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It all started with a Percocet prescription 4 years ago. One night,
while working as a nurse in one of the busiest emergency
departments in Philadelphia, I was exposed to meningitis. Coincidentally, I became very ill a couple of days later with
persistent high fevers. Finally deciding to seek medical attention, I underwent a lumbar puncture, which fortunately came
back negative. However, the following morning, I awoke with
an indescribable positional headache that prevented me from
functioning in any capacity. Returning to the emergency department, I was diagnosed with a spinal headache as a result of my
lumbar puncture. I was discharged home with a prescription for
Percocet, instructed to take caffeine, and told that it should
resolve in a few days. While the Percocet did not relieve the
positional headache, they made it easier to deal with because of
the feeling they gave me.
After taking Percocet every 4 h around the clock and
being incapacitated for 2 weeks without resolution of the
headache, I returned to the emergency department and subsequently received a blood patch. The headache was instantly cured. But I continued to take the Percocet.
The best way I can describe the feeling I had when taking
the Percocet is that all was right with the world. I felt that I
could function at a higher level, and that I had more energy
and motivation. Stressful situations seemed easily manageable, and I felt more focused on whatever I happened to be
doing. I did not perceive that anything was wrong with
taking the Percocet after the reason it was prescribed had
resolved, because after all, they had been prescribed to me.
Maybe I did know better, but the feeling I received from the
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medication pushed any questions I might have had out of
my head.
I returned to work shortly thereafter and I was continuing to
take the remainder of my prescription, as prescribed, around
the clock. I did not believe that I was being affected negatively
in any way by the Percocet, but instead the opposite, as I felt
more confident at work and I was able to do a better job. I was
able to perform my work without difficulty and met the high
standards that were required. However, after about a week my
Percocet prescription ran out.
Soon after, I began to feel down, tired, and that I was not
able to perform my job at optimally. I craved the feeling that
I had while taking Percocet because I felt it made me an
overall better person. Being a nurse, I had easy access to a
multitude of drugs and Percocet was only one of many
controlled substances that passed through my hands every
night at work in the emergency department. Because of the
scrutiny that narcotic counts are under, I had to devise a plan
to be able to acquire some without being flagged, and that is
when the deceit began. I became preoccupied with obtaining
opioids, and patient care took a back burner.
Because I was an experienced nurse, I was not questioned
when I asked another nurse to witness a waste with me in
the Pyxis (a two-person documentation system for disposing
of controlled substances that were not administered to
patients). I was able to have a nurse witness a waste with
me, and then in turn pocket the excess medication instead of
disposing of it. This was the beginning of the medication
diversion. When I initially began diverting, I told myself
that I would only do it for oral medications and never for an
injectable. Only drug addicts inject medications, and I was
definitely not a drug addict. Instead, I provided medical care
to drug addicts, and I was nothing like them.
Before long, the Percocet was no longer giving me the
feeling that it had initially. And, I was unable to divert
enough of it for personal use without raising suspicion, so
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I started doing the same for all oral opioid analgesics that I
could, including codeine and morphine. This helped briefly,
however soon, I found myself in the same predicament as
before, with the desired effect no longer attainable. I realized
that I had been walking around night after night at work
with partially used ampules of morphine that, until then, I
had been properly disposing of. It was at this time that I
decided to amend my previous rule of only taking oral
medications. I deluded myself into thinking that injecting
morphine intramuscularly or subcutaneously really was not
that bad, especially because I had the knowledge and resources to always do it cleanly. I began diverting morphine in the
same manner as I had the oral opioids.
Tolerance again came into play quickly, and I required
higher doses to attempt to achieve the same effect. However,
the effect that I had once strived for was no longer attainable, and instead I was dosing only so I could function
normally. When I was not able use opioids, I began feeling
ill, tired, and unfocused; my body started cramping and I
was not able to function. At this point, I think of what had
been lurking in the back of my head but I had successfully
ignored was that I might have had a problem but I was not
ready to come to terms with the fact that I was an addict..
Rather than taking action, I continued to divert morphine
as I had been, and the amount that I needed to maintain my
perceived functional status kept increasing as well. The
necessity for the opioids and the quantity needed at that
point well outweighed what could have ever been justified
as just being leftover from patient administration. I began
removing morphine from the Pyxis in a manner that I knew
would sooner or later come up on a report and I would be
questioned about it. There was a definite fear building up in
me that started when I initially began diverting Percocet,
and it had grown into a monster, but I saw no alternative.
The day finally came when I was called into my
manager’s office and I was informed that I had been
flagged on the narcotics report. I was asked if I had a
problem, and was offered help. Even though I knew the
truth of my addiction, I was not ready to admit it to
myself or anyone else. Instead, I did what I had been
doing since the beginning—I lied. I had an excuse for
almost every opioid withdrawal but they were not believed. I was terminated from my job. And, I was
reported to the state board of nursing for narcotic
diversion.
It was at this point that the slippery slope became a lot
steeper. I was crippled with fear of losing my nursing license,
family, friends, and girlfriend. But I still was not ready to
admit the obvious truth. I saw no way out but to keep lying. I
blamed everyone else and stated that my job termination was
an error. When I lost my job, I also lost my source of opioids. I
could not stand the withdrawal symptoms or the empty feeling
of being unmedicated. I immediately started looking for
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another nursing job before the nursing board caught up with
me and took action on my license.
I quickly obtained an agency job and a part-time emergency department position without disclosing my recent
termination. I was convinced that my nursing career and life
as I knew it would soon be over, so I began diverting opioids
in quantities that I knew would be discovered sooner than
later without caution. I no longer had pleasure in using
opiates; rather I used them so that I would not have to face
the truth. At that point, I amended my rule for the last time,
justifying in my head that injecting the medications intravenously was not too bad because I was always using medications that only I had handled and doing it cleanly. I needed
to do it intravenously, as IM and SC were no longer getting
me back to baseline. Morphine became a thing of the past
and I primarily started using Dilaudid due to its potency and
my misconception that it would be easier to cover up.
Within 3 months at my agency job my actions had been
discovered. When I was called into the office and sat down
with my agency supervisor and the hospital administrator, I
initially tried to lie my way out of it, however I quickly
broke down into tears, and for the first time the words “I
have a problem” came out of my mouth. While I was still
terminated, I was shown support and given information
regarding the state monitoring program. I was told to immediately call up and self-report, as that would make things
easier down the road, otherwise they would make the call. I
assured them I would; however, I never did.
Even though I still retained my other part time job, shifts
were scarce. Alcohol became my primary remedy for escaping reality and I began drinking around the clock, essentially
never being sober. The specific altering substance no longer
mattered, as long as it helped me avoid reality. I felt I was
spinning out of control, with no chance of returning to any
sense of normalcy. The guilt and shame were so severe that I
could not possibly ask for help, and I continued to lie to
everyone close to me. I would not answer my phone or and
check the mail, as I knew the nursing board was attempting
to contact me, and if I avoided them, maybe everything
would just go away. Of course I knew better.
After 3 months of unemployment and excessive alcohol,
I was well into debt, with creditors calling daily. I finally
obtained a few shifts at my part time job and managed to
sober up enough to go into the hospital. The first time I went
in, I was suffering from alcohol withdrawal and severe
shakes so I headed straight for the Pyxis, seeking out strong
opioids. Going to the bathroom, I immediately injected
Dilaudid and found instant relief. Not only did I pick up
where I left off months earlier, I needed rapidly increasing
doses in quantity and frequency. On days that I was not
working, I continued to mask the withdrawal symptoms
with alcohol. Because I was so sick with my addiction, I
was able to rationalize anything. I though it to be
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reprehensible to go into work with any amount of alcohol on
board, so I would time my last drink so that I thought my
blood alcohol level was zero by the time I went into work.
However, as soon as I arrived at work I would dash to the
Pyxis before my shift and withdraw drugs.
Soon, there was no avoiding the reality of the situation, no
matter how much alcohol or opioids I used. I lost my final job,
received a DUI with an extremely high blood alcohol level
and my nursing license was suspended pending investigation.
Not working as a nurse any longer, I turned solely to alcohol,
and even though I had openly admitted that I had a problem, I
continued to drink, not knowing how to stop. It took almost
two more months before I finally entered a drug and alcohol
rehabilitation facility.
While in rehab, I strived to excel, and I said and did all of
the right things. I enrolled in the Pennsylvania Peer Nurse
Assistance Program (PNAP), the state monitoring program
for nurses, to save my nursing license. However, I had not
fully given up, as when it came time to be discharge after
28 days, I was not ready to follow all of their recommendations for continuing treatment in a long-term sober-living
facility. Instead, I returned home, saying that I would do
outpatient treatment and that I had a handle on the situation,
even though in doing so I knew that I would be in violation
of my PNAP contract as I would not be following treatment
provider recommendations. I lasted 9 days before I was
drunk again. Only at that point did I fully give up, returning
to rehab, admitting that I was powerless, that I did not know
what was best for me, and that I would do whatever I was
told because I wanted my life back.
I have been sober for more than 2 years, 8 months to date.
The road to this point was not an easy one; I created mass
destruction when I was in active addiction, with my personal
relationships, my career, and professional relationships, financially, and with my personal health. Getting sober enabled me to take responsibility for my past actions and begin
to repair the damage. My heart no longer races every time
my phone rings and I no longer live in fear, which is
something I had not known for a long time.
I have developed a recovery support network and I
remain enrolled in the nurse monitoring program. Rather
than just revoking my nursing license permanently,
PNAP has given me a second chance at being a nurse.
While the terms of the program are strict, they have to
be to ensure the safety of patients and other professionals, and the program is in place because they want to
see nurses succeed. PNAP did not put me in this position—I did. While becoming an addict might have happened regardless of whether I was in healthcare, I
firmly believe that being a nurse allowed it to grow
out of control with easy access to drugs and the ability
to rationalize my actions. The initial Percocet prescription gave it a jumpstart.
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Today, I continue to face problems and challenges but I have
a different perspective My nursing credentials are being reestablished in a nonclinical position and I am able to utilize my
potential. I hope to return to clinical nursing at the completion
of the monitoring program and I am optimistic for my future.
Anonymous
Editorial Commentary:
As in the case described, addiction in healthcare providers
of all backgrounds, especially nurses, physicians, and pharmacists, is a common, complex, and vexing problem. The
results of diversion are profound, and potentially include poor
job performance, patient undermedication, and an increased
infection rate from siphoning medication [1]. The Pennsylvania Peer Nurse Assistance Program (PNAP) is one of the statebased monitoring programs created to provide nurses with
voluntary, confidential, and non-punitive support as well as
a structured treatment plan. PNAP is currently monitoring 984
nurses in the Voluntary Recovery Program and the Disciplinary Monitoring Unit; there are approximately 285,000 licensed nurses in PA [2]. For physicians, voluntary or
mandatory monitoring programs are available through the
board of medicine or licensing authorities of most states.
One such model, The Physician Health Program (PHP), was
initiated in the 1970s when the American Medical Association
formally acknowledged the treatment needs of impaired
physicians. Current PHPs vary in their function and format,
but they do not directly provide treatment [3]. Rather, they
manage the care of addicted physicians through early detection, evaluation, and referral to residential abstinence oriented
treatment and subsequent monitoring [4]. Physicians enrolled
in these programs receive support of an intensity, duration,
and quality that surpasses that available to the general public
[4]. The decision to allow a physician to return to work prior to
abstinence or while undergoing therapy, such as with naltrexone, methadone, or buprenorphine, varies by state [5].
The prevalence of substance abuse and addiction-related
problems among healthcare providers nationally are difficult
to estimate. However, specialty risk can be interpreted from
a study of 16 state-based PHPs that examined 904 physicians in monitoring programs [6]. Five medical specialties
comprised greater than half of the physicians: family medicine (20 %), internal medicine (13.1 %), anesthesiology
(10.9 %), emergency medicine (7.1 %), and psychiatry
(6.9 %). Interestingly, a recent study of “burnout” among
physicians identified a close match of many of these specialties with those suffering a high rate of professional and
personal dissatisfaction [7]. Although emergency physicians
and anesthesiologists comprise a relatively small percentage
of physician specialties nationwide [8], they are remarkably
over-represented in PHPs. Eighty percent of US anesthesiology residency programs described substance abuse
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problems with at least one resident physician and 19 % had
at least one related fatality [9].
The National Institutes of Health Pain Consortium just
created 11 Centers of Excellence in Pain Education spread
across the country that are dedicated to increased pain
management education in medical, dental, nursing, and
pharmacy schools [10]. We strongly advocate that a focus
of this research and educational effort should encompass
substance abuse and addiction for healthcare providers
across the spectrum of practice.
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