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She ,aid lhl' d 1ar1 had 1101 hel'n I c-
vicwed and ii had long h1.·t·n "a ,kq1ing 
ekphanl in 1hr li ving room." 

" Wl' need 10 wake 1hi,one up: Wl' art· 
killing lhi s woman and we arc banging 
our head, again,1 a proverbia l wall." ,he 
added. "Wi1h all our heart, . wi: in lhe 
ICU wanl 10 slop lh is. Please help u, ." 

CARYN: An addic1ive syslem i, a 
d osed syslem in which 1he members fed 
powerless. develop survival panerns and 
learn lo func1ion by using learned addic-
1ive behaviors (such as enabling). An 
addictive system oper.ues by the same 
rules as a dysfunctional fami ly. These 
rules. idenlified by Robert Subby. in-
clude: "Don ' t talk , don ' t feel. don't rock 
1he boat. be good." 

LeClair Bissell compared the pro-
fessional helping fami ly to that of a dys-
functional nuclear family (such as a fam-
ily afflicted with alcoholism): "While 
the nuclear family acts asa total system in 
the enabling process. it ' s comprised of 
one or more enablers. This also holds true 
for the helping professions. A total pro-
fession enables collectively through its 
organizations and ins1itutions. but indi-
vidual practitioners, supervisors, partners, 
and administrators enable wirhin these 
organizations and institutions." In other 
words, the physician mentioned above 
enables within the institution. which en-
ables through the denial of the director 
and the supervisor. 

Anne Wilson Schaef stated that the 
major defense mechanism of the addic-
tive system is denial. If a problem does 
not exist, it does not need to be dealt with 
and confronted. Schaef said, "Denial pre-
vents us from coming to terms with what 
is going on before our eyes. When we 
will not let ourselves see or know what is 
happening, we pose no threat to the con-
tinuation of a dysfunctional system and 
we perpetuate a dishonest system." 

Enabling is an obstacle to interven-
tion and to the resolution of any addictive 
process. Institutions that house a staff of 
professional helpers may have strong 
patterns of enabling. They enable by 
ignoring the problem of addiction. This 
institutional denial and enabling is tenned 
instit11tio11al cohehal'ior and is similar to 
the enabling behaviors that are found in 
the institution of a dysfunctional family 
system. The members of the family . or 

ins1i1u1 ion. may keep the "fomily secret." 
nol rocki ng 1hc lmat. denying thl' possi-
hili1y of huvini: dwmirnl dcpcndcnl·y 
wnung 1hr s111ff. cullcai:ucs . pal icnts. or 
fumil y mcmhcrh. 

Breaking dy~funl'lionul fam il y rule~ 
can be diffi cult . The fiuni ly memhcr wlw 
tri es 10 puin1 nul 1hc "sleeping elephant in 
the liv ing room" rnuy be luhc lcd us a rehcl 
or troublemuker und may he shamed for 
pointing a finger at the perfect image uf 
the fwnily. When the nursing unil tried to 
talk abou1 an addicted patient , the nurse 
wrote. "This doctor now refuses 10 admit 
(the patient) to the unit , claiming that the 
nu rses do not take good care of her. He 
told this 10 our di rector of nursing who 
just stood there. I refused to give her any 
more narcotics and I caught hell for it." 

There is no right way to change an 
addictive system. In fact, it is not possi-
ble for one family member 10 change a 
dysfunctional family. This institutional 
family wi ll only change when its mem-
bers stop the denial patterns, state their 
observations and ask for help. Each indi-
vidual member, even the nurses on this 
unit. must investigate any patterns of 
enabling or addiction that they might be 
contributing. 

It is often necessary to say, "Some-
thing is wrong here! " Recovery pro-
gmms teach the importance of stating our 
truth, then letting go of the need for 
approval or acceptance. It is our respon-
sibility to document and report our con-
cerns. It is not our responsibility to deter-
mine or even anticipate how these con-
cerns are received. We must embrace the 
ancient adage, ''To thine own self be 
true." We must do this in orderto provide 
authentic service from an empowered 
place. If the family refuses to change, the 
individuals must look at the psychologi-
cal price of working there. It may be 
necessary to leave. 

As a recovering memberof an addic-
tive organization, I must remain clear 
about my own values and not manipulate 
or coerce others into behaving the way I 
want them to. Professionally, this means 
refusing to deny an existing problem, 
documenting the problem and protecting 
myself from abuse. To protect oneself 
from abuse, it is important to seek legal 
advice - especially when appropriate 
patient care is an issue . 
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BA_~BARA: Fmm the lcgul side, 
two en1111es need protection - the pa-
llent un~I the nurses. Without proper legal 
protection, the patient will continue lo 
~uffer Ill the hands of a physician practic-
ing substandard medicine und the nurses 
may. foce the consequences of nursing 
~1eghgence allegations along with a nurs-
mg licensure board investigation. 

h _sounds us if the nurse has anempt-
ed aU likely sources of in-house help to no 
uva_,I. Some of this can be credited lo a 
natmnal disinclination lo confront doc-
tors. Also, as Caryn mentioned, the en-
abling nature of the hospital and staff 
combin_ed with family ties make it almost 
impossible to obtain justice within the 
walls of the facility. 

For that reason, the wise, concerned 
nurse must now seek help from the out-
side. This can be done with relative ease. 
Each state has a Medical Licensure Board 
charged with the duty of issuing and 
monitoring licenses to persons practicing 
medicine. I believe the State Medical 
Board will be interested in hearing about 
the case described by the nurse, as it 
brings to light two distinct issues of con-
cern. First, is the doctor practicing sub-
standard medicine which thereby jeopar-
dizes another's health and, second, is the 
doctor himself impaired? 

Licensure boards investigate allega-
tions of professional behavior that pose a 
risk to the patient. In this case, the clin-
ical practice seems questionable. I also 
wonder if this physician might be classi-
fied, in some way, as impaired. Impair-
ment does not always come in the fonn of 
drug and alcohol abuse. Sometimes a 
physician is "psychologically" impaired 
- unable to work with nurses and pa-
tients-and the licensure board may feel 
compelled to take action based on that 
aspect. Here are some guidelines for 
action: 
I. Locate the phone numberof your state 
medical board, usually located in the state 
capital. 
2. Call the board (from your home) and 
ask to speak with the official who receives 
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ethical or professional complaints. MoSI 
boards will take anonymous coinplaints. 
3. Explain the facts to the individual 
without revealing the doctor's name or 
institution. If the investigator feels th111 
the board would have interest, then you 
will be asked to give specific identifying 
infonnation. 
4. You might not hear anymore about 
the situation. The board will conduct an 
investigation and immediate parties will 
be notified of the results. 

Although contacting the board is 
easy, they don't investigate every claim 
and they don't discipline every physician. 
However, they do listen carefully to the 
concernsofnurses, as there is a belief that 
nurses may be in a belier position to judge 
unethical or unsafe physician practice. 

Even if the board takes some action 
against a doctor's license, the physician 
who is disciplined by a licensure board 
may appeal the board's decision. Such 
was the case in IN re Williams, a I 991 
case from Ohio. The facts are analogous 
to our problem: Between 1983 and 1986, 
the doctor prescribed an amphetamine 
stimulant, Biphetamine, to obese patients 
for long-tenn use as part of a weight 
control program. Late in 1986, the State 
Medical Board enacted a rule which pro-
hibited the use of the drug for purposes of 
weight control. The physician stopped 
prescribing it as a result. The board 
charged that the doctor had previously 
prescribed the drug without "reasonable 
care" and thereby failed to confonn to 
medical standards. At the board hearing 
experts were enlisted to discuss the phy-
sician's use of the drug. Both testified 
that the majority view is that such stimu-
lants should only be used for short peri-
ods. However, both testified that the 
doctor's application of the minority view 
(i.e., using the drugs for a longer time) 
was not substandard medical practice. 
However, the board imposed a suspen-
sion on the doctor's license. The doctor 
appealed to the court to have this decision 
overturned. The court agreed with the 
doctor that the Board made a decision 
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contrary 10 the evidence given by h 
experts and that tl~c decision should 
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overturned. (In Williams 60 Ohio S. 3 
85,573 N.E. 2nd 638 Ohio 1991). d 

This case is similar to the one w , . . c re 
discussmg'. s1~ce experts may testify that 
the phys1c1an s practice 1s not substan. 
dard, although th_e treatment might not be 
the one of choice by the majority of 
physicians. 

Keeping that in mind, it is still im. 
portant for you to take any action you ca . . . n 
to foster an mvest1ga11on. If you can lei! 
that no action is being taken and the 
patient is being treated in the same man-
ner, you may have to think about remov. 
ing yourself from the situation emirely 
and seeking other employment. Although 
no one likes to be labeled a "quitter" 
there comes a time when the risk to yo~r 
I icense becomes too great and you have 
to protect yourself from being "used" in 
this enabling situation. I agree with 
Caryn's advice - "to thine own self be 
true." 
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 War stories

Title The. Unwilling drug pusher: When the nurse is quite between Dr. feel good and the 
addicted patient

By Caryn L. Summers and Barbara Eileen Calder 

 Synopsis- your patient is an addict and the drug czar is her doctor. If you – the nurse - are 
made to be a pusher, what can you do? How do you do the right thing and also protect your 
license? 


