
�&�+�$�3�7�( �5����



�� �ž�‹�œ�•�Š�—�Œ�Ž�1�� �œ�Ž�1�Š�—�•�1�
 �Ž�Š�•�•�‘
�� �œ�œ�Ž�œ�œ�–�Ž�—�•

Wri�en by, Colleen Varcoe PhD, RN, Anne�e J. Browne PhD, RN, Laraine
Michalson MSN, RN

In a recent study of a health promotion program for Indigenous women
who had experienced violence, the majority of the women indicated
that they had a �œ�ž�‹�œ�•�Š�—�Œ�Ž�1�ž�œ�Ž problem.1,2 The program did not focus
on substance use. Instead, it focused on supporting women with their
self-identified health priorities and consisted of nurses working with
the women individually and in a group context that included
Indigenous Elders who provided cultural and traditional teachings.
Throughout the program, the women, nurses, and Elders worked to
include women who used substances (ranging from having never used,
to years of abstinence, to occasional use, to active and daily use), which
meant taking into account how some women's active use negatively
affected other women who were trying not to use and disrupted group
processes, as well as how some women judged others with detrimental
effects. At the end of the program, the women had less depression, less
post-traumatic stress disorder (PTSD), and a be�er quality of life.
Although it was not a goal of the program, the women also markedly
reduced their substance use, a�ributing doing so to the
nonjudgemental, unconditional positive regard and support offered by
the nurses and Elders, and the support of the other women.

The purpose of this chapter is to provide nurse clinicians with
knowledge regarding substance use that can be integrated into health
assessment across a range of practice contexts with patients of all ages.
To help prevent and minimize the harmful effects of substance use, and
to develop health-promoting nursing practices that account for a range
of substance use practices, nurses must understand the dynamics of
substance use, the social and health effects of substance use, the root



causes of substance use, harm-reduction principles, and their
implications for practice. This is relevant to assessment of every patient,
regardless of whether substance use issues are immediately apparent.
Substance use problems can affect all people, not only people who are
disadvantaged. The risks of disclosure of �‘ �Š�›�–�•�ž�•�1�œ�ž�‹�œ�•�Š�—�Œ�Ž�1�ž�œ�Ž, such
as job loss, removal of children by protective agencies, and relationship
damage, are significant, regardless of social location. This knowledge is
necessary for conducting thorough, respectful, and useful health
assessments.

�6�K�L�I�W�L�Q�J���6�X�E�V�W�D�Q�F�H���8�V�H���/ �D�Q�J�X�D�J�H
Substance use is widespread in Canada; levels of use and acceptability
vary according to the type of substance and the community. Our
language reflects these shifting levels of acceptability. The lexicon of
“misuse,” “abuse,” or “problematic use” vary by substance, social
context, and values. The terms substance use, substance abuse, addiction,
and dependence are sometimes used interchangeably, which is
erroneous. Some of these terms are more pejorative than others; the
term addiction carries the greatest stigma and is perhaps the most
overused. �� �•�•�’�Œ�•�’�˜�— generally refers to compulsion and dependence,
and there is considerable disagreement regarding the meaning and
usefulness of the term “addiction.” As a result, the American
Psychiatric Association has replaced the categories of “substance
abuse” and “substance dependence” with the category of “�œ�ž�‹�œ�•�Š�—�Œ�Ž
�ž�œ�Ž�1�•�’�œ�˜�›�•�Ž�›” in the most recent Diagnostic and Statistical Manual of
Mental Disorders (DSM-5).3 In the DSM-5, people with substance use
issues receive a diagnosis of mild, moderate, or severe substance use
disorder.

This shift in language is intended to reduce the labelling of patients
with normal tolerance and withdrawal as “addicts,” and, more
importantly, to improve the clinical assessment, management, and
treatment of pain. The treatment of pain is always relevant to
assessment related to substance use because, as is further explored in
this chapter, traumatic experiences, pain, and substance use are often
interrelated. “Many clinicians believe they lack the knowledge and the
necessary communication skills to address the needs of patients with



addiction. For this reason, they tend to undertreat pain… owing to
misconceptions, biases, morals, and various education system gaps.”4

It is essential to be clear about the definition of dependence.
Dependence as a label for compulsive, out-of-control substance use has
been problematic, confusing to clinicians, and (as noted earlier) has
resulted in patients with normal tolerance and withdrawal being
labelled as “addicts.” Accordingly, the term �•�Ž�™�Ž�—�•�Ž�—�Œ�Ž is limited to
physiological dependence, which is a normal response to repeated
doses of many medications including beta-blockers, antidepressants,
opioids, antianxiety agents, and other drugs. Dependence is
characterized by tolerance (needing more amounts of the medication or
substance to produce the desired effect) and withdrawal (physiological
symptoms that occur when the medication or drug is withdrawn).

Throughout this chapter, the term �œ�ž�‹�œ�•�Š�—�Œ�Ž�1�ž�œ�Ž is used in
recognition of the controversial, variable, and socially constructed
nature of more pejorative terms, including addiction, dependence, and
misuse. The term harmful is used rather than problematic or misuse in
recognition of the fact that it is generally accepted that substance use
becomes a problem when it interferes with a person's relationships or
employment, or causes interactions with the legal system. Clinicians
are urged to use the term substance use and specify the physiological
and social effects of such use as they are experienced by individuals.

�7�K�H���&�D�Q�D�G�L�D�Q���&�R�Q�W�H�[�W���R�I���6�X�E�V�W�D�Q�F�H���8�V�H
Like most societies, Canadian society has its particular set of values,
beliefs, laws, policies, and practices related to substance use, many of
which are contradictory to one another. Awareness of these values,
laws, and policies provides clinicians with a “bigger picture”
perspective on substance use. In Canada, certain substances, such as
alcohol and tobacco, are legal and are the source of government tax
revenue, and their use is socially acceptable in many communities.
Other substances, such as crack and heroin, are illegal, are the sources
of illegal profit-making, and are considered in popular thinking to be
extremely dangerous. Moreover, their use is generally deemed socially
reprehensible. Still others, such as marijuana, have only recently been
made legal for medical usage. Some substances, such as marijuana and



Ecstasy, are more socially tolerated and are extremely financially
lucrative for those producing and selling them. For example, marijuana
will be legal for recreational use in Canada in 2018, which will change
the economics of marijuana in Canada.5

Finally, some substances, such as solvents and prescription drugs,
have legal purposes but are used in ways other than formally intended.
The use of substances has intertwined social and health effects that
arise not only from the physiological effects of the substance (e.g.,
reduced or increased anxiety) but also from the social acceptability
(e.g., inclusion) and legal consequences of using the substance (e.g.,
incarceration, impoverishment).

The social, economic, legal, and policy context of substance use in
Canada is continually in flux, with shifts in the emphasis on abstinence
or harm reduction (Box 7.1). Abstinence, which means completely no
use of a given substance, is sometimes seen as dichotomous with harm
reduction. However, abstinence may be seen as an approach that can
work in concert with harm reduction. Abstinence aims to reduce the
use of substances entirely, whereas harm reduction aims to reduce the
harms of substance use, but not to reduce use per se. Programs and
individuals may hold the goal of abstinence and, at the same time, seek
to reduce harm. Abstinence underpins many popular approaches such
as Alcoholics Anonymous or Narcotics Anonymous, which may be
effective for some people.6
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 �Š�›�– �1�� �Ž�•�ž�Œ�•�’�˜�—�1�Š�—�•�1�� �‹ �œ�•�’�—�Ž�—�Œ�Ž
The primary focus of harm reduction is the reduction of the harms of
substance use, but not the reduction of use. Harm reduction is often
contrasted with abstinence, which focuses on the reduction of use
toward absolutely no use. It is likely more useful to view harm
reduction as being on a continuum with abstinence. For example, on
the “harm reduction” end, a managed alcohol program would focus on
safe consumption of alcohol, regardless of level of consumption; on the
“abstinence” end, an organization such as Alcoholics Anonymous



would work toward complete cessation of drinking; and in-between, a
program would focus on reducing harms and having fewer drinks or
more alcohol-free days.

In Canada, the following three harm-reduction paradigms are in
operation:*

1. Conservative paradigm, in which harm-reduction measures (e.g.,
needle exchanges) are seen as temporary, with an ultimate goal
of abstinence;

2. Liberal paradigm, in which informed choice is supported and a
safety net provided; and

3. Structural paradigm, in which empowerment, advocacy, and
emancipation of people using substances are embraced. The
structural paradigm underpins this chapter.

*Cavalieri, W. (2017). Harm reduction in practice. Retrieved from
h�p://www.canadianharmreduction.com/node/171.

Until 2015, Canadian policy at the federal level followed that of the
United States, moving to an American “War on Drugs” criminalization
approach over time. In 1987, the federal government launched
Canada's National Drug Strategy, which became “Canada's Drug
Strategy” in 1992, when Cabinet regrouped the National Strategy to
Reduce Impaired Driving and the National Drug Strategy under one
initiative.7 Funding was significantly cut through the 1990s, but the
cornerstone of policy remained the long-term goal of reducing the
harms associated with the use of alcohol, tobacco, and other substances
to individuals, families, and communities. However, with the
modifications to the National Drug Strategy in 2002, and the formation
of the 2007 National Anti-Drug Strategy, harm reduction was
increasingly washed out of federal policy, with resources funnelled
more to enforcement and less to prevention and treatment. Indeed, the
National Anti-Drug Strategy included three action plans—preventing
illicit drug use; treating patients with dependencies on illicit drugs; and

http://www.canadianharmreduction.com/node/171


combating the production and distribution of illicit drugs—with no
mention of harm reduction.

Researchers, advocates, and people who use substances have worked
tirelessly to promote harm reduction. Harm reduction related to
substance use includes “downstream” strategies, such as providing
access to safe substances (e.g., providing heroin that is not cut with
more harmful substances such as fentanyl), safe supplies (such as clean
needles or crack pipes that will not cut people's lips), safe places to use
substances (such as safe injection sites) and overdose care, such as the
public distribution of naloxone (Narcan) kits. Importantly, harm
reduction also includes more “upstream” approaches, such as safe
housing, income supports, and pain-management services.

Abstinence and harm-reduction approaches have often been seen as
being in opposition to one another. For example, North America's first
and only legal supervised injection site (Insite) was opened in 2003 as
part of a continuum of services aligned with the harm-reduction
framework of health service delivery. Under intense scrutiny, and
repeated a�empts from the Conservative government (2006 to 2015) to
shut it down, Insite continues to operate under an exemption to the
Controlled Drugs and Substances Act. In September 2011, the Supreme
Court of Canada declared that Insite saved lives and was effectively
improving the health of people who used its services.8

With the election of a Liberal federal government in 2015 and in the
face of what has been termed “the opioid crisis,” harm reduction has
been reintroduced as a cornerstone of health care. The opioid crisis in
which hundreds of people have died accidentally9 was sparked by
pharmaceutical companies introducing lucrative, powerful drugs such
as oxycontin and fentanyl.10

Social a�itudes toward substance use in general and toward specific
substances have shifted along with legal, economic, and policy changes.
For example, a�itudes toward tobacco use have grown increasingly less
tolerant. In contrast, in most communities in Canada, alcohol use has
become increasingly acceptable over recent decades,11,12 with evidence
that perception of norms influences use in some populations.13

Having an understanding of broad population trends is important so
that programs can be developed to target services appropriately.
However, at the level of individuals, it is important to remember that



any person may be experiencing the harms of substance use. Health
care providers need to operate with an awareness of population trends
without assuming those trends apply to any given person. Indeed,
health care providers should anticipate which individuals might expect
to be judged incorrectly as using substances at harmful levels, and
which individuals might be overlooked as using substances at harmful
levels. For example, knowing that alcohol use is trending upward
among youth should not lead to assumptions about any specific young
person. Guarding against le�ing untested assumptions influence your
practice will help you conduct assessments in ways that are respectful,
encourage (rather than inhibit) discussions related to the health effects
of substance use, and encourage health care access rather than
alienation through shame and stigma.

�6�X�E�V�W�D�Q�F�H���8�V�H���L�Q���&�D�Q�D�G�D
The Canadian Tobacco, Alcohol and Drugs Survey (CTADS) was
completed in 2015 and provides the most recent and comprehensive
national view of substance use in Canada.14 According to the CTADS,
most Canadians are moderate drinkers. In 2015, 77% reported alcohol
beverage consumption in the past year; there was a higher prevalence
of alcohol use among males (81%) than females (73%); and the rate of
alcohol use was higher in young adults aged 20 to 24 (83%) than youth
aged 15 to 19 (59%) and adults 25 years and older (78%). These pa�erns
hold for low- and high-risk alcohol use. In 2015, current cigare�e
smoking decreased to 13%, which represents the lowest national
average ever recorded (it was 25% in 1999, 17% in 2010, and 15% in
2013). According to the 2015 CTADS, cannabis was the most commonly
used illicit substance. The prevalence of cannabis use increased from
previous surveys, especially for women (from 7% in 2013 to 10% in
2015). In Canada, general population trends show an increase in
harmful substance use, especially for Ecstasy and hallucinogens.

Recently, Canada has been facing an unrelenting overdose crisis.
Data from 2016 indicate that Western Canada (in particular, Yukon,
Northwest Territories, British Columbia, and Alberta) have experienced
the worst crises.15 For example, the rate of illicit drug overdose deaths
in British Columbia increased 52% to 31.3 deaths per 100 000



individuals from the 2015 rate of 20.6 deaths per 100 000 individuals.9
However, rates are increasing in all provinces and territories across
Canada.16 For example, there has been a steady increase in opioid-
related harms in Ontario for more than a decade.17 From 2003 to 2016,
the number of opioid-related deaths in Ontario increased by 136%. In
2016, more than 850 Ontarians died from opioid-related causes.17

To address this crisis, in December 2016, the federal, provincial, and
territorial governments formed a Special Advisory Commi�ee (SAC)
on the Epidemic of Opioid Overdoses to focus on urgent issues related
to overdoses and deaths linked to the use of opioids, including those
laced with fentanyl and carfentanil.18 The SAC meets monthly to
advance discussions on the opioid crisis in three key areas: (a)
supporting harm reduction, (b) improving data/surveillance, and (c)
addressing prevention and treatment options.

�)�D�F�W�R�U�V���,�Q�I�O�X�H�Q�F�L�Q�J���6�X�E�V�W�D�Q�F�H���8�V�H
Health care providers should know that substance use varies based on
social, historical, and economic contexts. Which drugs are used, how
much they are used, and how harmful such use is depends on
geography (including the local history, what substances are available,
and local norms) and income (what is affordable and what is
profitable). Clinicians should learn about the particular context in
which they are providing care, including cultural and personal
histories of trauma and violence, as well as socioeconomic conditions.
Understanding how inequities influence substance use can also help
health care providers identify potentially successful approaches to
addressing substance use.19 For example, Indigenous people in Canada
have gained considerable political power and economic control over
their circumstances, which has had a positive effect on their health; in
British Columbia, since 2001, they have been consuming less alcohol
per capita than the general population.20

Four interrelated areas of influence shape substance use. First, social
practices and acceptability are the most influential determinants of
substance use pa�erns. In much of Canada, for example, alcohol use is
legal, and certain levels of use are socially accepted; for example, daily
consumption of wine with meals is acceptable in many communities.



However, in other communities, such as certain Christian and Muslim
communities, any consumption of alcohol is considered unacceptable.
Thus, what is considered “problematic” varies.

Second, affordability is an important determinant of both levels of
substance use and types of substances consumed. The importance of
affordability has led to the use of pricing as a major policy tool in trying
to curb levels of substance use. For example, the opioid crisis has been
exacerbated by the relative affordability of certain drugs.21

Third, however, regardless of how problematic substance use is
defined, substance use with profoundly negative effects on people's
health and social well-being has been repeatedly linked to the
intertwined issues of trauma, violence, and chronic pain.22–24

Experiences of trauma (including child maltreatment), sexual assault,
and other forms of interpersonal violence have physiological effects
that are subsequently associated with substance use.

Finally, mental health and substance use are consistently linked;25,26

therefore, substance use, violence, and mental health cannot be
considered separately. As discussed in Chapters 6 and 8, nurses must
understand that histories of trauma are common among people who
have problems with substance use and among people with mental
health problems such as PTSD and depression.

�9�L�R�O�H�Q�F�H�����7�U�D�X�P�D�����0�H�Q�W�D�O���+�H�D�O�W�K�����D�Q�G
�6�X�E�V�W�D�Q�F�H���8�V�H
All forms of interpersonal violence—including intimate partner
violence (IPV), child abuse, and sexual assault—consistently have been
shown to be related to substance use problems and mental health
problems.27 In a systematic review, Lagdon, Armour, and Stringer
reported that robust correlations exist between IPV and depression,
PTSD, and anxiety; as well, they noted the frequent co-occurrence of
IPV and illicit substance use, which is usually used as a means of self-
medication and coping.28

The health effects of violence, such as substance use, must be
understood in the context of cumulative lifetime abuse rather than as a
consequence of one type of violence.29 For example, in a sample of 4



451 Australian women, lifetime prevalence for a substance use disorder
was 18.3%; for those who had experienced at least one form of gender-
based violence (inclusive of IPV, sexual assault, and stalking), lifetime
prevalence for a substance use disorder was 23%, and 57.3% for any
mental disorder. For women who had experienced three or more forms
of gender-based violence, the lifetime prevalence for a substance use
disorder was 47.1% and the lifetime prevalence for a mental health
disorder was 89.4%.30 These findings, and those of research that
suggests violence during childhood or adolescence has more profound
effects than violence at later stages of life,31,32 emphasize the
importance of considering experiences of multiple forms and pa�erns
of lifetime violence in relation to substance use. Clinicians must
consider substance use within a broader patient history and ensure that
their approach to health assessment is “trauma- and violence-
informed,” wherein practice is based on understanding the
relationships among violence, mental health, and substance use.33

Understanding the relationships among trauma, violence, and
substance use helps health care providers understand why certain
populations are more likely to experience higher levels of and more
harmful substance use. Those who are exposed to higher levels of
trauma and violence are more likely to experience harms related to
substance use, and those levels are related to social inequities. Trauma-
and violence-informed care is discussed further in Chapter 8.

�6�X�E�V�W�D�Q�F�H���8�V�H���D�Q�G���6�R�F�L�D�O���,�Q�H�T�X�L�W�L�H�V
Substance use and the impacts of substance use are shaped by social
inequities based on gender, age, and income. For example, tobacco use
is declining dramatically in Canada, except among low-income
populations, where rates are increasing.14 The increase in low-income
populations reflects the stress of living in poverty, limited options for
dealing with stress, limited access to tobacco-reduction supports, and
health education strategies related to tobacco cessation that are not
appropriate or relevant to this population. Social inequities intersect
with racism and other forms of discrimination to influence rates of
substance use and related problems, including the quality of care
received. For example, Indigenous people face greater economic



inequity and significantly higher levels of violence of all forms than the
rest of the population, and racial stereotypes about Indigenous people
are known to influence clinical practice. Moreover, negative health care
experiences result in avoidance or delay of care.34,35 Therefore, in the
stereotype-laden field of substance use, it is paramount for clinicians to
understand how historical legacies of racism, violence, and
dehumanization have led to health inequities for Indigenous people,
and how those dynamics are related to substance use and its effects.
Similarly, gender nonconforming people face high levels of violence. In
a study of lesbian, gay, and bisexual people who use substances, Chow
and colleagues demonstrated that sexual minorities are also at greater
risk for illicit substance use and related harms than heterosexual
populations.36 Specifically, sexual identity predicted higher usage of
Ecstasy, ketamine, and alcohol (but not alcohol-related problems).
Significantly, Chow and colleagues found that inadequate housing
increased the likelihood of crack cocaine use, highlighting the critical
intersections of heterosexism, class, and other social structures in the
lived realities of substance use.36

�7�K�H���(�I�I�H�F�W�V���R�I���6�X�E�V�W�D�Q�F�H���8�V�H���9�D�U�\���E�\���* �H�Q�G�H�U��
�&�O�D�V�V�����$�J�H�����D�Q�G���6�H�[�X�D�O�L�W�\
Numerous negative individual, family, and societal outcomes result
from high levels of substance use. Harm arises not only from the
individual actions but also from the legal and social ramifications of
substance use, such as illegal activities, incarceration, child
apprehension by the state, and varying levels of stigma that people
face, depending on their social position. For example, women with high
levels of substance use are at increased risk for incarceration, economic
deprivation, human immunodeficiency virus (HIV) infection, acquired
immune deficiency syndrome (AIDS), dual diagnoses, depression,
PTSD, loss of child custody, and subsequent risk for victimization
(including IPV).37,38 In a study of opioid dependence, Bawor and
colleagues found that women experienced a greater burden of disease
than men, with respect to medical problems, health outcomes, and
social impairment.39 This finding and the fact that women tend to be



introduced to opioids by a physician's prescription point to the need for
integrated models of care. Such models of care must consider
alternatives to opioid analgesics alongside core social services such as
vocational counselling, child care and parenting assistance, medical
assistance, relationship or IPV counselling, and smoking-cessation
programs. For example, prescribing narcotics to Indigenous people,
often in the absence of any alternative pain-management approaches,
has become a common and widespread practice by physicians.40 In our
research, a 29-year-old Indigenous woman with a history of violent
victimization had suffered persistent abdominal pain since the age of
12, for which she had been prescribed acetaminophen (Tylenol) with
codeine.19 Her pain issues were not actually investigated, however,
until she was 28 years old, and no alternatives to opioids were offered
in the intervening time. Like many other Indigenous patients in the
study, she described how difficult it was for her to not use substances.

The effects of substance use vary with intersecting aspects of social
position, such as gender, income, age, sexuality, and ethnicity.
Economic and social influences mean that the substance use practices of
certain populations are more visible and open to scrutiny. For example,
consider two people who use alcohol to the point of being visibly
impaired. If one person lives on the street, is homeless, and is
unemployed and the other person owns a home and has steady
employment, the visibility of their alcohol use will be different and will
have different consequences.41

Substance use is often viewed as a recreational, indulgent activity in
which the participants seek a “high” to enjoy themselves. This limited
interpretation can hinder the nurse's understanding of other reasons
why people use substances. Many people use substances to feel numb;
to stop pain (physical or emotional); or to control anxiety, nightmares,
or sadness associated with past, current, and ongoing trauma.
Sometimes people use substances to “feel normal” when prescribed
therapies have failed. For example, most people using substances on
the streets of the Downtown Eastside of Vancouver do not see
themselves as “having fun” or enjoying being “high.”

Understanding the relationship between pa�erns of violence across
the lifespan, social inequities, and substance use helps health care
providers understand substance use as a consequence of multiple



influences. Understanding these pa�erns for both men and women,
including different levels of scrutiny and judgement, is critical for
improving health care, health policies, ways of approaching health
assessment, and, ultimately, patients' health.

As demonstrated by the statistics on substance use in Canada, there
is considerable variability with age in relation to the use of particular
substances. Furthermore, although substance use occurs throughout
the lifespan, some issues are particularly salient for different age
groups. For example, for children, the prescription of medications such
as methylphenidate (Ritalin) for behaviour problems has become a
widespread concern, with controversy regarding the medical diagnoses
leading to such prescription.42 For young people, drinking (and
sometimes binge drinking) has increasingly become a rite of passage to
adulthood. When pregnant, women who consume substances are more
intensely scrutinized. Many older adults take multiple medications and
are overmedicated with prescription medications. Health care
providers need to have an awareness of the most common problems
facing each age group, without making assumptions about particular
individuals, to tailor their health assessments most effectively.

�8�Q�G�H�U�V�W�D�Q�G�L�Q�J���6�X�E�V�W�D�Q�F�H���8�V�H���L�Q���W�K�H���&�R�Q�W�H�[�W
�R�I���+�H�D�O�W�K���&�D�U�H
Health care is supposed to be aimed at the promotion of health.
However, in relation to substance use, health promotion objectives are
often at odds with policies that focus on criminalizing substance use
and targeting substance use–related behaviours rather than addressing
the causes and factors influencing such use. Health care objectives may
be subverted within health care se�ings by objectives of criminal
justice, child welfare, or other organizations. For example, health care
providers may participate in the surveillance and monitoring of
people's drug use through observed urine tests; such practices may
make it difficult to develop the trust needed for an effective health care
provider–patient relationship. It is critical that nurses remain focused
on health promotion, not law enforcement.

Understanding the links between violence, trauma, pain, mental
health, and substance use, and understanding the influence of broader



social and policy influences, health care providers can approach health
assessments and practice from a comprehensive base. Health care
providers must avoid viewing substance use as a primary problem to
be targeted; rather, substance use is a symptom of other pre-existing
problems and circumstances. Viewing substance use not solely or
narrowly as a criminal or health problem but rather as a consequence of
other social problems means that nurses should assess substance use in
the context of a comprehensive health history, including violence,
trauma, and mental health histories, and in the contexts of income,
housing, employment, food security, and access to services such as
counselling. This broader assessment provides the basis for meaningful
interventions to support people in successfully addressing their
substance use issues.

�,�Q�F�R�U�S�R�U�D�W�L�Q�J���. �Q�R�Z�O�H�G�J�H���R�I���6�X�E�V�W�D�Q�F�H���8�V�H���L�Q
�+�H�D�O�W�K���$�V�V�H�V�V�P�H�Q�W
The understanding of substance use just described suggests that health
assessment be based on the following principles:

• It should be health promoting. Assessments that
involve negative judgements, are intrusive, or
are punitive will deter patients from accessing
care and, through shame, will increase secrecy
and failure to access care, thereby increasing
harm to health.
• It should take the patient's and population's
context into account. Understanding the history,
economics, and social conditions (e.g., those of
a group of refugees from a war-torn country)
will lead practitioners to convey



understanding and to focus on salient issues
during health assessment.
• It should be trauma- and violence-informed.
Trauma-informed care is care that takes into
account how histories of various forms of
abuse shape experiences of substance use.43

Violence-informed care further accounts for the
dynamics of ongoing violence and structural
forms of violence, such as policy-structured
poverty and racism, and must be integrated
with the concept of cultural safety (as
discussed in Chapter 3).34,44,45 Patients'
substance use pa�erns are shaped by their
histories of abuse and the pa�erns are difficult
to change when those histories are not
addressed and when the patients are facing
ongoing violence.
• It should minimize harm. Harm reduction in
relation to substance use often focuses
narrowly on reducing the harms of drug use,
such as by reducing overdoses or infections for
people who are injecting drugs. A broader
understanding of harm reduction recognizes
that harms arise from the social, economic,
political, and legal context of substance use.
Harm reduction also aims to address these



contexts by a�empting to minimize
homelessness, violence, and poverty,46,47 and
aligns with the understanding of harm
reduction endorsed by many Canadian nursing
organizations such as the Canadian
Association of Nurses in HIV/AIDS Care (Box
7.2).
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Registered nurses use harm-reduction approaches when they do
the following:

• Participate in immunization and health promotion programs
• Provide counselling on safer sex
• Advocate for access to affordable and safe housing
• Develop and implement policies to minimize the risks of

surgery
• Provide counselling on smoking cessation
• Administer methadone maintenance treatment
• Share information on the risks associated with alcohol and

drug consumption
• Support patients with their daily medications and dietary

restrictions
• Reduce the risks of falls in the hospital environment
• Intervene to reduce the adverse consequences of chronic

illnesses
• Distribute bleach kits, clean syringes, and condoms
• Develop education material and interventions to reduce the

risk for overdose



• Train peers to administer naloxone (Narcan™) for opioid
overdose

• Provide preventive and primary care in supervised injection
sites

From Canadian Association of Nurses in HIV/AIDS Care. (2015).
Bill C-2: Legislation to amend the Controlled Drugs and Substances Act
to allow exemptions for supervised injection sites (and services). Brief for
the Standing Senate Commi�ee on Legal and Constitutional Affairs.
O�awa, Canada (p. 2). Retrieved from h�p://canac.org/wp-
content/uploads/2015/04/BILL-C-2_Brief_CANAC_SENATE.pdf.

To develop the skills to put these principles into action, we suggest a
process of five elements (Box 7.3). We have also developed an online
learning module and a harm-reduction tool, which are available at
h�ps://equiphealthcare.ca/toolkit/.
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1. �� cquire knowledge; replace erroneous assumptions. Know
yourself: your assumptions, a�itudes, values, and beliefs.

Do assume that the majority of your patients use
substances and that most feel embarrassed and
stigmatized if their use is harmful.

Do not assume that substance use is a simple choice.
Do assume that many people who experience harmful

substance use also have significant histories of trauma.
2. �� nticipate harm that may be caused by your practices, reactions,

and judgements (e.g., deterring patients from accessing the
health care system); harm that may be linked to substance use,
such as the social, legal, and economic contexts of use; and harm
that may be caused by the substances used.

http://canac.org/wp-content/uploads/2015/04/BILL-C-2_Brief_CANAC_SENATE.pdf
https://equiphealthcare.ca/toolkit/


3. �� nalyze the impact of policies at the level of organizations (e.g.,
clinical assessment tools) and society (e.g., what will be the
impact of changing legislation related to marijuana be?; how do
static social assistance rates in the face of rising costs of living
affect substance use?).

4. �� void social judgement about substance use, such as seeing a
person as “bad,” deviant, or morally weak.

5. �� pproach all patients respectfully.

Providing evidence-informed care requires that you develop a wide
knowledge base. Accurate, current, evidence-informed knowledge
about the pharmacological actions and physiological effects of different
substances is required. Table 7.1 provides a list of possible signs and
symptoms of use and withdrawal associated with common substances.
However, it is important to bear in mind that over-reliance on such a
list can lead to inaccurate assessment and false assumptions and
diagnoses for many interrelated reasons. First, there is considerable
variation in patient presentation. Second, many street drugs are tainted
with unknown substances. People often use multiple substance at once
(including prescription medications), so they would not have clearly
defined symptoms as listed in the table. Other physical/medical
conditions can look like use, intoxication, or withdrawal. For example,
the third author of this chapter recently cared for the mother of a young
baby. The woman was u�erly exhausted from lack of sleep and was
slurring her speech, nodding off, and unable to respond quickly during
conversation. Because the woman had a history of use, her social
worker assumed that she was using drugs. However, other staff were
able to provide evidence to the contrary, as well as a urine drug screen
test, which exonerated the woman.
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�� �� �� �� �� �� �� �� �� �� ���	 �� �� �1�� �� ���1�� �� �� ���� �� �� ��
�� ���1�� �� �� �� ���� �
 ���� �� �� �� ��

Alcohol Appearance: unsteady gait,
incoordination,
nystagmus, flushed face
Behaviour: sedation, relief
of anxiety, dulled
concentration, impaired
judgement, expansive and
uninhibited behaviour,
talkativeness, slurred
speech, impaired
memory, irritability,
depression, emotional
lability

Cessation or reduction in alcohol use,
especially after a period of heavy and
prolonged drinking, results in �Š�•�Œ�˜�‘ �˜�•
�  �’�•�‘ �•�›�Š�  �Š�•.b
The symptoms of alcohol withdrawal
syndrome develop within several hours to a
few days after an individual stops drinking.
Medical a�ention should be sought
immediately.
Signs and symptoms of withdrawal can
include insomnia; autonomic symptoms such
as sweating or racing heart; increased hand
tremors (known as “the shakes”); nausea
and/or vomiting; psychomotor agitation
(feeling physically restless, inability to stop
moving); anxiety; seizures; rarely,
hallucinations, or perceptual disturbances of
the auditory, tactile, or visual type.b

Sedatives,
hypnotics

Similar to alcohol
Appearance: unsteady gait,
incoordination
Behaviour: talkativeness,
slurred speech,
ina�ention, impaired
memory, irritability,
emotional lability, sexual
aggressiveness, impaired
judgement, impaired
social or occupational
functioning

Anxiety or irritability; nausea or vomiting; malaise;
autonomic hyperactivity (tachycardia, sweating);
orthostatic hypotension; coarse tremor of hands,
tongue, and eyelids; marked insomnia; tonic–clonic
seizures

Nicotine Appearance: highly alert,
increased systolic blood
pressure, increased heart
rate, vasoconstriction
Behaviour: nausea,
vomiting, indigestion
(first use); loss of appetite,
head rush, dizziness,
ji�ery feeling, mild
stimulation

Vasodilation, headaches; anger, irritability,
frustration, anxiety, nervousness, awakening at
night, difficulty concentrating, depression, hunger,
impatience or restlessnessc



�� �� �� �� �� �� �� �� �� �� ���	 �� �� �1�� �� ���1�� �� �� ���� �� �� ��
�� ���1�� �� �� �� ���� �
 ���� �� �� �� ��

Cannabis
(marijuana)

Appearance: injected
(reddened) conjunctivae,
tachycardia, dry mouth,
increased appetite,
especially for “junk” food
Behaviour: euphoria,
anxiety, perception of
slowed time, increased
sense of perception,
impaired judgement,
social withdrawal,
suspiciousness or
paranoid ideation

Cannabis withdrawal syndrome is now
officially recognized with defined criteria in
the DSM-5.
Symptoms include irritability; nervousness;
sleep difficulty; decreased appetite;
restlessness; depressed mood; physical
symptoms and discomfort.d

Cocaine Appearance: pupillary
dilation, tachycardia or
bradycardia, elevated or
lowered blood pressure,
sweating, chills, nausea,
vomiting, weight loss
Behaviour: euphoria,
talkativeness,
hypervigilance, pacing,
psychomotor agitation,
impaired social or
occupational functioning,
fighting, grandiosity,
visual or tactile
hallucinations

Dysphoric mood (anxiety, depression, irritability);
fatigue, insomnia, or hypersomnia; psychomotor
agitation

Amphetamines Similar to cocaine
Appearance: pupillary
dilation, tachycardia or
bradycardia, elevated or
lowered blood pressure,
sweating or chills, nausea
and vomiting, weight loss
Behaviour: elation,
talkativeness,
hypervigilance,
psychomotor agitation,
fighting, grandiosity,
impaired judgement,
impaired social and
occupational functioning

Dysphoric mood (anxiety, depression, irritability);
fatigue, insomnia, or hypersomnia; psychomotor
agitation



�� �� �� �� �� �� �� �� �� �� ���	 �� �� �1�� �� ���1�� �� �� ���� �� �� ��
�� ���1�� �� �� �� ���� �
 ���� �� �� �� ��

Opiates
(morphine,
heroin,
meperidine)

Appearance: pinpoint
pupils; decreased blood
pressure, pulse,
respirations, and
temperature
Behaviour: lethargy;
somnolence; slurred
speech; initial euphoria
followed by apathy,
dysphoria, and
psychomotor retardation;
ina�ention; impaired
memory; impaired
judgement; impaired
social or occupational
functioning

Dysphoric mood; nausea or vomiting; muscle
aches; lacrimation or rhinorrhea; pupillary dilation,
piloerection, or sweating; diarrhea; yawning; fever;
insomniae

�DSymptoms of use���U�H�I�H�U���W�R���E�H�K�D�Y�L�R�X�U�D�O���D�Q�G���S�K�\�V�L�R�O�R�J�L�F�D�O���F�K�D�Q�J�H�V���U�H�V�X�O�W�L�Q�J���I�U�R�P���W�K�H���H�I�I�H�F�W�V���R�I
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�W�K�D�W���D�U�H���S�U�R�G�X�F�H�G���Z�K�H�Q���X�V�H���R�I���W�K�H���V�X�E�V�W�D�Q�F�H���L�V���G�L�V�F�R�Q�W�L�Q�X�H�G��

�E�0�H�G�L�Q�D�����-��������������������DSM-5 alcohol withdrawal symptoms.���5�H�W�U�L�H�Y�H�G���I�U�R�P
�K�W�W�S�V�������S�V�\�F�K�F�H�Q�W�U�D�O���F�R�P���G�L�V�R�U�G�H�U�V���D�O�F�R�K�R�O���Z�L�W�K�G�U�D�Z�D�O����
�F�%�D�N�H�U�����7�����%�������%�U�H�V�O�D�X�����1�������&�R�Y�H�\�����/�������H�W���D�O���������������������' �6�0���F�U�L�W�H�U�L�D���I�R�U���W�R�E�D�F�F�R���X�V�H���G�L�V�R�U�G�H�U���D�Q�G
�W�R�E�D�F�F�R���Z�L�W�K�G�U�D�Z�D�O�����$���F�U�L�W�L�T�X�H���D�Q�G���S�U�R�S�R�V�H�G���U�H�Y�L�V�L�R�Q�V���I�R�U���' �6�0��������Addiction, 107�����������������±��������
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�G�+�H�V�V�H�����0�������	 ���7�K�\�O�V�W�U�X�S�����%���������������������7�L�P�H���F�R�X�U�V�H���R�I���W�K�H���' �6�0�������F�D�Q�Q�D�E�L�V���Z�L�W�K�G�U�D�Z�D�O���V�\�P�S�W�R�P�V
�L�Q���S�R�O�\���V�X�E�V�W�D�Q�F�H���D�E�X�V�H�U�V����BMC Psychiatry, 13���������������G�R�L�����K�W�W�S�V�������G�R�L���R�U�J�����������������������������������; ��
������������
�H�$�P�H�U�L�F�D�Q���3�V�\�F�K�L�D�W�U�L�F���$�V�V�R�F�L�D�W�L�R�Q��������������������Diagnostic and statistical manual of mental
disorders�������W�K���H�G���������: �D�V�K�L�Q�J�W�R�Q�����' �&�����$�X�W�K�R�U��

DSM-5����Diagnostic and Statistical Manual of Mental Disorders�������W�K���H�G������

Knowledge about promoting safe use is critical for any nurse,
because assessment may be accompanied by an opportunity to provide
advice. For example, knowing Canada's low-risk alcohol drinking
guidelines (Box 7.4) allows you to provide guidance about alcohol use.
As with any guidelines, nurses must read and apply them with a
critical lens, and adapt them to the patient's or family's specific context.
In relation to the use of other substances, learn about where to obtain
safe supplies, what new risks are arising (e.g., the current dangers
posed by the lacing of various drugs with fentanyl), and how to use
safely.

https://psychcentral.com/disorders/alcohol-withdrawal/
https://doi.org/10.1186/1471-244X-13-258
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• Reduce your long-term health risks by drinking no more than: 10
drinks* a week for women, with no more than 2 drinks a day most
days

• Drink no more than 15 drinks a week for men, with no more than 3
drinks a day most days

• Plan non-drinking days every week to avoid developing a habit.

���™�Ž�Œ�’�Š�•�1���Œ�Œ�Š�œ�’�˜�—�œ

• Reduce your risk of injury and harm by drinking no more than 3
drinks (for women) or 4 drinks (for men) on any single occasion.
Plan to drink in a safe environment. Stay within the weekly limits
outlined above.

���‘�Ž�—�1���Ž�›�˜���œ�1�•�‘�Ž�1���’�–�’�•

• Do not drink when you are driving a vehicle or using machinery
and tools; taking medicine or other drugs that interact with
alcohol; doing any kind of dangerous physical activity; living with
mental or physical health problems; living with alcohol
dependence; pregnant or planning to be pregnant; responsible for
the safety of others; making important decisions.

���›�Ž�•�—�Š�—�•�õ�1���Ž�›�˜�1���œ�1���Š�•�Ž�œ�•



• If you are pregnant or planning to become pregnant, or about to
breastfeed, the safest choice is to drink no alcohol at all.

���Ž�•�Š�¢�1���˜�ž�›�1���›�’�—�”�’�—�•

• Alcohol can harm the way the body and brain develop. Teens
should speak with their parents about drinking. If they choose to
drink, they should do so under parental guidance; never more
than 1–2 drinks at a time, and never more than 1–2 times per week.
They should plan ahead, follow local alcohol laws, and consider
the “Safer Drinking Tips” listed below.

• Youth in their late teens to age 24 years should never exceed the
daily and weekly limits outlined in “Your Limits” above.

���Š�•�Ž�›�1���›�’�—�”�’�—�•�1���’�™�œ
Set limits for yourself and stick to them; drink slowly; have no more
than 2 drinks in any 3 hours. For every drink of alcohol, have one
nonalcoholic drink; eat before and while you are drinking; always
consider your age, body weight, and health problems that might
suggest lower limits. While drinking may provide health benefits for
certain groups of people, do not start to drink or increase your
drinking for health benefits.

*In these guidelines, a “drink” means: beer (341 mL or 12 oz, 5% alcohol
content); cider/cooler (341 mL or 12 oz, 5% alcohol); wine (142 mL or 5
oz, 12% alcohol); distilled alcohol (rye, gin, rum, etc.; 43 mL or 1.5 oz,
40% alcohol).

Modified from Canadian Centre on Substance Abuse and Addiction.
(2017). Canada’s low-risk alcohol drinking guidelines. Retrieved from
h�p://www.ccsa.ca/Eng/topics/alcohol/drinking-
guidelines/Pages/default.aspx.

http://www.ccsa.ca/Eng/topics/alcohol/drinking-guidelines/Pages/default.aspx


In the process of conducting health assessments, you must be aware
of prevalent stereotypes and assumptions related to substance use. To
approach assessments related to substance use in a nonjudgemental
way, critical self-reflection is crucial (Box 7.5). People who experience
persistent, negative social and health effects of substance use are highly
sensitive to the a�itudes of clinicians. For these reasons and as
discussed in Chapter 3, you must be aware of how your a�itudes are
conveyed through tone of voice, types of questions, and nonverbal
behaviours such as facial expressions.

 
�%�R�[��������

�� �¡�Š�– �’�—�’�—�•�1�� �˜�ž�›�1�� �  �—�1�� �•�•�’�•�ž�•�Ž�œ
Reflect on your own a�itudes, beliefs, and values related to substance
use. Ask yourself these questions:

• What were your own family's values and a�itudes toward
substance use?

• How have your values changed over time?
• What social issues do you view as influencing people's substance

use pa�erns?
• How do you feel about working with people whose substances use

has become harmful from your perspective?
• What judgements arise for you when you provide health care to

people who use substances?
• In what situation might you find it most challenging to be

respectful?
• How do you feel about women who use substances during

pregnancy or when they are mothers?

�&�K�D�O�O�H�Q�J�L�Q�J���W�K�H���,�G�H�D���R�I���³�&�K�R�L�F�H�´
One key assumption that must be challenged is that substance use is
simply a ma�er of individual “choice.” Canada has increasingly
imported ideas of individualism (that each person is autonomous,



making decisions independent of their circumstances), military
language (such as “the war on drugs”), and criminalizing approaches
to dealing with substance use. These ideas have resulted in pervasive
and popularized assumptions that harmful substance use primarily
reflects individual choice, which shifts use away from an illness model
to an individual choice model.48 Lewis argued that we should move
away from the “choice” model and the “disease” model and, instead,
view substance use according to a “developmental” model; in the
developmental model, substance use is considered something that is
learned and can be unlearned.49 Understanding drug use as “choice”
draws a�ention away from the underlying causes and factors
influencing substance use and increases the likelihood of blaming and
stigmatizing people who use substances beyond dominant social
norms. Health care providers can (often unwi�ingly) communicate
blame and shame if they consciously or unconsciously hold
assumptions that people “ought to know be�er,” should “pull up their
socks and just say no,” or are morally weak because they rely on
alcohol or drugs. Furthermore, commonly held assumptions that
people in specific ethnocultural or social groups use alcohol or drugs
more than do people in other groups—despite the evidence to the
contrary—can, unless challenged, lead to damaging health care
encounters. As discussed in Chapter 3, this in turn can lead to errors in
clinical judgement with serious consequences.

�3�X�W�W�L�Q�J���+�D�U�P���5�H�G�X�F�W�L�R�Q���3�U�L�Q�F�L�S�O�H�V���,�Q�W�R���$�F�W�L�R�Q
What does it mean to be respectful? How can you gather the
information you need in the least invasive, least harmful way?

1. Learn about the context and population you serve. What are the most
common substance use issues? What are the common histories?
What substances are being used? What are the differential
effects on particular populations within the communities
served? What resources are available? Health care providers
who work specifically with people who use substances usually
wish to help clinicians who work in more generalist areas
acquire new knowledge and skill related to substance use.



2. Be clear about why you are gathering information, and convey your
reasons to patients you are assessing. For example, if an alcohol
screening tool is used in your institution (e.g., the TWEAK
screening tool shown in Table 7.2, or the CAGE screening tool
described in the footnote on p. 122), you might introduce it by
saying, “We know that many people use alcohol, but we ask
everyone about their alcohol use so that we can provide be�er
pain management and anticipate reactions to medications and
other problems.”

�7�$�%�/�(��������
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The TWEAK questionsa help identify at-risk drinking in women, especially
pregnant women. Each question is scored on a 7-point scale. A woman who has a
total score of 2 or more points is likely to be an at-risk for health related harms.b

• �� olerance: How many drinks does it take to make you feel the first effect?
• �� orry: Have close friends or relatives worried or complained about your

drinking in the past year?
• ��ye-opener: Do you sometimes take a drink in the morning when you first get

up?
• �� mnesia: Has a friend or family member ever told you about things you said or

did that you could not remember?
• �
 (C)ut down: Do you sometimes feel the need to cut down on your drinking?
���Œ�˜�›�’�—�•
Taking ≥3 drinks to feel high = tolerance.
Score 2 points each for tolerance and worry.
Score 1 point each for the rest.
A low-risk response is ≤1 point.
≥2 points = a likely drinking problem.

�D�5�X�V�V�H�O�O�����0�������0�D�W�H�U�L�H�U�����6�����6�������	 ���6�R�N�R�O�����5�����-���������������������6�F�U�H�H�Q�L�Q�J���I�R�U���S�U�H�J�Q�D�Q�F�\���U�L�V�N
�G�U�L�Q�N�L�Q�J����Alcoholism: Clinical and Experimental Research, 18�������������������±����������
�E�&�D�U�V�R�Q�����* �������&�R�[�����/�������&�U�D�Q�H�����-�������H�W���D�O���������������������$�O�F�R�K�R�O���X�V�H���D�Q�G���S�U�H�J�Q�D�Q�F�\���F�R�Q�V�H�Q�V�X�V
�F�O�L�Q�L�F�D�O���J�X�L�G�H�O�L�Q�H�V����Journal of Obstetrics and Gynaecology Canada, 32���������6�X�S�S�O����������
�6���±�6���������S�����6�����������5�H�W�U�L�H�Y�H�G���I�U�R�P
�K�W�W�S�������Z�Z�Z���V�R�J�F���R�U�J���J�X�L�G�H�O�L�Q�H�V���G�R�F�X�P�H�Q�W�V���J�X�L�������&�3�* ���������( ���S�G�I��

3. Do not gather information that is not needed or will not be used.
When people understand the rationale for being asked about
substance use and trust that the information will be used for

http://www.sogc.org/guidelines/documents/gui245CPG1008E.pdf


health reasons, they are more likely to disclose accurate
information.

4. Assess individuals in context. If you have begun to learn about the
context of people's lives in the populations you are serving, you
will be be�er able to listen for and understand individuals'
histories. Although you should anticipate that most people use
substances of some sort, you should be especially alert when
people present with a history of violent victimization,
perpetration, or mental health problems.

5. Start history-taking with the least intrusive questions. Because
alcohol is legal and its use is generally more acceptable than the
use of other substances, a person may be more amenable to
disclosing information about alcohol use than about other
substances. Once you have established a relationship of trust
and openness, this may be a good entry point to discussing
illicit substance use or prescription medication use. Because
many people use multiple substances, this is a logical
progression. For example, you may say, “Many people who use
alcohol also use cocaine/speed/marijuana and so on to
counteract the effects or to enhance the effects. Is that something
you have tried?” Ask progressively more detailed questions in
the assessment:

• Substances used?
• Amount of substances used? If you do not understand

the terms patients use (e.g., “points of heroin”), ask
the patient for clarification (“Can you help me
understand…?”)

• How often?
• By what route (“How do you take that particular

drug”)?
• For how long have you used these substances?
• When was the last time you used?

This information will guide you in knowing what
other tests or assessments are indicated.
Regardless of whether you are using a particular
assessment tool, avoid conveying assumptions, and
make your questions specific. For example, with



regard to alcohol, first ask “Do you drink alcohol?”
(people who are targets of racist stereotypes may
assume that you are being racist if you simply ask
“How much do you drink?”); then ask, “How much
do you drink each week [or each day]?” rather than
“How much do you drink?” (which is too general).
Pose your questions in a way that conveys your
knowledge about a given drug. For example, with
regard to drugs such as crack, cocaine, or speed, ask
“How do you use the drug? Do you smoke it? Inject
with needles? Snort?”
If using a standardized assessment tool, you may
have to “translate” the wording. For example, for the
question “Do you ever have an eye-opener?” a patient
might answer, “No” without understanding the
meaning of the question. A clearer question, such as
“Do you ever have a drink when you wake up, to get
you going?” will elicit a more useful answer.
Although it is important to obtain a complete history
of substance use, many patients do not trust the
clinician adequately to disclose fully, and people who
are experiencing the harms of substance use may not
want to admit their level of use even to themselves.
Consider a lack of disclosure a protective mechanism,
and assume that developing trust is your
responsibility. If the se�ing allows, obtain as much
information as the patient is willing to share, and
then complete the assessment at a later time when
you have had time to develop a more trusting
relationship.

6. Use assessment as an opportunity to promote health and offer
suggestions for harm reduction. Discussing the patient's substance
use will provide insight into whether the patient views it as
harmful. Performing an assessment is also an opportunity to
provide brief factual information. Again, start with the least
invasive topic; for example, “Cigare�e smokers who also use
marijuana can decrease the harmful effects of tobacco by not



smoking a cigare�e while still under the effects of marijuana;
the marijuana dilates the lung bed and opens it up more to the
toxins from the cigare�es.”
Linking your assessment to the person's health emphasizes why
you are asking the questions and provides ongoing
opportunities to remain focused on promoting health. Explain
to the patient that the questions you are asking are important so
that appropriate and specific care and testing can be provided:
for example, liver function tests for people who use alcohol,
skin care/wound care for people who use needles, and testing
for infections and respiratory assessment for people who inhale
substances. Examples of such explanations are as follows:

“People who smoke or snort drugs sometimes have wheezing,
or productive coughs, or ulcerations in the nose. Has this
been a problem for you?”

“If you have ever used needles, then I can offer you blood
testing for some infections such as hepatitis C, hepatitis B,
and HIV.”
In our practice, we have found that people often are
relieved to be offered testing.

7. Throughout the assessment, avoid making assumptions and being
influenced by popularized stereotypes about people who use drugs
or alcohol. This is also crucial during the physical examination.
For example, if during a physical examination you notice that
there are needle marks on a person's arms, do not assume that
the marks are signs of injecting drugs! Many people, including
illicit substance users, undergo blood tests for medical reasons.
Instead, you might frame your observation neutrally: “I see
you've had a needle.” If the patient is using needles to inject
substances, teaching about hygienic and safer injection
techniques, as well as about never injecting when alone, can
reduce harm. At the same time, this is an opportunity to ask,
“how are you feeling about your use?”, and what supports the
person might need.
Helping all patients feel accepted and worthy of care, even if
they are using illicit substances, is key to building trust.
Remember that if people are not able to tell you about their



substance use, it is a reflection on your skill at building trust
and conveying a nonjudgemental a�itude. When a nurse thinks
that a patient “lied” about something such as drug use,
medications, or diet, the nurse ought to ask, “What did I do to
make the patient fear a punitive response for telling the truth?”
The following case example is illustrative:

I was doing research in an emergency unit, following nurses as they did
assessments. One nurse I was following was assigned to a man with chest pain. He
was in “bed 1,” the first monitor unit nearest the nursing desk reserved for possible
myocardial infarction. She took his history: when his symptoms had begun, the nature
of the pain, and how had it changed. In the process, she asked him the questions on
the CAGE questionnaire.*50

The man looked distraught but almost relieved as she asked the questions. Yes, he
felt he should cut down. Yes, his wife was constantly worrying. Yes, he felt terrible
about his drinking. He was up to drinking “a 26er” a day. He wanted to quit.

The nurse ticked the boxes but then hurriedly left the stretcher to get an
electrocardiogram on another patient, as the emergency unit filled past capacity. She
was darting between about six different stretchers, another patient was vomiting, and
I was caught up helping. Twenty minutes later, I noticed bed 1 was empty and asked
what happened. “Oh,” she replied, “it was just muscle strain, no cardiac problems.”
“What about the alcohol?” I asked. “We just ask about that in case they are admitted,
in case of DTs [delirium tremens],” she said.

Screening tools (such as the TWEAK or CAGE described on pp.
121 and 122, respectively) may be required by your clinical
se�ing and may provide useful ways to initiate a conversation
about substance use. However, how such tools are implemented
may be harmful (consider the case example just mentioned).
Ask yourself:

• What are the practice conditions that might influence
how effectively such tools may be used?

• What is required to use such tools in a way that
promotes health?

• What is the most important goal of such tools?
Similarly, when biochemical assays such as urine
samples are used as part of the physical assessment to



screen for particular drugs, collection should be
performed in ways that optimize trust, harm
reduction, and health promotion. For example, a
urine screen to detect the use of specific substances
such as cocaine is often required as part of
“conditions” for care contracts or child custody and
visitation. The principles discussed previously apply
directly to the collection of biochemical assays.
Treating patients respectfully while they are subject
to such surveillance is challenging but can build trust
toward a more effective health care provider–patient
relationship.

8. Know and draw on resources. Learn about your in-house and
community resources. Any assessment that suggests harms
should lead to action on your part. Depending on where you
live, resources may be scarce or plentiful. Learn whether a given
resource is more abstinence-based or harm-reduction based,
and learn the reputation of a given resource from patients who
have accessed the resource.

9. Advocate for adequate resources for yourself and your patients. We
believe that the conditions of practice should allow nurses to
use tools in a health-promoting way. Some of these conditions
include taking time to pay a�ention to patients' answers,
acknowledging discomfort (yours and theirs), listening
respectfully, following up appropriately, and having resources
to offer patients (educational, clinical, and community
resources). Nurses can also participate in advocating for and
supporting effective resources in their organizations and
communities.

�$�V�V�H�V�V�L�Q�J���I�R�U���:�L�W�K�G�U�D�Z�D�O
Often when patients are admi�ed to the hospital, their usual pa�erns of
substance use are interrupted. If documentation of the history includes
substance use, your health assessment increases the likelihood that you
will be alert to the need to assess for and manage withdrawal. Alcohol
withdrawal is most likely to be encountered, and all care providers
should have a basic knowledge of the signs and symptoms of



withdrawal. According to Mirijello and colleagues,51 withdrawal signs
and symptoms may appear within 6 to 12 hours of the abrupt cessation
or decrease in alcohol intake. Those signs and symptoms manifest in
the following four stages:

• Stage I, minor withdrawal symptoms (6 to 12
hours): tremors, diaphoresis, nausea/vomiting,
hypertension, tachycardia, hyperthermia,
tachypnea
• Stage II, alcoholic hallucinosis (12 to 24 hours):
dysperceptions—visual (zooscopies), auditory
(voices), and tactile (paresthesia)
• Stage III, alcohol withdrawal seizures (24 to 48
hours): generalized tonic–clonic seizures (with
short or no postictal period)
• Stage IV, delirium tremens (48 to 72 hours):
delirium, psychosis, hallucinations,
hyperthermia, malignant hypertension,
seizures, and coma51

Clinicians should anticipate such signs and symptoms for people
with a history of heavy alcohol use, observe for signs and symptoms,
and ensure that treatment is initiated as early as possible. Treatment
typically includes various medications, including benzodiazepines. A
promising practice being used in community contexts is managed
alcohol programs, where the harms of alcohol use are reduced without
requiring withdrawal and abstinence.52,53 Beyond alcohol, clinicians
should learn the signs and symptoms of the substances commonly used
among the populations they serve, and similarly be alert for those.
Again, Table 7.1 lists some possible signs and symptoms of use and



withdrawal associated with common substances, but it should only be
used as a beginning guide.

�6�S�H�F�L�D�O���&�D�V�H�����6�X�E�V�W�D�Q�F�H���8�V�H���$�V�V�H�V�V�P�H�Q�W���L�Q
�3�U�H�J�Q�D�Q�F�\
During pregnancy, women face intense scrutiny related to substance
use, including smoking, alcohol use, and use of illegal substances.
Societal a�itudes can create significant barriers that prevent women
from receiving adequate prenatal care. Some women may hide the fact
that they are drinking an occasional glass of wine, for example,
whereas others may avoid health care altogether, fearing judgement,
punitive treatment, or the threat of having their babies removed from
their care at birth. Nurses must understand that the fear of punishment
is a major concern for many women. In many jurisdictions, because of
the belief that use of illicit substances means that a woman is not a fit
mother, a positive result of a drug test (in the mother or her newborn)
can lead to an apprehension of the child because of “neglect” or
“abuse.”54

A woman who fears that her child may be removed from her care
may not seek or may avoid prenatal or other medical or social care.
Paradoxically, policies intended to promote healthy pregnancies, births,
and children may do the opposite. For example, inadequate nutrition
and stress (from poverty, violence, homelessness, and so on) may
contribute more to poor obstetrical outcomes than does substance use
in pregnancy.55 Furthermore, good nutrition in pregnancy helps
mitigate some of the harmful effects of substance use. However,
women avoiding care may miss out on support for nutrition and
housing.

Although all health care providers have a duty to report suspected
child abuse (as discussed in Chapter 8), in Canada, a fetus is not legally
considered a child, and therefore this duty does not apply, despite
a�empts by lobby groups to define substance use by pregnant women
as child abuse. Involvement of child protection services when women
are using substances during pregnancy is not appropriate. If a patient
discloses substance use and has children in her care, the children are
not necessarily at risk for harm. It is appropriate to ask about the safety



plan for the children when the patient is using substances. Substance
use can be compatible with safe parenting.

Sometimes, with full agreement of the pregnant patient, an early
referral to child protection services can be beneficial if supportive
services are available to assist the pregnant woman in preparing for
birth. When the woman has a history with child protection services
(e.g., a child removed from her care in the past), it may be beneficial for
her to meet with a child protection worker to demonstrate how well she
is doing, what positive changes she has made, and what her plans are
for providing a safe environment. This might prevent a removal of the
newborn from the mother's care at birth, in contrast to when decisions
are based solely on the woman's history. Some jurisdictions are not
adequately staffed to carry out investigations before the birth or to
provide prenatal support.

Health care providers must have up-to-date and factual information
regarding specific substances and their effects on the fetus. Alcohol and
tobacco, both legal substances, are known to put the health of the fetus
at risk. However, it is important to reassure women that moderate
social drinking before confirmation of pregnancy has not been shown
to cause birth defects.

Life circumstances that accompany illicit drug use are as detrimental
to health as the substances: stigma, poverty, poor nutrition, needle use
or sharing, smoking, lung irritants, survival sex work and the illegal
activities necessary to obtain enough money to buy drugs, and
associated exposure to sexually transmi�ed infections and violence.

You must recognize the stigma faced by women who use substances
while pregnant, and you should provide nonjudgemental, supportive
care. Stigma, judgement, and punitive treatment cause harm to the
patient. To engage with patients successfully, nurses must actively
work to counter such stigma and assure women of confidentiality.56

Nurses can work to eliminate barriers to care by welcoming the patient
and reassuring her that her well-being is the primary goal. By caring for
the mother, you are caring for the fetus and infant. For example, some
infants prenatally exposed to substances such as opiates,
antidepressants, and certain prescription medications may exhibit
symptoms of withdrawal in the first hours to days of life; however,
when carefully monitored and managed with rooming-in with the



mother, skin-to-skin contact, and breastfeeding, most infants do not
require medical treatment for withdrawal.57 There is increasing
evidence that people who use illicit drugs can be adequate parents.58

Most women share concern for the safety of the fetus, and so discussing
this with the woman in a nonthreatening way can provide you with the
opportunity to offer information about supports in the community
(such as prenatal nutrition programs, housing advocates, and food
banks).

�' �R�F�X�P�H�Q�W�D�W�L�R�Q
Charting about substance use, like all other aspects of care, should be
aimed at promoting the health of the patient. Charting should be
factual and nonjudgemental, and nonstigmatizing phrasing should be
used. Document as accurately as possible the type of drugs used, the
amount, the route, and the results of your history and physical
assessment.

Nurses and other clinical staff may wonder whether illegal drug use
discussed during the process of assessment should be reported to
“authorities” (e.g., to police, security officers, supervisors); however,
there is no legal requirement to report, and doing so would be a breach
of confidentiality if it is done for nonmedical reasons.

Often, efforts must be made to avoid using stigmatizing language
and phrasing. For example, avoid labels such as “drug user,” which
tends to focus on a narrow aspect of a patient's life. Of importance is
that the term “addict” not be used, unless to record a patient's
statement that they think or have been told that they have “an
addiction.” Furthermore, people who use alcohol or drugs frequently
resume and discontinue substance use as their life circumstances
change. An example of less deterministic phrasing is “Uses heroin 2 to
4 times per week for the past year via injection into arm veins. For past
year, has been using sterile needles obtained through the local needle-
exchange unit.”

In some cases, documentation of substance use by women who are
pregnant and under surveillance by child welfare authorities can
increase the risk that their newborns will be removed from their care or
the risk that children who are currently in their custody will be



removed from their care. As with the overall approaches to
documentation, it is essential to chart only aspects of the history and
physical examination that are directly relevant to assessment of the
woman's health status. Pay extra a�ention to avoiding judgemental
phrasing when you chart, in view of the extent to which pregnant
women who use alcohol or substances are stigmatized in society.
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