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1  | INTRODUC TION

Nurses’ problems with substance use have serious implications for 
their own health and may also affect their provision of competent 
care to the public, as many nurses so affected remain in practice 
and do not seek treatment (Kunyk, 2015; Monroe, Kenaga, Dietrich, 
Carter, & Cowan, 2013). A study in a Canadian province reported 
over 91% of nurses with substance‐use problems were actively prac‐
ticing and untreated (Kunyk, 2015). Nurses have historically avoided 
seeking treatment due to the punitive and disciplinary nature of 
the traditional regulatory programs, which included professional 
discipline, dismissal from jobs, public disclosure, and often crimi‐
nal prosecution (Kunyk & Austin, 2011). This approach gave rise to 

its colloquial characterization as the ‘throwaway nurse syndrome’ 
(Heise, 2003, p. 6), as nurses involved in these programs were seem‐
ingly discarded by their profession. Alternative‐to‐discipline (ATD) 
regulatory programs were developed in the 1980s in response to 
this model. The primary objective of both approaches was to protect 
the public from impaired nursing practice, but the ATD model also 
aimed to ultimately return nurses to practice by means of a super‐
vised, standardized, and mandated treatment and recovery regime 
(Monroe, Vandoren, Smith, Cole, & Kenaga, 2011).

ATD programs have consistently demonstrated much higher ser‐
vice uptake and program completion rates than the historical puni‐
tive approaches (College of Registered Nurses of British Columbia, 
2012; Kunyk & Austin, 2011; Monroe et al., 2013; Monroe & 
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Pearson, 2009; National Council of State Boards of Nursing, 2011; 
Smith, Krinkle, & Barnett, 2013). However, although the ATD ap‐
proach is well supported, the nursing literature has continued to 
focus ongoing efforts and research in this area on persuading re‐
luctant regulatory bodies to shift from punitive to ATD models 
(Ross, Berry, Smye, & Goldner, 2018). Meanwhile, the foundational 
premises, structure, and overall effectiveness of the standardized 
and compulsory treatment regime within these ATD programs have 
not been critically scrutinized (Astrab Fogger & McGuinness, 2009; 
Monroe et al., 2013).

Our literature review did not yield any Canadian regulatory 
bodies’ guidelines or standards for ATD treatment programs, and 
guidelines from the NCSBN (2011), the lead professional nurs‐
ing regulatory body in the United States, seem to dominate ap‐
proaches to ATD programs in North America (Darbro, 2011; Smith 
et al., 2013). Yet, we could not locate evidence of any comprehen‐
sive evaluations of this regime, and even the NCSBN itself noted 
no ‘verified best practice standards’ (NCSBN, 2011, p. 20) have 
been established for these programs. These guidelines outlined 
a consistent regime that begins with a ‘comprehensive clinical as‐
sessment’ (NCSBN, 2011, p. 97) of the nurse and requires complete 
abstinence from all psychoactive substances, biological monitor‐
ing of abstinence compliance, and participation in 12‐step facili‐
tation activities. This regime was originally derived from the more 
extensively studied Physician Health Program framework used to 
manage physicians’ substance‐use problems (DuPont, McLellan, 
White, Merlo, & Gold, 2009). A systematic literature review of the 
physician programs, however, revealed they were unsupported by 
scientific evidence and the extant evaluative studies were based 
upon ‘uncontrolled, descriptive studies of program participants’ 
(Urbanoski, 2014, p. 6) that were found to be of generally poor 
methodological quality. Conflicts of interest inherent in the evalu‐
ation studies were also noted (Lawson & Boyd, 2018). To date, no 
studies have been found (Lawson & Boyd, 2018; Ross, Berry, et 
al., 2018) that compared these nurse or physician substance‐use 
treatment regimes to any other treatment modalities. We found 
very few studies of the experiential perspectives of nurse par‐
ticipants in ATD programs (Astrab Fogger & McGuinness, 2009; 
Darbro, 2005; Horton‐Deutsch, McNelis, & O’Haver Day, 2011; 
Strom‐Paikin, 1996).

2  | RESE ARCH AIMS

We embarked on an investigation of nurses’ experiences in and the 
institutional organization of an ATD treatment program in a Canadian 
context (henceforth referred to as The Program). We wished to ex‐
plore two disparate ways of knowing this institutional arrangement, 
the official institutional accounts and the experiential knowledge of 
nurse enrollees. This became the problematic that we aimed to ex‐
plicate by (a) describing the experiences of nurse participants in The 
Program and (b) revealing, describing, and mapping how institutional 

practices and power relations within The Program co‐ordinated and 
managed nurses’ experiences.

The Program consisted of a vast network of institutional pro‐
cesses involving the nurses’ regulatory bodies, union, and employers 
that was designed to manage the professional practices of nurses 
declared to have substance‐use‐related problems. Some processes 
were specific to one or another of these organizations and some 
involved all three. The scope of our analysis concentrated on pro‐
cesses that connected nurses with their regulatory bodies in par‐
ticular. The Program's regulatory body explained to us that they 
followed NCSBN (2011) model in creating their new ATD program, 
having viewed it as ‘cutting edge’.

3  | METHOD OF INQUIRY

3.1 | Institutional ethnography

We used an institutional ethnographic approach to research the 
disparate ways of knowing The Program. This critical, emancipa‐
tory mode of inquiry enabled us to reveal and trace how individuals’ 
everyday experiences and knowledge have been socially organized 
to further institutional interests in ways that were largely silent 
and invisible (Smith, 2005). Institutional ethnography regards insti‐
tutional texts (e.g., policies, forms, and reports) as representations 
and mediators of dominant institutional ideologies that co‐ordinate 
people's everyday activities (Smith, 2005). Following the institu‐
tional ethnography approach, at the onset of this research, we inves‐
tigated peoples’ actual everyday experiences and traced them out 
to the institutional texts organizing those experiences. We began 
from the standpoint, or the particular social and knowledge posi‐
tioning, of nurses whose problems with substance use were being 
managed through The Program. We employed ethnographic data 
of participants’ everyday experiences, their knowledge of institu‐
tional processes, as well as accounts from institutional texts used in 
The Program to map how the ATD program was socially organized 
(Smith, 2005).

3.2 | Participants

Primary participants were registered nurses who had been engaged 
with The Program in one Canadian province. Nurses were entered 
into The Program when they (a) self‐disclosed their problems with 
substance use or were reported by concerned others to either their 
employer, labor union, or regulatory body and (b) were subsequently 
diagnosed with a ‘substance‐use disorder’ by the physicians assigned 
to them in The Program. Substance‐use disorder is a category within 
the Diagnostic and Statistical Manual of Mental Disorders (DSM; 
American Psychiatric Association, 2013), a specific theoretical or‐
ganization of knowledge about people's problems with mental health 
(APA, 2019). For the DSM, APA (2013) took a biomedical, symptom‐
based approach to classifying mental health problems (see also 
Deacon, 2013). It is widely accepted in North America and many 
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other areas as the ‘authoritative guide to the diagnosis of mental dis‐
orders’ (APA, 2019, para. 1).1

In total, 12 primary participants, who worked as registered nurses 
(including one registered psychiatric nurse) in direct patient care in var‐
ious hospitals throughout the province, responded to our study invita‐
tion, which was posted in the provincial nursing organization's 
e‐newsletter. Although governed by a separate provincial regulatory 
body,2 psychiatric nurses entered the same treatment regime as the 
registered nurses and had experiential knowledge of The Program. 
Following the institutional ethnography approach, we did not seek a 
prescribed number of participants for this study; however, it was im‐
portant for participants to span a broad range and diversity of experi‐
ences with respect to the problematic. Our participants were of diverse 
gender identifications, ages, areas of clinical practice specialty, geo‐
graphic locations within the province, and varied in regard to sub‐
stances used, employing agencies, as well as length of time in the 
nursing profession and in The Program. In this article, we refer to par‐
ticipants using pseudonyms, in order to maintain their anonymity and 
confidentiality.

We recruited three secondary participants with expert knowl‐
edge of The Program by direct email invitation and interviewed them 
with the aim of locating and tracing links to institutional texts and 
processes (Smith, 2005). All three, lawyers by profession, served as 
program administrators: one with the regulatory body, one with the 
nurses’ union, and one in a similar program for other health care pro‐
fessionals. We were granted formal ethical approval for the project 
from a university human subjects’ research ethics board and all orga‐
nizations involved in the study, as well as written, informed consent 
from all individual participants.

3.3 | Data collection and analysis

The lead researcher conducted one‐to‐one, 60‐ to 90‐min, audio‐
taped, semistructured interviews in person and via Skype (Microsoft, 
2019) with primary and secondary participants in 2016 and 2017. 
Participants were given the opportunity to review their interview 
transcripts for accuracy and to correct, add, or clarify data. We re‐
trieved and analyzed relevant institutional texts linked to peoples’ 
activities in The Program, including NCSBN (2011) guidelines, sam‐
ples of independent medical examiners’ (IMEs) reports and nurses’ 
contracts with the regulatory body and monitoring agencies used in 
The Program, physicians’ regulatory guidelines (College of Physicians 
& Surgeons of British Columbia, 2013), and the guiding 12‐step fa‐
cilitation text (Alcoholics Anonymous World Services, 2012).

We employed two analytic strategies typical of institutional eth‐
nography: indexing and mapping (Rankin, 2017). The lead researcher 

read the interview transcripts and institutional texts and made man‐
ual notations identifying and indexing the following: the institutional 
texts that people in The Program engaged with, dominant ideologies 
within those texts, how these texts co‐ordinated people's everyday 
activities, evidence of these ideologies in people's actions, and dis‐
sonances that occurred between participants’ experiential knowl‐
edge and official textual accounts. We described and mapped the 
ethnographic and textual data, beginning from the nurses’ experi‐
ences outward to the institutional realm to reveal and explicate how 
the dominant institutional ideologies and power relations co‐ordi‐
nated the nurses’ activities in The Program.

4  | FINDINGS

Explicating our problematic began with exploring a disjuncture 
that we uncovered between the discursive descriptions of ATD 
programs in the official accounts and nurse participants’ descrip‐
tions of their experiences in The Program. For example, we en‐
countered the following excerpt from a case study on a nursing 
regulatory body's website (British Columbia College of Nursing 
Professionals, 2019) that depicts a nurse's involvement with an 
ATD recovery program:

Kelsey was diagnosed with substance use disorder by 
a medical expert. Her recovery plan included treat‐
ment, connecting with a local recovery community, 
and enrolling in a medical monitoring program. After 
treatment, Kelsey was reassessed by the medical 
expert, who reports that Kelsey is in early recovery. 
She thinks Kelsey is fit to return to work with medical 
monitoring and supports in the workplace. (para. 2–3)

In contrast, a participant in our study described her experience of 
The Program in this way:

The way I experienced it was … being forced to side 
with the abuser or lose my ability to practice my profes‐
sion. The degree of intimidation I experienced is really 
difficult to quantify or explain … the constant threat 
that any transgression, accidental or on purpose, would 
be swiftly and severely dealt with … I had nightmares 
constantly, and even hearing about participating in this 
study nearly gave me a panic attack … the nurse must 
subjugate herself to their version of reality—any dissent 
is viewed as evidence of instability … and there is no 
way out except total submission … I will say that I am 
healthy despite the treatment, not because of it. 

(Diane)

In what follows, we interrogate this disjuncture between the two 
disparate knowledge by mapping key organizing features that co‐or‐
dinated and managed the nurses’ experiences in The Program. These 

1 In	consistency	with	our	methodological	imperative	to	interrogate	the	social	organization	
of this and other conceptual knowledge, we instead use the following terms in this paper: 
problems with substance use, substance‐use problems, or substance‐use practices. Our 
aim in doing so is to be descriptive, and to avoid adopting or aligning with this or any 
other category, concept, or theoretical perspective.

2 This	was	the	institutional	organization	at	the	time	of	data	collection	and	analysis;	
however, the regulatory bodies have recently merged.
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included mandatory assignment of particular IMEs, dominant ideology 
in the standardized regime, and power relations within The Program (in 
the IME/nurse arrangements, tracing power relations to the regulatory 
body, and loss of nurses’ rights to dissent and to quality care). Our anal‐
ysis specifically revealed a troubling corporate relationship instituted 
within The Program's organization of nurses’ treatment, which is ex‐
plored in its development to follow.

4.1 | Mandatory assignment of independent 
medical examiners

Nurses’ treatment processes in The Program began with their assign‐
ment to an IME, a physician tasked with making an initial assessment, 
diagnosis, and recommendation for a treatment plan that the nurse 
was contractually obligated to follow if she or he intended to return 
to practice. The regulatory body recognized a small, select group of 
physicians as IMEs in The Program. These were physicians upheld as 
‘experts’ and ‘specialists’ in addiction medicine. The regulatory body 
did not recognize services of other physicians with the same creden‐
tials or other qualified professionals, such as psychiatrists, psycholo‐
gists, or nurse practitioners as IMEs. Some nurse participants, like 
Harvey, reported frustrations in their attempts to contract IMEs of 
their choosing in The Program:

[I was told], ‘You can go out and find another physi‐
cian to get a second opinion, but you’re going to have 
to pay $2,500 of your own money, and we can’t really 
guarantee that we’ll accept his opinion.… We have 
five or six other physicians who are the only physi‐
cians that you are allowed to see to get an opinion and 
they also make the exact same recommendations as 
the physician that you saw’.

Several study participants expressed serious misgivings about the 
regulatory body naming certain IMEs as ‘specialists’, citing that the 
Royal College of Physicians and Surgeons of Canada (2019) confers no 
specialty or subspecialty in addiction medicine. Canadian physicians 
who identify themselves as practicing ‘addiction medicine’ generally 
obtain a type of certification through the USA’s American Society of 
Addiction Medicine, a professional medical society (American Society 
of Addiction Medicine, 2019). When we asked Candace, a program ad‐
ministrator, about this, she did not seem to know what the designated 
‘experts’’ actual credentialing consisted of:

They’re not ‘specialists’ in the sense of they don’t 
have a ‘fellow’ of whatever, but their work is in the 
area of addiction medicine and so they have.… There’s 
a – I don’t know if it’s a society or it’s an organization 
of docs that do this work in Canada.

The reason that the regulatory body gave to support the assign‐
ment of an IME in The Program was that the assessor should be im‐
partial and not directly involved in the nurses’ treatments. As Candace, 

an administrator, explained, ‘The doctor doing the evaluation—is not 
your treating physician … their sole purpose is to do an evaluation’. 
This differed from the regulatory body's management of nurses seek‐
ing treatment for other types of health‐related practice impairment. 
Those nurses were typically permitted to choose, or at very least, col‐
laborate with the regulatory body to choose, an appropriate assessing 
and treating health care professional—roles that were not required to 
be separated. Assignment of an IME was considered a last resort when 
the regulatory body had exceptional concerns with an IME’s assess‐
ment or proposed treatment plan.

IMEs formulated an official diagnosis from their assessment 
of nurses. If they were deemed to have a ‘substance‐use disorder’ 
(APA, 2013), they were offered entry into The Program. The IMEs 
then compiled their assessments into reports that included their 
diagnoses, treatment recommendations, and determinations of if, 
when, and under what conditions the nurses should be allowed to 
practice. Although the regulatory body also collected and utilized re‐
ports from nurses’ employers and monitoring services in their adju‐
dication of the nurses’ cases, it was the IMEs’ reports and treatment 
recommendations that were the primary resources the regulatory 
body used in establishing the contracts that they offered nurses to 
regain and/or retain their licenses to practice nursing.

4.2 | Dominant ideology in the standardized 
treatment regime

The nurses’ contracts, without deviation, detailed the manda‐
tory, standardized regime that was organized as treatment in The 
Program, which included attendance at community‐based 12‐step 
facilitation meetings and/or Caduceus groups, the community‐based 
peer support groups for health care professionals who have sub‐
stance‐use problems (generally a minimum of two to three meetings 
per week); securing a 12‐step facilitation peer sponsor; completion 
of a specific (12‐step‐based) residential program; total abstinence 
from all psychoactive substances (including those that had not been 
problematic for the individual, except nicotine and caffeine), as con‐
firmed by regular, random biological testing; and compliance with 
a monitoring program. These recommendations are also consistent 
with the NCSBN (2011) guidelines discussed prior.

The cornerstone of The Program's treatment regime was man‐
datory participation in 12‐step‐based activities, which are founded 
upon adherence to the ‘12 steps’, the behavioral prescriptions and 
proscriptions in their guiding text (AAWS, 2012). In these 12‐step 
facilitation programs, people with substance‐use problems are cate‐
gorized as spiritually and characterologically flawed individuals who 
are necessarily in denial of their substance‐use problems. People 
with such problems are seen as  needing to relinquish their personal 
agency to a ‘higher power’ that ostensibly exercises control over 
them and can bring about their recovery by correcting their said de‐
fective moral characters (AAWS, 2012).

Some nurse participants readily embraced the 12‐step facilita‐
tion approach and found it very helpful, while others clearly did not. 
Several fundamentally objected to its moral and religious basis and 
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maintained that their regulatory body had no right to mandate or 
police their private thoughts or spiritual beliefs. Some experienced 
the requirement to participate in 12‐step facilitation activities as co‐
ercive and tantamount to forced religious indoctrination under the 
guise of medical treatment. Harvey recalled his experiences with 12‐
step facilitation groups in the residential center:

All of a sudden people are bombarding you and get‐
ting in your face and saying, ‘Have you accepted Step 
1 of the 12 steps? Do you realize that you’re power‐
less?’ … We had to do an exercise where we had to 
identify which character defects, including the seven 
deadly sins, contributed to our substance use.

Administrators reported to us that if nurses objected to the re‐
ligious nature of the 12‐step facilitation groups or did not find them 
helpful, they could attend alternative recognized secular lay support 
groups or see a qualified individual counselor instead. However, some 
participants told us otherwise that they had been presented with the 
option of attending the 12‐step facilitation groups as ordered or be 
considered in breach of their contract. Any other counseling modalities 
the nurses elected to obtain were considered extraneous to the obliga‐
tory 12‐step facilitation activities.

Other participants reported being told in the groups, at the res‐
idential facility, and by their IMEs that 12‐step facilitation does not 
fail; rather, the individual fails at correctly embracing or applying the 
12 steps. Harvey recounted this experience in the residential facility:

[We were told that if the 12 Steps aren’t] working for 
you, it’s not the fault of the 12 steps; it’s the fault of 
yourself and your flawed character and your charac‐
ter defects and that you’re not working the program 
properly.

Some nurses objected to 12‐step facilitation based upon their 
professional (and in some cases expert professional) judgments that 
it is a lay support organization and not actual treatment, peer spon‐
sors are not qualified therapists, and its purported effectiveness is not 
supported by current scientific findings. Regardless of their reasoning, 
those nurses who protested reported that their dissent was catego‐
rized as ‘denial’ of their substance‐use problem and further evidence of 
their lack of necessary ‘engagement’ in 12‐step facilitation, which had 
been designated as ‘treatment’ in The Program.

The nurses were not only required to attend mandated 12‐step 
facilitation‐based activities, they were also expected to organize their 
personal beliefs in accordance with its philosophy by voicing accep‐
tance of and claiming to be activating, or ‘working’ the 12 steps in their 
everyday lives. Doing so was considered ‘engagement in treatment’, 
which was a metric of their recovery status, and ultimately of their 
fitness to practice nursing. It was necessary for the nurses to demon‐
strate this ‘treatment engagement’ to the residential facility staff, who 
compiled reports on nurses’ ‘progress’ that IMEs considered in their 
assessments of nurses’ readiness to return to work. People employed 

as monitors also asked specific questions about nurses’ application of 
the 12‐step facilitation philosophy in their daily lives and documented 
this in quarterly reports for the regulatory body's review. Nurses espe‐
cially needed to demonstrate their ‘treatment engagement’ directly to 
their IMEs. Not doing so could be seen as ‘treatment resistance’, which 
could potentially result in an IME recommending a delay in return to 
work, increasing the frequency of monitoring or length of contract, or 
even being regarded as a breach of contractual requirements.

If the imposed regime was ineffective in assisting nurses to at‐
tain or maintain abstinence, participants reported that IMEs ordered 
compulsory attendance at additional 12‐step facilitation‐based 
groups, residential activities, or outpatient services, and admonished 
nurses to redouble their efforts at applying the 12 steps. If those 
nurses were still not being effectively assisted, they risked being 
designated ‘treatment resistant’, which could result in their expul‐
sion from The Program. If they exited The Program, they would be 
subject to a disciplinary inquiry by the regulatory body that could 
potentially jeopardize their licenses and jobs.

Several participants also stated that they were told in their 12‐
step facilitation groups and by their IMEs that the use of licit phar‐
macotherapies to treat substance‐use problems, such as opioid 
agonist therapy, was viewed as a reliance on ‘crutches’ that would 
impair their actual recovery. The regulatory body did not have any 
specific policies in place that prohibited nurses from utilizing such 
treatments, yet the IMEs did not recommend these strategies for 
any of our participants. This was particularly distressing to nurses 
who were offered no medical relief from the strong urges to use the 
drugs they were continuously exposed to in their day‐to‐day work 
lives. Pietra had been in The Program, abstinent for several years, 
and still suffered from intense cravings. She was unaware of pharma‐
ceutical treatment options that might have assisted her:

P: I would hope that one day they invent something 
that blocks those [receptors], so I don’t always have 
to be so scared and know that I can go and be a nurse 
[and work with these drugs] without always having to 
worry in that sense.

Lead Researcher: Has that ever been presented as an 
option to you … medications?

P: Sorry? No…

Lead Researcher: Because there are such 
medications…

P: Oh, I wasn’t aware of that.

Diane expressed her serious safety concerns about this situation:

Depriving a nurse of … [opioid agonist therapy] can be 
fatal. In fact, the current guidelines are to not detox 
an opioid‐dependent person because the rates of 
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relapse are so high, and the risk of [overdose] after a 
period of abstinence is greatly increased due to loss 
of tolerance.

The premium placed on abstinence in The Program extended 
even to pharmacotherapies that had been legitimately prescribed by 
some of the nurses’ personal physicians for preexisting mental health 
conditions. Some participants, like Diane, reported that their IMEs or 
physicians in the residential centers had encouraged them to or even 
mandated that they discontinue their previous medications, over their 
own, and their personal physicians’ protests:

[My IME] told me that if I work the steps hard enough 
I could probably come off my bipolar medication.… 
When my psychiatrist tried to advocate she was ig‐
nored, despite knowing me for years and being a 
specialist in [the areas of women and health care pro‐
fessionals] with mood disorders.… She was told what 
she could or could not prescribe. Diane also described 
how collateral information from the nurses’ existing 
health care professionals and other credible profes‐
sional sources were not sought out or even consid‐
ered as pertinent information that could contribute to 
a ‘comprehensive clinical assessment’ (NCSBN, 2011, 
p. 97): ‘My psychiatrist and multiple nurse colleagues, 
supervisors, and [a University professor] wrote letters 
of support, which were ignored’.

4.3 | Managing power relations in the program

4.3.1 | Power relations in the nurse–IME 
arrangements

Although the regulatory body declared a need for separating physi‐
cians’ assessment and treatment roles, nurse participants reported 
being troubled by what they considered dual relationships with their 
IMEs. Harvey questioned the actual separation of these roles:

[We] did in fact have an ongoing physician‐patient re‐
lationship. I saw him multiple times, and he assessed 
whether I was following the recommendations and 
followed up with my employer etc. He ordered blood 
and urine tests, made referrals, diagnosed me, made 
treatment recommendations.… If you look at the 
[Physicians’] College Standard for IMEs, they aren't 
even supposed to provide treatment recommenda‐
tions—just a diagnosis.

Our review of the province's College of Physicians and Surgeons of 
British Columbia (2013) guidelines for IMEs revealed that, as Harvey 
indicated, the purpose of a physician in this role is as follows: ‘to de‐
termine the health status and functional status at the time of the ex‐
amination … not for discussion of treatment’ (p. 1) and directs IMEs to 

confirm that the patient understands that ‘treatment advice will not 
be given’ (p. 1).

Nurses also reported what they saw as conflicted, gendered, and 
hierarchical relations inherent in the arrangements between them and 
their IMEs. For instance, some of the IMEs in The Program openly dis‐
closed that they were 12‐step facilitation participants themselves be‐
cause of their own substance‐use problems and led Caduceus groups. 
Although not contractually required to attend specific groups, some 
nurses, like Diane, reported being ‘encouraged’ by their IMEs to at‐
tend the groups that their IMEs led. This left Diane experiencing this 
relation as disempowering and coercive (in her words, being ‘forced’), 
fearing that not complying could lead to repercussions in the IME’s as‐
sessment reports or within the peer support sessions themselves. As 
Diane recounted,

At one point, I was forced to attend Caduceus groups 
run by [my IME and his business partner]. These 
groups consisted of these two male physicians brag‐
ging to a room of female nurses about their former 
drug use while practicing, and then telling us how to 
recover…. [This] is a perversion of peer support.

Diane's comments illuminate her concerns about how she expe‐
rienced peer support being practiced in The Program. Fundamental 
principles of peer support groups establish that they be voluntary and 
involve a fellowship between equals (Csiernik & Jordanov, 2017). As 
Diane conveyed in her comment, a person who is intimidated or co‐
erced into attending a group led by someone who has a great deal of 
power over them indicates a situation that is neither voluntary nor in 
the spirit of community fellowship.

Other nurses, like Diane in the quotation following, offered a 
recommendation to equalize the power imbalance she experienced 
in The Program that replicated an uncomfortable historical gen‐
dered and hierarchical doctor–nurse relation: ‘I also think that the 
nurse–doctor power dynamic is an important one, so perhaps using 
addictions expert NPs [nurse practitioners] would be an option’. 
These nurses asserted that it was a reasonable option because the 
regulatory body deemed the care that nurse practitioners provide 
acceptable for the public.

As their reports and recommendations were central to the reg‐
ulatory body's adjudications of their cases, the IMEs wielded an ex‐
traordinary degree of power over the nurses’ careers and futures. 
Participants expressed grave concerns about the nurses’ vulnerabil‐
ity in this imbalanced power relation: ‘I was in a new job, and I didn't 
want to be outed, so I would have done just about anything’ (Diane). 
Harlan, a program administrator, stated,

[The nurse] has everything to lose; they are 100% re‐
liant on the physician for their livelihood, and they’re 
alone in a room with them.… I would think that they 
would just be at risk of abuse, exploitation, what‐
ever.… It’s a very dangerous situation for people to 
be in.
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Similarly, another participant noted,

[The IME] is definitely on the top, which is insane … 
because he’s just [supposed to be] making recom‐
mendations. My contract is with my employer and 
my union and my [regulatory body], right? But they’re 
removing themselves of any responsibility of this and 
saying, … ‘Here’s an addiction doctor who’s telling you 
what to do’. (Harvey)

4.3.2 | Tracing the power relations to the 
regulatory body

It appeared to many of the participants that the IME was ‘on top’, 
but our mapping of power relations from the participant data told us 
differently. It was the regulatory body, and by proxy its inquiry com‐
mittee (IC), their statutory committee delegated the organizational 
authority to adjudicate the cases of nurses involved in The Program, 
that managed the nurses. Although the IC utilized the IMEs’ recom‐
mendations as the central criterion in their adjudication, they se‐
lectively deferred to the IMEs’ judgments. For example, when we 
asked Candace, an administrator, if the IC always followed the IMEs’ 
recommendations, she informed us that they did so unless they did 
not appear to be stringent enough: ‘The [IC] could say, ‘You know 
what? This person has relapsed a number of times.… We want more 
monitoring than what has been recommended by the doctor.’… And 
they have the authority to do that’.

The IC did not elect to use its discretion to override the IMEs’ 
judgment if the nurse disagreed with their IMEs’ treatment recom‐
mendations and requested alternate therapeutic approaches, how‐
ever. Candace further explained what would occur if a nurse did so:

[Then they’re] probably going to have some chal‐
lenges with the [regulatory body. The IC reviews the 
IMEs’ reports for] … the quality of the information 
… and they’re going to say, ‘Yes, this is sufficient for 
us’, or ‘no it’s not’. … [the IC follows] the advice of the 
physicians, so long as it makes sense to us … [and is] 
clear and reasonable.… If we have concerns, we’ll ask 
questions of those doctors.

Although the IC held the balance of decision‐making power over 
the nurses’ activities in The Program, its members were not required to 
have any professional clinical or scholarly knowledge about substance‐
use problems or their treatment. Describing the IC members’ knowl‐
edge and qualifications, Candace explained, ‘They do not necessarily 
have to have any specialization in substance use/addictions, but that 
would be helpful’.

We were unable to determine what, specifically, the IC consid‐
ered a sufficient or reasonable alternative treatment plan or how 
they would ‘make sense’ of the IMEs’ information without any level 
of expertise in the matter. This lack of expert knowledge is evident 

in the example above, in which Candace explained how the IC might 
typically address a situation in which a nurse who was unable to 
maintain abstinence by increasing monitoring of the nurse's compli‐
ance to the existing (and obviously ineffective) regime. Contrastingly, 
a qualified clinician might instead have queried why the current ap‐
proaches were not working and what other treatment alternatives 
had been or could be employed.

4.3.3 | Loss of nurses’ rights to dissent and to 
quality care

Several participants asserted their basic rights to high‐quality and 
ethically principled health care were denied in The Program:

The first thing is this … [all of this] needs to be cli‐
ent‐centered and client‐directed and client‐driven, 
just like anybody else that has an illness.… It’s very 
fear‐based, right? … It’s against our human rights.… I 
should have choice about how this is going to go. 

(Mark)

Likewise, another participant stated,

Why are we not demanding that nurses be treated 
with current best‐practice guidelines? … at a bare 
minimum, [the regulatory body] needs to align nurses’ 
treatment with current evidenced‐based best prac‐
tices.… The entire thing is not trauma informed. 

(Diane)

Nurse participants cited several professional and ethical stan‐
dards and current norms of clinical practice that their employers and 
regulatory body expected them to comply with in their own nursing 
practices but were being contravened in The Program. These included 
standards for patient‐focused care, collaborative care, autonomy in 
health care choices, and receipt of care in accordance with one's own 
religious beliefs; the requirement for nurses to base their practices on 
current scientific evidence (i.e., knowledge‐based practice); principles 
of trauma‐informed practice (such as client control, choice, empow‐
erment, and patients’ trust in health care professionals); and harm‐
reduction interventions, such as opioid agonist therapy and other 
pharmacotherapies.

When nurses voiced protest with what they saw as a denial of 
their rights, or objected to any aspect of the mandatory regime, 
they were informed that The Program was voluntary and given the 
choice to comply as stipulated in their contracts or be exited from 
The Program. Candace, a program administrator, explained, ‘It's a 
consensual resolution agreement, so you can agree to it or not. If you 
don't agree to it, they have the ability to send the matter to a hearing’. 
Harlan, also an administrator, took a dissimilar view: ‘They're called 
agreements but … that's not what these are: these are imposed coer‐
cively.… There are consequences if you don't sign one of these. You 
can't return to work; … there's not necessarily voluntary consent’.
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4.4 | Corporatization of the nurses’ 
treatment regime

Nurses also expressed concern over how The Program supported 
private, for‐profit services and denied nurses the right to use the 
services offered to other citizens and paid by the public health 
insurance system. In Canada, the services of physicians and resi‐
dential treatment services for substance‐use problems are paid 
through a public‐pay system and use of public services is the 
norm. However, all IMEs designated by the regulatory body were 
engaged through private practices that operated as for‐profit busi‐
nesses outside of the single‐payer, public system. Nurses in The 
Program were required to attend one of two (12‐step facilitation‐
based) designated private, for‐profit residential facilities. Some 
nurse participants reported that they were not permitted to at‐
tend publicly funded treatment facilities when they had requested 
to do so instead. The rationale provided for this decision was that 
the two programs exclusively offered were specifically designed 
for health care professionals. These were programs that they were 
told targeted their treatment needs, whereas public ones, some‐
how, did not. Yet, nurse participants reported that health care pro‐
fessionals comprised a small minority of clients in the residential 
center and that the specific ‘treatments’ offered to them consisted 
of only 2 hr per week of 12‐step facilitation groups for health care 
professionals.

Participants expressed the most concern with the use of private 
laboratories for monitoring after residential treatment. Nurses were 
required to undergo mandatory biological testing to confirm compli‐
ance with abstinence requirements for a minimum of 2–3 years, and 
some for much longer. The regulatory body did not consider the pub‐
licly funded laboratories suitable, despite their widespread use for 
this task by provincial substance‐use treatment services. The nurses 
were, instead, assigned to specific private, for‐profit monitoring 
companies. Many participants also expressed a sense of overt con‐
flict of interest, noting that several of the IMEs in The Program held 
financial interests in the very monitoring companies that the nurses 
were required to utilize. When we asked Candace, a program admin‐
istrator, about these concerns, she affirmed this to be the case, but 
took the position that it was up to the physicians to self‐regulate any 
potential conflicts of interest:

Candace: Yeah. So, we’ve had discussions with some 
of the physicians and they’ve put firewalls up be‐
tween their practice as independent medical evalu‐
ators and …

Lead Researcher: What are the firewalls?

Candace: You’d have to talk to one of the doctors.… 
That is not something we can control.

Some of our participants raised serious questions about the effec‐
tiveness of this self‐regulation. As Diane recounted,

I was seen by [IME].… He got [$3,000 Canadian dol‐
lars] … to do his assessment of me. When I returned 
from treatment, he assessed me again, [$1,000 
Canadian dollars] for one hour, and set up my … [re‐
turn to work] contract, which included mandatory en‐
rolment in [Monitoring Co.], which he is the medical 
director and co‐owner of. That enrolment was $650 
[Canadian dollars per] month for 3 years. The first 
year was paid by [the union], the second 2 years was 
out of [my] pocket.… They make a lot of money off 
nurses who are in their monitoring programs.… It’s a 
massive conflict of interest, and somehow no one ad‐
dresses it.

If a nurse was unable to maintain abstinence, the IMEs typically or‐
dered more frequent biological testing, at a correspondingly increased 
cost. This was referred to in The Program as ‘enhanced screening’ 
and was framed as a therapeutic intervention. Nurses were required 
to continue to participate in, and pay for, their monitoring until such 
times as their contracts were terminated. Many participants reported 
encountering great inconsistency and lack of clarity around the cri‐
teria used in releasing nurses from their monitoring contracts. Molly 
recalled,

After the 5 and a half years, they wanted me to go 
another year.… I said, ‘This is ridiculous; I’ve never 
relapsed’. … I asked the [regulatory body] if I could 
challenge the other year of monitoring and they said, 
‘Well, then you have to go back to the addiction doc‐
tor’. So, I went back.… He said, ‘Okay, you don’t need 
any more monitoring’. … So [he was paid $1,175 CDN] 
for, you know, a 45‐minute visit for him to get the note 
to say that I don’t have to go anymore.

Costs and consequences experienced by nurses in The Program 
and mapped in our institutional ethnography are discussed in what 
follows.

5  | DISCUSSION: TRE ATMENT A S 
SUBORDINATION

Although undoubtedly an improvement over punitive approaches, 
our examination of The Program demonstrates that ATD programs 
remain unfavorable for the effective treatment and return to prac‐
tice for many of the nurses who experience substance‐use problems. 
To date, debates in nursing have remained fixed on the already es‐
tablished importance of ATD versus punitive management of nurses’ 
substance‐use problems. Yet, leaders within the wider landscape of 
substance‐use treatment are currently concerned with a ‘troubling 
disconnect’ (Chapnick, 2014, p. 6) that exists between two predomi‐
nant, but conflicting practice models. In one model, people with 
substance‐use problems are regarded as a decidedly heterogeneous 
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group, whose recovery plans ought to be individualized, created in 
collaboration with their care providers, and drawn from a variety 
of current, empirically supported, public health‐based treatment 
alternatives (Csiernik, 2016). These options may include pharmaco‐
therapies, harm reduction, various individual counseling modalities, 
in addition to, or instead of abstinence, monitoring, and 12‐step fa‐
cilitation, or any combination of these (Csiernik, 2016; Urbanoski, 
2014). The other approach is based upon a historical, standardized, 
and proscribed treatment model centered on abstinence, 12‐step 
facilitation, and compliance monitoring (Csiernik, Rowe, & Watkin, 
2017). That traditional model forms the basis of both the NCSBN 
(2011) guidelines and the new program that we studied, despite the 
regulatory body declaring them to be ‘cutting edge’.

The imposition of this restrictive traditional treatment model 
meant that nurses in The Program were ultimately managed with 
fewer rights to autonomous treatment choices and optimal quality 
health care than other citizens and nurses who had different health 
problems. The nurses’ constraint to this unitary treatment modality 
in The Program disabled their options for individual and collabora‐
tive planning. The ATD programs were intended to be a radical and 
positive change from punitive approaches because of their volun‐
tary nature. While nurses’ participation in, and compliance with, 
the terms of The Program was ostensibly voluntary, rejecting The 
Program was not an option for nurses who wished to maintain their 
licensure to practice nursing. A management plan organized in such 
a way seriously calls into question the voluntary nature of the con‐
tracts, and the notion of full and freely given consent. Lack of choice 
in their treatment regime was detrimental to several of the nurses’ 
actual recovery efforts, a finding also reflected in the literature 
(Horton‐Deutsch et al., 2011).

The 12‐step facilitation activities, the mainstay of the imposed 
treatment model, have unarguably proven helpful for many people. 
Nevertheless, research has shown that coerced 12‐step facilitation 
attendance is associated with worse outcomes (measured by higher 
relapse rates) than voluntary participation in the same (Kownacki 
& Shadish, 1999). Furthermore, a Cochrane Collaboration system‐
atic review of the literature (Ferri, Amato, & Davoli, 2006) and oth‐
ers (McQuaid et al., 2017) concluded that claims of its superiority 
over other treatment options and the practice of utilizing it to the 
exclusion of other interventions are unsupported. In addition, the 
American Society of Addiction Medicine (2010) did not consider 
peer‐led support groups and lay ‘sponsors in self‐help organizations 
… to be providers of professional treatment’ (p. 3).

The premium placed on complete abstinence from all substances 
also effectively ruled out important scientifically endorsed pharma‐
ceutical treatments for many of the nurses in The Program, because 
those interventions conflicted with the staunchly ‘prohibitionist 
mindset’ (Csiernik et al., 2017, p. 29) of the standardized regime. We 
saw this most dramatically with the nurses who had become de‐
pendent upon opioids and were not offered opioid agonist therapy. 
This was despite the recommended use of opioid agonist therapy 
as a first‐line intervention for opioid dependence (British Columbia 
Centre on Substance Use, 2017), their demonstrated superior 

treatment efficacy over abstinence, and their reduction of risk of 
death from overdose in case of relapse (British Columbia Coroners 
Service Death Review Panel, 2018). Opioid agonist therapy is 
also explicitly endorsed in nurses’ employers’ practice treatment 
guidelines (e.g., Vancouver Coastal Health, 2015) and the national 
professional association's position statement (Canadian Nurses 
Association & Canadian Association of Nurses in AIDS Care, 2012). 
Importantly, they have also been shown to successfully treat health 
care professionals without impairing their practices (Braquehais et 
al., 2015; Earley, Zummo, Memisoglu, Silverman, & Gastfriend, 2017; 
Roth, Hogan, & Farren, 1997).

The subjugation of nurses’ right to autonomous health care 
choices was entrenched in the textual guidance used in the creation 
of The Program (NCSBN, 2011). That text endorsed targeting what 
is seen as the nurses’ cardinal characterological failing, their ‘de‐
nial’, in order to secure their submission to the dominant ideology: 
‘Denial is the chief characteristic of all addictive diseases.… Once in a 
treatment process the denial normally fades and the participant can 
begin the process of admitting and accepting’ (NCSBN, 2011, p. 67). 
In this way, the nurses’ compliance to the mandated regime was con‐
sidered to be one and the same as their recovery from substance‐
use problems. By this means, a nurses’ compliance stands in for the 
measurement of their fitness to practice nursing. This discursive 
representation of recovery in The Program was also prominent in 
the scholarly literature, in which benchmarks used to gauge nurses’ 
recovery were actually synonyms for compliance with established 
regimes (i.e., individuals’ completion of or ‘retention’ in the assigned 
treatment program; Monroe, Pearson, & Kenaga, 2008, p. 158). 
Mandated compliance with specific activities and voiced agreement 
with imposed ideologies cannot be considered an accurate measure 
of commitment to, or actual recovery from, substance‐use problems 
(Urbanoski, 2010; Wild, 2006). Lack of compliance with the imposed 
treatment regime could conceivably be due, instead, to an under‐
standable lack of trust or belief in that regime, flaws in its underly‐
ing premises or structure, and/or poor quality of service provision. 
Darbro (2005) found nurses were less likely to complete their treat‐
ment programs if they saw no value in the peer support groups, were 
not permitted legitimate prescription medications, or felt victimized 
by a coercive treatment process. Moreover, 12‐step facilitation is a 
voluntary self‐help organization and coerced attendance at these 
activities undermines ‘the fundamental principle of all forms of self‐
help … choice: wanting to be there’ (Csiernik & Jordanov, 2017, p. 
171).

The pressure that nurses experienced to agree to the ideolog‐
ical standardized approach in The Program was aggravated by the 
regulatory body's absenting of their own expertise and enthroning 
unchecked power to ‘expert’ physicians. Leaders in the practice of 
substance‐use treatment believe that ‘provision of addictions care 
requires unique knowledge and clinical expertise’ (BCCSDRP, 2018, 
p. 24). The regulatory body itself considered nurses’ substance‐use 
problems to be so exceptional as to necessitate a special program 
to manage them separately from other potentially impairing health 
conditions. Given these perspectives, it is difficult to understand 
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why people who were ultimately charged with adjudicating the 
nurses’ treatment plans in The Program (i.e., the IC members) were 
not required to have a current and strong clinical and/or scholarly 
grounding in the treatment of substance‐use problems. Lack of ex‐
pert knowledge on the part of IC members rendered them unable to 
understand the historical contexts, merits, and shortcomings of the 
various and disparate treatment approaches; adequately appraise 
the standardized treatment regime in whole or in part; adjudicate 
whether nurses’ requests for alternative treatment plans were suf‐
ficient or reasonable; or even know what questions to ask to do so. 
This knowledge deficit also left IC members susceptible to persua‐
sive corporate marketing strategies.

Our research showed the regulatory body's abdication and out‐
sourcing of their own power and expertise to physicians and private 
corporations created a situation that was rife with potential for 
abuse, incentivization of conflicts of interest, and insertion of corpo‐
rate imperatives into the nurses’ treatment processes. This situation 
became readily evident in the regulatory body's inattention to the 
power relations and conflicts between IMEs and nurses. According 
to the guidelines set out by the IMEs’ own regulatory body and em‐
braced by the nurses’ regulatory body, the separation of the assess‐
ing and treating physicians’ roles in The Program was paramount. 
Yet, there was no mechanism in place to ensure this separation or to 
address the possibility of conflicts of interests of the IMEs who were 
retained, all of which remained uncontested. The Program consis‐
tently and inexplicably bypassed the public health care system, even 
though it offered like services that were considered quite adequate 
for the public. The standardized regime was organized in ways that 
created substantial and reliable revenue streams for a number of for‐
profit corporations, most notably of which were the IMEs’ private 
medical services and/or their own monitoring companies.

6  | CONCLUSIONS AND FUTURE 
DIREC TIONS

Our study brings to the fore a number of components necessary 
for programs such as this to help nurses recover from substance‐
use problems and be able to return to work. First and foremost, 
interventions must be based on current evidence‐informed treat‐
ment approaches, and not anchored to dogmatic, outdated un‐
derstandings of substance‐use problems as moral failings. Nurses 
must be offered a choice of individualized treatment options 
based upon current scientific evidence. The health care providers 
known and trusted by nurses should be integrated into recovery 
plans. Accredited publicly funded treatment services already in 
existence and deemed appropriate for the public should also be 
made available to nurses.

Second, nursing is a self‐regulating profession and professional 
regulatory bodies have considerable capacity and expertise within 
their organizations. Nurse experts who have current, specialized 
knowledge in the treatment of substance‐use problems should be 
called upon by regulatory bodies to serve as case adjudicators and 

to facilitate the creation of effective and ethical ATD programs that 
support nurses’ treatment and recovery. Likewise, the role of nursing 
personnel (e.g., nurse practitioners) as supportive health care pro‐
fessionals in nurses’ ATD programs needs to be explored.

Finally, as noted in our research, a major aspect of account‐
ability and responsibility on the part of a regulatory body would 
be enfranchising a just and fair appeal process for nurses who 
are in a recovery program. The violation of rights experienced by 
nurses was, in large part, derived from the lack of oversight of 
IMEs. The nurses’ professional futures were chiefly determined 
by their IMEs’ evaluations of them, yet nurses’ protests of their 
IMEs’ decisions were categorized as substantiation of their ‘denial’ 
or ‘treatment resistance’, however valid they may have been. The 
only escape from this Kafkaesque circular reasoning was complete 
subordination. Such a situation is undoubtedly damaging, but even 
more so for an individual struggling to recover from problems with 
substance use. What is more, many of the IMEs both provided ser‐
vices to and potentially profited from The Program. We assert that 
these roles and boundaries should be clear and distinct, and free 
from possibility of conflict of interest.

Our work has also raised several important avenues of future 
inquiry that lie outside the scope of this study. First, we noted with 
some concern how dominant discourses in The Program around 
risk and protecting the public from impaired practice focused ex‐
clusively on the individual nurses and omitted factors in nurses’ 
work environments that contributed to or worsened their prob‐
lems upon return to work. Current public health theories empha‐
size the central role of the environment in the development and 
continuation of substance‐related harms (Rhodes, 2009). Yet, the 
only work environmental factor that we saw attended to in The 
Program and others like it in the literature (Ross, Berry, et al., 
2018) was the restriction of individual nurses’ access to drugs. 
Other relevant working conditions, such as understaffing and 
workplace violence, among others, were not assessed and ad‐
dressed in organizing the nurses’ return to work arrangements. 
Given previous findings that nurses return to work from these 
treatment programs and enter back into intense and overwhelm‐
ing work conditions (Shaw, McGovern, Angres, & Rawal, 2004) and 
that nurses’ recoveries from substance‐use problems have been 
linked to their self‐advocating for improved working conditions 
(Ross, Jakubec, Berry, & Smye, 2018), we contend that this is an 
area in need of nurse scholars’ and policy‐makers’ attention.3

Our research also led us to consider broader questions: Why is 
a special program required for nurses’ substance‐use problems at 
all? Why are the customary regulatory practices that are in place to 
assess and manage risk to the public from nurses who have other 
potentially impairing health conditions not applied in these cases 
as well? An argument has been made that declaring substance‐use 
problems to possess inherent exceptional risk that necessitates 
a separate regulatory process is a position based on stereotype 
and stigma, instead of actual evidence (Chapnick, 2014). We see a 

3 We	are	researching	this	issue	in	a	forthcoming	work.
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distinct need for a thorough evidence‐informed policy review in light 
of these questions.

Relevant to our discoveries in the area of monitoring, another 
question arose for us regarding the wholesale requirement of com‐
plete abstinence from, and ongoing screening for, all psychoactive 
substances for all nurses with substance‐use disorders, regardless 
of type or severity of their disorders. We, and others (Chapnick, 
2014; Urbanoski, 2010, 2014), remain unpersuaded that nurses 
who have never been impaired during their nursing practices and 
diagnosed with less severe problems necessitate random monitor‐
ing during their days off duty as a blanket requirement. This mat‐
ter requires much more study to justify this intrusive and costly 
practice.

In conclusion, our research uncovered major deficiencies in 
the regulatory program we studied that has allowed a new type 
of ‘throw‐away nurse syndrome’ (Heise, 2003, p. 6) to emerge. 
Programs such as these aim to prevent harms to nurses and the 
public by having nurses voluntarily enroll in them. However, nurses 
who find these policies oppressive and fear‐inducing will be deterred 
from proactively entering treatment on their own volition (Kunyk & 
Austin, 2011). The Program will also fail and then name as failures 
those nurses who do enter into it and for whom the extremely nar‐
row range of treatment options is largely ineffective. We trust that 
our work, and the heighted awareness of effectiveness and conflicts, 
can pave the way for positive changes to be made to these regula‐
tory programs intended to serve and protect both the public and 
nurses who are also public citizens.
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