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Abstract 

Background: Substance use disorder (SUD) is a condition that promotes unnecessary risks for 

the patient, provider, and employer. This disorder can affect any human regardless of 

background, education, or race. With rates of SUD as high as 10% within the nurse anesthesia 

profession, the significance of SUD cannot go unaddressed. Also, stigma associated with SUD 

for nurse anesthetists exists. In the nurse anesthesia community, there is a need for awareness of 

SUD and stigma surrounding this disorder. Purpose: The purpose of this project was to raise 

awareness by assessing the stigma of SUD, provide strategies to destigmatize SUD, and promote 

evidence-based practice guidelines within the nurse anesthesia profession to address SUD.  

Methods: The Perceived Stigma of Substance Abuse Scale (PSAS) was provided to nurse 

anesthetists before and after an educational session to assess changes in perceived stigma of 

SUD. Results: Analysis of PSAS before and after the education session showed no significant 

change in stigma. Minor changes to increased trust and stigma reduction were noted in some of 

the 19 participants. Recommendations and Conclusions: While no significant change in stigma 

related to SUD occurred, all participants received tools such as the American Association of 

Nurse Anesthetists’ policy Addressing Substance Use Disorder for Anesthesia Professionals 

(2021), along with the most up to date education on the stigma of SUD. Annual education of 

SUD, promotion of a peer support liaison, and recommendations on raising future awareness of 

SUD were provided to the facility. Key Words: Substance use disorder (SUD), nurse anesthetist, 

Certified Registered Nurse Anesthetist (CRNA), stigma. 
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Background and Significance 

 

Substance use disorder is defined as clinically significant impairment from chemicals, 

drugs or alcohol that lead to health problems, disability, or inability to meet major 

responsibilities at work, home, school, or other socially important engagements (Substance 

Abuse and Mental Health Services Administration (SAMHSA), 2020). In 2018, nearly 6% of the 

American population, approximately 19.7 million people of the estimated 325.1 million people 

living in the United States suffered from substance use disorder SUD (Substance Abuse and 

Mental Health Services Administration (SAMHSA, 2018). The estimated cost for substance 

abuse grows larger nearly every year, and as of 2011 that estimate was at $740 billion dollars 

annually (National Institute on Drug Abuse (NIDA), 2011). Furthermore, this figure does not 

consider the lives lost due to burnout or suicide (Answine et. al, 2019). Multiple articles, 

retrospective studies, and letters to professional editors consistently rate health care providers 

with SUD in the double-digit percentage.  

There is a need within the anesthesia community for SUD awareness (Rupprecht, 2022). 

Nurse anesthetists are a group of advanced practice nurses that deliver nearly 50 million 

anesthetics every year and they provide care for patients in a variety of settings. Furthermore, 

nurse anesthetists care for patients across the lifespan, in urban and rural areas, in outpatient and 

inpatient settings, military environments, and pain control clinics (American Association of 

Nurse Anesthetists (AANA), 2022). Given the breadth and depth of the profession, it is 

understandable that anesthesia is a high stress work environment.  

Within the nurse anesthesia profession one in ten providers struggle with SUD (Taylor, 

2020). The American Association of Nurse Anesthetists (AANA) noted the need for SUD 

awareness in 1983 when they formed an ad hoc committee for wellness and peer assistance. This 
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program developed by the AANA has grown and morphed many times to help aid not only its 

members who suffer, but also promotes wellness, resources, and educational materials to 

providers and students alike (Van Pelt et al., 2019; Nigro, 2020; Stone et al., 2016). With this 

type of high stress working environment and ease of access to controlled substances, it is 

imperative that anesthesia providers are aware of the possibility of SUD for themselves and their 

peers. It is for this reason that knowledge and awareness of resources can help in stressful 

situations, specifically regarding SUD.  

The stigma that surrounds SUD appears to be taboo within the profession. It has been 

noted that individuals feel more stigmatized with the diagnosis of SUD than other medical 

conditions (Livingston et al., 2012). Also, accountability and the need for awareness typically are 

not discussed until an event arises (Brummond, et al., 2017; Stone et al., 2016; Taylor, 2020). 

Unfortunately, a grand stigma surrounding SUD persists (Van Pelt et al., 2019) and since 1999 

the percentage of SUD remains as high as 9.8% in the nurse anesthesia profession (Bell et al., 

1999). Even though it is commonly recognized by the medical community, government, and 

legal institutions that drug abuse is a disease just like any other such as diabetes there is still a 

stigma towards those who have sought treatment and went through recovery in the anesthesia 

community (Bevilacqua et al., 2009; Volkow et al., 2016).  The CRNAs who come back to work 

are often met with obstacles in regaining trust from colleagues and administration at their place 

of employment even after successful completion of a recovery program and performing all of the 

facility requirements for maintaining employment after SUD admission (Carter et al., 2019).  

Furthermore, information about the perceived stigma toward CRNAs with SUD is 

lacking. Inferences had to be garnered from older studies, broader studies with cumulative 

advanced practice nursing sets, general healthcare providers as the population studied, or even 
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extrapolated from various data sets that were in some ways similar. Likewise, the number of 

CRNAs with SUD or receiving treatment for SUD was not provided from the AANA and certain 

facilities and departments did not disclose their full course of action for those with SUD 

(Brummond, et al., 2017; Stone et al., 2016; Taylor, 2020). 

Purpose 

 

The purpose of this project was to raise awareness by assessing the stigma of SUD, 

provide strategies to destigmatize SUD, and promote evidence-based practice guidelines within 

the nurse anesthesia profession to address SUD.  

Review of Current Evidence 

 

A comprehensive review of the literature was performed to identify studies on SUD 

within the nurse anesthesia community. Using the advanced search features, a systematic review 

of the literature was conducted in the CINAHL, Scopus, PubMed, and Google Scholar electronic 

databases with inclusion of full text, English language, and primary sources published within the 

last five years. This search used key terms and a combination of CRNA, anesthetist, substance 

use disorder, diversion, impact of diversion on healthcare system, cost of substance use, 

organization and diversion, substance use liabilities, reentry, peer support, drug misuse, and 

substance use identification. These search terms were used to poll the literature within the last 

five years for peer reviewed articles and original research. Thousands of articles were found with 

the initial searches, however, most articles pertained to the treatment of patients with SUD, not 

the CRNA that suffers from SUD, and these articles were excluded. The search was then 

expanded to include the last ten years and included landmark studies as far back as the 1970’s. 

After the remaining 32 articles were reviewed, three central themes were noted regarding SUD 
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and stigma: there is a need for awareness, there are barriers to overcome, and SUD needs to be 

destigmatized.   

There is a Need for Awareness 

Substance use disorder is a disease that can be treated, and professionals should be made 

aware. Statistically 10% to 15% of healthcare workers struggle with SUD (Schneider et al., 

2017; Van Pelt et al., 2019). The rate of stress and burnout of the anesthesia profession has been 

documented several times throughout history, and with a coronavirus global pandemic there is a 

heightened risk SUD could be on the rise (Brooks et al., 2020; Brumond et al., 2017; Carter et 

al., 2019; Gerber et al., 2020: Stone et al., 2020). Cognizance for SUD among CRNAs should be 

addressed considering the heightened stress levels and ease of access to controlled substances. 

Awareness and accountability need to be raised for all of those involved with the chain of 

commonly abused drugs which are Drug Enforcement Agency (DEA) scheduled (Garcia & 

Wagner, 2019; Schnieder et al., 2017). There are typically in any system a series of five events 

that all drugs in a workplace must go through: drugs must be procured, dispensed, prescribed, 

administered, and wasted or removed (Brumond et al., 2017; Smeulers et al., 2015). Within this 

chain, providers including anesthetists, technicians, pharmacists, supply chain coordinators, and 

delivery personnel must be held accountable (Brumond et al., 2017; Smeulers et al., 2015). For 

example, schedule II drugs such as fentanyl are secured and under scrutiny. However, schedule 

IV drugs such as propofol and benzodiazepines are often associated with misuse but not always 

tracked, especially propofol (Baird, 2021; Frye et al., 2015). Similarly, Schneider et al., 2017 

found that propofol was the culprit in up to 41% of SUD in anesthesia providers.  

Even if all the steps from procurement to delivery of the agent to the patient were 

performed correctly, diversion may still occur without proper wasting of a drug (Davidson et al., 
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2021; Schneider et al., 2017). Specifically, Davidson et al., (2021) stated that diversion of 

medications was associated with SUD and awareness for providers was needed. Making sure 

health systems and teams are aware of all drugs and delivery systems that may be involved with 

SUD is imperative (Burger et al., 2016; Davidson et al., 2021). Specifically, administration, chief 

executive officers (CEOs), and directors need to be aware of SUD since institutions such as Mass 

General and Emory have been fined millions for nurses and other healthcare employees misusing 

and diverting controlled substances (Burger et. al., 2016). Therefore, it is paramount that 

providers, systems, and professionals fully appreciate the heightened need of awareness 

regarding SUD (Burger et. al, 2016; Davidson et al., 2021; Schnieder et al., 2017). 

The Barriers to Overcome  

There was a cascade of factors that have allowed for SUD: lack of awareness, 

complacency, stigma, lack of readily available professional and peer resources for providers, and 

interprofessional collaboration and the overall understanding of SUD as a disorder (Van Pelt et 

al., 2019). There were systems, education, and resources for treatment available through the 

AANA that were also not well known (AANA, 2020). Even for continued education 

requirements, through the Continuing Professional Certification (CPC) which is the governing 

body the for the recertification of CRNAs, there is no requirements regarding SUD education or 

mention of SUD in required core modules. Therefore, medical facilities do not have to address 

SUD or provide education of SUD for certified anesthesia providers.  

Within the anesthesia profession there was an extreme ease of access to substances often 

used for substance abuse. The lack of protocols and standardizations for handling medications 

are factors that may aid in diversion (Brumond et al., 2017; Schneider et al., 2017). Policies and 

protocols for addressing SUD developed from peer evaluation and research are imperative 
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(Taylor, 2020; Tetzlaff et al., 2010). Standing protocols for drugs often used for diversion have 

been deployed with success, but not yet utilized within the anesthesia community on a large 

scale. Some standing protocols to address SUD deploy random drug screenings however this 

practice was perceived by employees as punitive, cost prohibitive by organizations, and not 

always accurate or fully encompassed substances abused (Bettinardi-Angres et al., 2015; Carter, 

2019; Taylor, 2020; Van Pelt et al., 2019). 

Barriers to identify and address SUD for CRNA’s are numerous and have been widely 

discussed in the literature. These barriers sometimes seem vague but have been discussed in 

depth with different positions and unique challenges. Steps have been created to aid the initial 

and continuing resources for new nurse anesthetists regarding SUD, however this may not be 

enough, and recommendations are continually undergoing change (Council on Accreditation, 

2022). Further, historically a lack of standardized initial and continuing education about SUD 

among providers has consistently been one of the greatest barriers for change with SUD 

awareness and stigma (Continuing Professional Certification, 2022).  

Ultimately, the goals for SUD are prevention and awareness through education (Hughes 

& Smith, 1994; Taylor, 2020). However, barriers such as a lack of awareness if SUD occurs or 

complacency of this condition remain present and delay early detection of the provider suffering 

with SUD (Stone et al., 2021). After detection of SUD the next step is to align the individual 

with peer support, and immediately lead them to professional help (AANA, 2021; Stone et al., 

2016). Peer support may be solely unreliable however it helps in early support and long-term 

recovery (Stone et al., 2016; Taylor, 2020; Van Pelt et al., 2019). Both peer and professional 

support were key in an individual’s road to success (Bostic, 2015; Carter et al., 2019; Nigro, 

2020; Stone et al., 2016). 
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Some barriers and hurdles to overcome with regards to SUD may not be noticed initially. 

Many anesthesia providers do not realize the level of stress associated with the profession. 

Visible signs of deterioration of the CRNA and stress are key components of SUD that are often 

overlooked (Answine et al., 2019; Davidson et al., 2021). In addition to peer support, a reduction 

of stress in the work environment may also help lead to a reduction in SUD (Gerber et al., 2020; 

Stone et al., 2016). One recommendation is the use of Mindfulness Based Stress Reduction to aid 

in cognitive restoration, coping mechanisms, and intellectual stability (Gerber et al., 2020). 

Acknowledging and accepting that stress exists in the anesthesia system was key in mindfulness 

(Gerber et al., 2020). Also, leaders should increase their awareness of the connection between 

stress and SUD so CRNAs can reach for help when needed (Chippas & McKenna, 2011). When 

assistance is needed for SUD, CRNAs should be embraced in a supportive work culture 

(Answine et al., 2019: Gerber et al., 2020).  

SUD Needs to be Destigmatized 

An aura of stigma that surrounds SUD and appears to be unique when comparing SUD to 

other diseases exists. The use of protocols developed to address stigma related to SUD for 

healthcare workers was identified (AANA, 2021; Stone et al., 2016; Taylor, 2020). One example 

was The Substance Abuse and Misuse Identification and Prevention (SAMIP) protocol which 

focused on three primary goals (Taylor, 2020). These goals were early identification of high risk 

individuals for abuse or misuse, early treatment of CRNAs identified of abuse or misuse, and 

education for staff and providers regarding stigma surrounding substance abuse (Stone et al., 

2021; Van Pelt et al., 2019). Other recommendations included the importance of ad hoc 

committees on the matter of SUD awareness and treatment, transparency of resources and 

policies within the workplace and urine drug screening (UDS) for early detection (Taylor, 2020). 
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Furthermore, there was a need to not only educate those directly involved with anesthesia but the 

supporting and ancillary networks as well.  

Reducing stigma of SUD needs to occur within the anesthesia network and the population 

at large. A broad interprofessional effort to increase education on this topic is needed to reduce 

stigma associated with SUD (Brummond et al., 2017; Rupprecht, 2022; Taylor, 2020; Van Pelt et 

al., 2019). The AANA has a platform for SUD awareness and decreasing the associated stigma 

which can be built upon to continue to reach CRNAs (AANA, 2021). With these ideas and 

systems in place, strengthening the continuing education of CRNAs is vital to reach, educate, 

and support those that suffer from SUD (AANA, 2022; Stone et al., 2020; Van Pelt et al., 2019). 

Gaps in the Literature 

Gaps in the literature tend to be cyclical, meaning that it was noted that awareness within 

the anesthesia community was more plentiful right after critical events dealing with SUD. There 

is also literature that was empirical in nature which makes it difficult to find root cause and 

promote change within anesthesia systems that have been similar in practice for decades. 

Furthermore, it was very difficult to find statistics based solely on CRNAs and SUD. While it 

was easier to find statistics on SUD in healthcare workers, it was important to identify and focus 

specifically on the anesthesia provider subset because of their unique education, ease of 

accessibility to a gamut of drugs, and ability to the administration of the drug without check or 

balance. There were no other providers that complete this chain of diagnosing a problem, 

obtaining a drug, administering a drug, and wasting a drug independently more routinely than an 

anesthesia provider.  
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Theoretical Framework 

 

The ACE STAR model was used to guide the implementation of this evidence-based 

project and fit for knowledge development, awareness promotion, prevention, and the annual 

awareness training session for SUD. The ACE STAR model is a common theoretical framework 

that aids in the transition from evidence to practice. Within the ACE STAR model there are five 

points which were used to promote evidence-based change in the anesthesia community: 

discovery, summary of evidence, translation, implementation, and evaluation. The first part of 

the ACE STAR model is discovery. Throughout this phase, a large preliminary review to 

acknowledge gaps in the literature related to SUD awareness was completed. Furthermore, 

discussions with providers took place to target a specific area for improvement.  

 The second part within this framework was a summary of the evidence and extended 

upon the first point by looking deeper into the literature not only on SUD, but other research that 

supports its development and surrounds the topic of SUD. Within the literature there was a need 

noted specifically looking to break the stigma that surrounds SUD. Also, this project was 

bolstered by communication with national experts within the nurse anesthesia community on 

SUD. Furthermore, I looked to assess common SUD policies within the literature and local 

organizations, and how national recommendations from various professional associations 

influence the current practice of CRNAs.  

The third part of the model was the translation period. With the knowledge garnered from 

the multifactorial analysis of SUD, an education session was offered to CRNA’s to raise 

awareness of SUD and assess the stigma of SUD. The final phase of the ACE STAR model is 

implementation. Within this phase, I added to the very basic annual education regarding SUD for 

the nurse anesthesia community within a level one hospital system. An updated presentation with 



 13 

resources was provided to the director of anesthesia and directing board of supervisors to allow 

for continued growth and support of SUD within the facility. Finally, in the evaluation stage, an 

assessment of perceived stigma and knowledge of SUD was administered following the 

education session.  

Methods 

 

The Plan, Do, Study, Act (PDSA) is a proven common model used for quality 

improvement in many settings. This model consists of four steps: plan, do, study, act (Deming, 

2021). This model seemed ideal for this quality improvement initiative due to its cyclical ability 

to continually keep evolving, assessing, reevaluating, and morphing into further initiatives on 

this specific topic of SUD and CRNAs. 

Plan 

During the planning phase, evidence from the literature was reviewed which found an 

unchanged level of substance abuse in anesthesia providers. Unfortunately, substance abuse and 

lack of improvement has been ongoing since 1999 (Bell, 1999). Also, a lack of awareness 

regarding SUD in the anesthesia provider population was evident. Furthermore, there were many 

factors regarding barriers that need be addressed (e.g. complacency, stigma, lack of peer 

resources, and interprofessional collaboration). With further inquiry, stigma associated with the 

diagnosis and lack of knowledge of SUD was noted as contributing factors for this ongoing 

problem (Zgierska et al., 2021).  

Do 

After IRB approval from the university and organization, an email was sent to 

approximately 117 CRNAs about a SUD education session and assessment of stigma associated 

with SUD. This invited education session occurred during a scheduled staff meeting in the nurse 
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anesthesia department. The setting for this education session occurred at a large, academic level 

one trauma center in the south eastern United States. Approval to administer the PSAS was 

obtained from the creator of the scale (Appendix A). The education session and a pre and post 

questionnaire of the PSAS (Appendix B) was provided to those that attended (Luoma, 2010). 

This questionnaire directly measured the amount of stigma and knowledge gap found within this 

professional community. The PSAS questionnaire was completed using a paper format and no 

personal identifiable information was gathered. Privacy was maintained and the participants were 

asked to fill out their first initial, day of birth, and first word of their current street name. 

Demographic information added to the PSAS questionnaire included length of time in clinical 

practice, identified sex and age of the participant. The initial PSAS questionnaire was given to 

assess for baseline stigma of SUD.  

The 60-minute SUD education program was conducted immediately after the pre PSAS 

questionnaire. The SUD education program included current AANA recommendations and 

guidelines for SUD awareness (e.g., “Addressing Substance Use Disorder for Anesthesia 

Professionals “(AANA, 2021)), treatment, stigma of SUD, and current resources available to 

CRNA’s at a level one trauma center. The PSAS questionnaire was administered again 

immediately after the SUD education program to assess change in associated stigma regarding 

those with SUD for participants.  

The sample was a convenience sample of nurse anesthetists of varying ages, ethnicities, 

sexes, and practice duration. The inclusion criteria were CRNA’s with a current license to 

practice, CRNA’s employed by the hospital system, and CRNA’s who chose to complete the 

education session and pre and post PSAS questionnaire. Exclusion criteria were CRNA’s outside 



 15 

of the hospital network umbrella, student registered nurse anesthetists, anesthesia residents, and 

physician anesthesiologists.  

Study 

 In the study phase of the PDSA, analysis of data to further understand perceived stigmas 

associated with SUD was completed. After reviewing findings from the PSAS questionnaire, 

comparisons between the pre and post PSAS questionnaire provided information regarding 

associated stigma to share with the project site’s anesthesia director and board of supervisors. 

This information provided insight for future continuing education needs for CRNAs. 

Data Analysis 

Demographic data and data from the PSAS were collected from each participating 

CRNA. Data compiled from the paper questionnaires of the PSAS was exported to SPSS for 

analysis. All data was protected on a password protected computer and accessed 

viaBox.uncg.edu. This data did not include any protected health information (PHI) or personal 

identifiers. For demographic data, mean, standard deviation (SD), frequency, and percentages 

were calculated for sample demographic characteristics. The PSAS scale is a reliable tool to aid 

in the measurement of perceived stigma. A paired T-test was used to compare the pre and post 

PSAS questionnaire to determine if awareness and stigma of SUD had changed after the 

education session. At the completion of the project, all paper copies of the PSAS questionnaires 

were securely shredded onsite by the clinic shredding service provider.  

Results 

Of the invited 117 participants, 29 CRNA’s attended the education session and 19 

CRNA’s completed both the pre and post PSAS resulting in a 16% response rate. Females made 

up 58% and males composed 42% of the respondents to the questionnaire, (see Table 1).  
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Table 1. 

 

Demographic Information  

   
Length of Practice n % 

0-4 years 8 42 

5-9 years 4 21 

10-14 years 1 5 

15-19 years 0 0 

Over 20 years 6 32 

Sex  
  

Female 11 58 

Male 8 42 

Other 0  

Prefer not to answer 0  

Years of age   

20-29 4 21 

30-39 8 42 

40-49 2 10.5 

50-59 3 16 

Over 60 2 10.5 

 

Ages ranged from 20 to 29 years old (21% of respondents), 30 to 39 years old (42% of 

respondents), 40 to 49 years old (10.5% of respondents), 50 to 59 years old (16% of 

respondents), and over 60 years old (10.5% of respondents). Years of experience as a CRNA 

ranged from 0 to 4 years of experience (42% of respondents), 5 to 9 years of experience (21% of 

respondents), 10 to 14 years of experience (5% of respondents), and providers with over 20 years 

of experience (32% of respondents). After results were gathered from the PSAS questionnaires, 

responses were analyzed using SPSS statistical analysis platform to find the paired Chi-square 

and Cramer’s V. After analysis was completed, no significant change in the stigma associated 

with SUD after the education session was noted. However, the participants did have a slight 

variance towards a perceived increase of trust in a person with SUD when referring to the 

response of PSAS questionnaire questions four (see Figure 1) and five (see Figure 2). Questions 
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four and five related directly to the participants acceptance and trust regarding a person with 

SUD. Regarding questions four and five, there seemed to be a slight increase in acceptance and 

trust towards an individual who had been treated for SUD after the education presentation.  

Figure 1 

 

PSAS question four: Most people would willingly accept someone who has been treated for 

substance use as a close friend 
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Figure 2 

 

PSAS question five: Most people believe that someone who has been treated for substance use is 

just as trustworthy as the average citizen 
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have had an increase in trust of those with a history of SUD. The lack of change in stigma 

reflects the little change noted with regards to SUD over the past two decades (Bell et al., 1999; 

Taylor, 2020). In addition to education and evaluation of resources for CRNAs that should be 

completed annually, providers should be aware of peer and professional resources (Stone et al., 

2016). The literature has demonstrated that stigma regarding SUD is difficult to overcome, thus 

supporting the need for continued education for providers and organizational leaders (AANA, 

2021). As this education session is adapted and presented on an annual or semiannual basis, it is 

important to keep CRNA’s abreast of the need of awareness of SUD, ways to overcome the 

barriers surrounding SUD (e.g. interprofessional collaboration, stress reduction, use of protocols, 

& education), and reduction of the stigma associated with SUD. 

This 60-minute education session with an assessment of perceived stigma demonstrated 

similar results to previous studies of the thoughts, attitudes, and feelings of stigma towards SUD 

(Davidson et al., 2021). Presentation of facts and truth bring understanding. Understanding 

ushers in enlightenment and awareness. Awareness in hope will produce change, and thus this 

grass roots movement may produce a better, safer, and more productive environment for patients, 

providers, and healthcare systems alike. Implementing and reinforcing substance use awareness 

in anesthesia training, continuing reeducation during recertifications, protocols, and creating and 

cultivating an environment of trust and access will be key in decreasing the events and 

deleterious outcomes associated with SUD (Stone et al., 2016; Taylor, 2020; The Joint 

Commission, 2019). Also, the AANA has a platform for SUD awareness and decreasing the 

associated stigma that can be built upon to continue to reach CRNAs (AANA, 2021). Finally, 

continual reevaluation and adaptation of SUD education will be the key to progress and change. 
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The impact of SUD is felt beyond the individual suffering from this disorder. There is a 

ripple effect with regards to those who suffer from SUD. The implications go beyond the 

individual suffering from SUD to the employer, coworkers, patients, and family. The employer is 

at risk for losing a trained and profitable professional, reputation, managing potentially diverted 

drugs, possible litigation from patients, and the system productivity decreases (Burger et al., 

2016; SAMSHA, 2017). The provider suffering from SUD risks lost wages and revenues, 

jeopardizes patient safety outcomes, limitations on future employment opportunities, and 

professional repercussions. The patients under care from the professional that suffers from SUD 

are at a heightened risk too for exposure or complications from an impaired individual. 

Furthermore, there is a high cost for rehabilitation and reentry for return to practice (Burger et. 

al, 2016; Carter et al., 2019). The effects of SUD can continue throughout the lifetime of the 

person with the disorder and many people they meet while suffering. The societal impact of SUD 

is overwhelming and needs to be addressed. There are many challenges that each provider must 

overcome, and the thought of overcoming SUD alone may be daunting. Even an AANA past 

President Janet Stewart overdosed in 2002 (AANA, 2022). 

Furthermore, institutional guidelines behind SUD tracking and treatment may be vague. 

The thoughts behind this are multifactorial. Organizations do not want a tarnished reputation by 

employing unsafe professionals and actions by employers may be viewed as punitive in nature. 

Also, organizations may not want the person suffering from SUD to be aware of the exact course 

of discipline either because it may aid the person suffering from SUD to avoid treatment or 

curtail disciplinary measures. Many systems have limited experience with this or have outdated 

protocols to address this problem.  
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Evaluating the past two decades, it is unfortunate to note the lack of change within the 

landscape of SUD. It remains paramount that the anesthesia community maintains its focus on 

education, prevention, early detection, and treatment of SUD (AANA, 2021). Focusing efforts on 

awareness, increasing resources available, interprofessional collaboration, and destigmatizing 

SUD will lead to a brighter, safer, and more productive future for all people involved (Stone et 

al., 2016; Taylor, 2020; Van Pelt et al., 2019). Developing foundational knowledge and 

equipping anesthesia providers with the necessary resources will make them more aware of their 

surroundings, colleagues, and situations with regards to SUD. Furthermore, CRNAs should be 

aware and comfortable with aiding or directing a colleague with SUD to resources. It is my hope 

that this project can inspire providers to destigmatize SUD, overcome barriers such as lack of 

readily available resources and interprofessional collaborations, and understand the necessity of 

SUD awareness and treatment.  

Act 

The final phase of PDSA is the “Act” phase. The act phase is where “the plan is either 

adopted, adapted, or abandoned based on the evaluation of the data in the prior step. The learning 

from one cycle should guide the cycles that follow (Christoff, 2018, p. 199).” Within this phase 

the PSAS results were reviewed to determine next steps for the organization. As expected, little 

change was noted regarding stigma in this population. Further educational resources regarding 

SUD in the form of updates, resources available, annual continuing education, AANA updates, 

was provided to the project site. These resources will be readily available and easily obtainable 

by the CRNA’s. Furthermore, results were shared with the director of anesthesia and the board of 

managers. The author also recommended that the current SUD and drug diversion online 

modules within the system were currently inadequate and should be updated. Information was 
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given for recommendation on annual updates, and future change ideas to guide leadership in the 

education of SUD for CRNAs. Also, the recommendation was given to have a site SUD liaison 

that works directly with management and the facilities employee assistance program (EAP). 

These changes will be implemented system wide and aid as a vital resource for the anesthesia 

community at large. 

Conclusion 

Updated annual education, evaluation of resources for CRNAs, and direct support from 

leadership should be considered based on the results of this project and the unchanged stigma 

noted within the results of the PSAS questionnaire (Sexton et al., 2021). With the information 

from this quality improvement initiative, and the information left with core personnel at the 

facility, it is my hope that this initiative will continue to grow and adapt to aid the nurse 

anesthesia community. Most of the participants in this project were less than 40 years old with 

less than five years of experience and had not witnessed nor personally known anyone with 

SUD. Anecdotally, the perception in the group seemed to be that SUD did not occur as much as 

literature stated as noted by questions and comments during the education session. Moving 

forward a questionnaire that had more detailed questions on personal experience or interactions 

with those known to have SUD should be considered. Identifying personal experience with SUD 

in the workplace was lacking in the PSAS questionnaire. Inclusion of questions related to 

personal experiences or interactions with others with SUD may be helpful to address stigma and 

barriers to seeking resources and treatment for CRNAs. Also, seeking a private setting may be 

helpful as well to facilitate open communications during future education sessions. Furthermore, 

creating smaller groups for education sessions related to SUD is needed to promote open 

dialogue on this sensitive subject. Following the education session, participants asked thoughtful 
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questions and others reached out individually regarding personal struggles or witnessed struggles 

of others with SUD. Further evaluation of system wide resources and planned annual education 

sessions must be continued. Lastly, barriers such as interprofessional collaboration, education, 

stress reduction and ease of access to resources should be further explored.  

Recommendations for Future Practice 

Throughout this quality improvement initiative, the need for awareness, aid to overcome 

barriers, and support to reduce the stigma of SUD is now more imperative than ever. Continued 

education within the current practicing anesthesia workforce with focus study areas on SUD 

during recertification are recommended. Employer related support, education, peer support 

liaisons, and culture change will also affect the perception of SUD. However, the most beneficial 

change may be seen within the grass roots of new nurses matriculating into anesthesia programs. 

If awareness of stigma associated with SUD can be identified, overall care of patients and those 

providing care can be improved. If nurses matriculating into anesthesia programs receive this 

important education and awareness of SUD early on, they may be more likely to be aware of the 

disorder within themselves or others and seek needed early assistance and treatment. Finally, 

there is a clear connection between SUD and stigma associated with individuals suffering in 

silence. Anesthesia providers should be aware and comfortable with assisting a colleague with 

SUD to access resources for help. When stigma is addressed, CRNAs can promote a safe work 

environment for patients, employees, and employers alike. 
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Appendix A: PSAS questionnaire permission to use from original author 

To Whom it May Concern: Feel free to use the Perceived Stigma of Substance Abuse Scale 

(PSAS) in your research. If you have any questions about the scale, please email me. I would 

also ask that you let me know about any results you obtain using the scale and/or send me a copy 

of any articles that you publish that contain the scale. There is little research being conducted on 

stigma in addiction and so I like to try to help facilitate new research and keep abreast of what's 

happening. The appropriate reference is listed below. Please also note that there was a minor 

error in the original publication that stated that the measure was scored using a 7-point Likert 

scale. The measure was actually scored using the 4-point Likert scale as used in the measure 

below.  

Regards,  

Jason B. Luoma, Ph.D. 

Licensed Psychologist in Oregon 

Director, Portland Psychotherapy Clinic, Research, and Training Center Business phone: 503-

281-4852 

Email: jbluoma@portlandpsychotherapyclinic.com  

The scale and publication can be obtained at: 

http://www.portlandpsychotherapyclinic.com/training/publications  
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Appendix B: PSAS questionnaire with demographics. 

Street name:_________________________________________       Day of birth:___________ 

 

PSAS questionnaire with demographics 

 

Demographic information 

1. Length of practice 

A = 0-4 years   

B = 5-9 years   

C = 10-14 years   

D = 15-19 years   

E = Over 20 years 

2. Sex that you identify most likely with 

A = Female   

B = Male   

C = Other   

D = Prefer not to answer 

3. Years of age  

A = 20-29 

B = 30-39 

C = 40-49 

D = 50-59 

E = Over 60 
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PSAS questionnaire 

Please read each statement carefully and circle the number below the item that indicates the 

degree of your agreement or disagreement with each statement. Please use the scale below, and 

please do not omit any item.  

4. Most people would willingly accept someone who has been treated for substance use as a 

close friend.  

1=Strongly disagree 2=Disagree 3 = Agree  4=Strongly agree  

5. Most people believe that someone who has been treated for substance use is just as 

trustworthy as the average citizen.  

1=Strongly disagree 2=Disagree 3 = Agree  4=Strongly agree  

6. Most people would accept someone who has been treated for substance use as a teacher 

of young children in a public school.  

1=Strongly disagree 2=Disagree  3 = Agree  4=Strongly agree  

7. Most people would hire someone who has been treated for substance use to take care of 

their children.  

1=Strongly disagree 2=Disagree  3 = Agree  4=Strongly agree  

8. Most people think less of a person who has been in treatment for substance use.  

1=Strongly disagree 2=Disagree  3 = Agree  4=Strongly agree  

9. Most employers will hire someone who has been treated for substance use if he or she is 

qualified for the job.  

1=Strongly disagree 2=Disagree  3 = Agree  4=Strongly agree  

10. Most employers will pass over the application of someone who has been treated for 

substance use in favor of another applicant.  

1=Strongly disagree 2=Disagree  3 = Agree  4=Strongly agree  

11. Most people would be willing to date someone who has been treated for substance use.  

1=Strongly disagree 2=Disagree  3 = Agree  4=Strongly agree  
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Used with permission from Dr. Luoma. Luoma, J. B., O'Hair, A. K., Kohlenberg, B. S., Hayes, 

S. C., Fletcher, L. (2010). The development and psychometric properties of a new measure of 

perceived stigma toward substance users. Substance Use and Misuse, 45, 47-57. 

 

 

 

  


