

to only work day shifts. However, the recovering individual 

then suffers harassment from colleagues because of their 

work schedule. Educational strategies may be useful in 

assisting colleagues of the recovering individual with 

detaching from prejudice they may feel towards individuals 

with identified substance dependencies. 

The TRANSFORMING AND RELATING: RE-INTEGRATING THE 

PROFESSIONAL NURSE INTO THE WORK-PLACE AFTER SUBSTANCE 

DEPENDENCY TREATMENT theory describes substance dependent 

individual's motivations which may be incongruent with 

assumptions held by others. This could possibly arouse 

conflict within the work-place. For example, the recovering 

individual may be open and willing to talk about their 

experience with employers and non-dependent colleagues. 

This is an anti-intuitive action when a guilt-or shame-based 

topic is involved, and may surprise others within the work

place. Individuals will commonly find this disruption of 

their attitudes and expectations unsettling or even apt to 

produce overt anger. Examining the situation with the 

TRANSFORMING AND RELATING: RE-INTEGRATING THE PROFESSIONAL 
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NURSE INTO THE WORK-PLACE AFTER SUBSTANCE DEPENDENCY 

TREATMENT theory may allow conflict to be anticipated and 

strategies developed to minimize the disruption. This 

research furnishes a preliminary theory benefitting nursing 

management, administration, and others involved with the 

support of recovering registered nurses. 

Summary 

The research conclusions were presented. These 

findings were compared to the conceptual orientation and 

nursing literature. The limitations of the study were 

described. Recommendations for further study, and 

implications for nursing practice were identified. 
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APPENDIX B 

INFORMANTS CONSENT FORM 



Title: 

INFORMANT'S CONSENT 

Returning to Work: Describing the Experience of Substance 
Dependent Registered Nurses 
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I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE THAT I 
AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND OF HOW I WILL 
PARTICIPATE IN IT, IF I CONSENT TO DO SO. SIGNING THIS FORM WILL 
INDICATE THAT I HAVE BEEN SO INFORMED AND THAT I GIVE MY CONSENT. 
REGULATIONS REQUIRE WRITTEN INFORMED CONSENT PRIOR TO PARTICIPATION IN 
THIS RESEARCH STUDY SO THAT I CAN DECIDE TO PARTICIPATE OR NOT 
PARTICIPATE IN A FREE AND INFORMED MANNER. 

PURPOSE 
I an being invited to participate in the above-titled research 

project. The purpose of this project is to explore what returning to 
work after having received treatment for a substance dependency (drug or 
alcohol) was like for me. 

SELECTION CRITERIA 
I am being invited to participate because I am at least 18 years 

of age, and I have worked on a clinical nursing unit after completing a 
drug or alcohol treatment program. About five people will be in this 
study. 

PROCEDURE 
If I agree to participate, I will voluntarily give my opinions 

during an interview with Mark s. Axer, BSN, RN. The interview will take 
place when it is convenient for me. The interview will take 
approximately one to two hours, and will be audiotaped. The audiotaped 
interview will be transcribed and the tape erased after the 
transcription. Whatever I decide, any questions I may have will be 
answered and I may leave the study at any time. 

RISKS 
There are no known risks to me. 

BENEFITS 
The interview may allow me to express some thoughts or feelings 

about my experience of returning to work and interactions with my peers 
and management. 

CONFIDENTIALITY 
This information will be kept confidential and only the researcher 

and authorized faculty at the University of Arizona School of Nursing 
will have access to the transcribed interview. Neither my name nor any 
other identifying information will appear on the transcription. The 
transcribed interviews will be kept locked in the researcher's home and 
no identifying information will be kept with the transcribed interviews. 

PARTICIPATION COSTS 
There are no costs to me to be in this study, except for my time. 
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AUTHORIZATION 
BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE 

METHODS, INCONVENIENCES, RISKS AND BENEFITS HAVE BEEN 
EXPLAINED TO ME AND MY QUESTIONS HAVE BEEN ANSWERED. I 
UNDERSTAND THAT I MAY ASK QUESTIONS AT ANY TIME WITHOUT 
CAUSING BAD FEELINGS OR AFFECTING MY MEDICAL CARE. MY 
PARTICIPATION IN THIS PROJECT MAY BE ENDED BY THE 
INVESTIGATOR FOR REASONS THAT WOULD BE EXPLAINED. NEW 
INFORMATION DEVELOPED DURING THE COURSE OF THIS PROJECT WILL 
BE GIVEN TO ME AS IT BECOMES AVAILABLE. I UNDERSTAND THAT 
THIS CONSENT FORM WILL BE FILED IN AN AREA DESIGNATED BY THE 
HUMAN SUBJECTS COMMITTEE WITH ACCESS RESTRICTED TO THE 
PRINCIPLE INVESTIGATOR, MARK AXER, BSN, RN, OR AUTHORIZED 
REPRESENTATIVE OF THE COLLEGE OF NURSING. I UNDERSTAND THAT 
I DO NOT GIVE UP ANY OF MY LEGAL RIGHTS BY SIGNING THIS 
FORM. A COPY OF THIS SIGNED CONSENT FORM WILL BE GIVEN TO 
ME. 

Subject's Signature Date 

Witness Date 

Investigator's Affidavit 
I have carefully explained to the subject the nature of 

the above project. I hereby certify that to the best of my 
knowledge the person who is signing this consent understands 
clearly the nature, demands, benefits, and risks involved in 
hisjher participation and hisjher signature is legally 
valid. A medical problem or language or educational barrier 
has not precluded this understanding. 

Signature of the investigator Mark S. Axer Date 
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