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This handbook is about how family members, affected by a close relative’s
use of alcohol or drugs or gambling, have been impacted by this use, and how,
all-too-frequently, they have not received either help or acknowledgement
about the issues that this raises for them.

More than 10 years ago, Jim Orford and colleagues published a seminal
paper entitled ‘Addiction in the Family Is a Major But Neglected Contributor
to the Global Burden of Adult I11-Health’ [1]. Based on the available evidence
at that time, the authors concluded that more than 100 million people globally
are impacted by addiction problems of their relatives, and that these affected
family members experience multiple stresses, coping dilemmas, and lack of
information and support. At a similar time (2010), the idea of ‘Harm to oth-
ers’ related to problematic alcohol use was embraced by the World Health
Organization (WHO) as a priority component of the Global Strategy to
Reduce the Harmful Use of Alcohol [2], using an approach that did not only
focus on addiction but included all kinds of harmful effects of alcohol drink-
ing and intoxication, indicating an increase in public awareness of the nega-
tive effects that intoxicating substances can have on third parties.

One year after the Orford et al. paper was published, the authors, who had
been working in the area of ‘addiction and the family’ since at least the early
1980’s, founded the Addiction and the Family International Network (www.
afinetwork.info) to bring together researchers, practitioners, and politicians
from all over the world.

The aims of this network are to:

* Promote research about the experiences of family members affected by
their relatives’ addictions around the world

* Promote good, evidence-based prevention and treatment practice relevant
to the needs of affected family members

* Disseminate internationally a non-pathological, family member-centred
model of the circumstances and needs of family members affected by their
relatives’ addictions

* Advocate with policymakers, including international organisations and
national governments, for greater awareness of the circumstances and
needs of family members affected by their relatives’ addictions and for
better services for them

* Raise awareness at a global level of the needs of families affected by
addiction

vii
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AFINet started to hold international conferences and webinars on a regu-
lar basis, and during the first decade, more than 900 members from 58 differ-
ent countries joined the network. The network offers resources such as
training materials, newsletters, and updates on research in the field, available
on its website. As a small NGO, AFINet has undertaken various other small-
scale projects in its first decade, including a survey of members to ascertain
what methods had been used across various countries to reach out to affected
family members to either collect information or be able to offer help; work to
understand the extent to which the needs of affected family members were
included in government policies across various countries; and a survey assess-
ment of how formal help (‘treatment’ or ‘care’) was offered across various
countries: this covered (for each country that responded) an examination of
the treatment concepts that were used, the range of types of help that some-
one might be able to access, how such help was financed, and the extent to
which online was available. Furthermore, an international survey of experts
was conducted to assess the effects of the COVID pandemic on burden and
care offers for family members [3].

Although there has been an increase in research on family members
affected by addiction, there has not been a key publication that brings together
the main issues in an accessible form. Therefore, a key project for AFINet
was the systematic synthesis of the scientific literature on the impact of addic-
tion-type problems on families, with the intention of developing a compre-
hensive ‘handbook’, the result of which is the present book. To ensure good
scientific practice, all chapters underwent independent peer review.

The aim has been to produce a resource for policymakers, practitioners,
and researchers alike, where key information is summarised and synthesised,
in an accessible form; where contributors take a critical-reflective stance and
base their contributions on research and evidence (including both qualitative
and quantitative data); and where the implications for policy, practice,
research, and theory are made explicit. We have aimed to take a truly global
approach, with a strong emphasis on the experience of AFMs in low- and
middle-income countries, and the policy, practice, and research implications
of those experiences, as well as covering the more commonly reported work
in high-income countries.

The editors, all AFINet members with international experience in the area,
and coming from both the Global South (Mexico and India) and the Global
North (Europe), developed the content areas of the book and then approached
renowned authors with a body of work on each of these content areas. We
have been especially pleased that we were able to recruit such highly respected
colleagues with diverse backgrounds and work in different parts of the world.
We are most grateful for their collaboration.

The title of this handbook (and of the network itself) contains two con-
structs that need to be described to establish the scope of this book. First, with
family members we do not only include individuals who have a blood rela-
tionship or who are living in a partnership or a family with someone with
addiction-type problems. We are using this term to include all individuals
affected by those who themselves are experiencing alcohol, drug, or some
other form of addiction (who we will be referring to as ‘relatives’). As such,
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we are using the term ‘family members’ to include various types of relations
(spouses, parents, children, and other close relationships, such as close
friends). Thus, although most research has focused on partners, children, and
parents, this book is not restricted to relationships within the nuclear family.
There are various terms which have been used over the past decades to
describe those affected by their relatives’ addiction-type problems, including
affected family members (AFMs), family members affected by addiction
(FMAG), close and supportive others (CSOs), children of ‘alcoholics’ (COAs),
children affected by parental alcohol problems (ChAPAPs), and other terms.
In this handbook, most chapters use AFMs; some chapters use other terms;
but the group of people being referred to remain the same—a largely under-
served group who suffer major negative effects resulting from their relative’s
addiction-type problem.

Second, the term ‘addiction’ can be controversial and emotive, to both
practitioners and AFMs, as it can imply mostly extreme problems, and this
might exclude AFMs who are suffering from a relative’s addiction-type prob-
lem which has not been recognised as such or is not sufficiently severe to
formally meet the diagnostic criteria used within medical classification sys-
tems, such as ICD (the World Health Organization’s International
Classification of Diseases) or DSM (the Diagnostic and Statistical Manual of
Mental Disorders). In this handbook, our interest is in including any AFM
who feels they have been affected by somebody else’s use of alcohol and/or
other drugs and/or gambling and/or other similar behaviours. So, we are
using the term ‘addiction’ as a shorthand, to include the spectrum of use of
alcohol/drugs and gambling by an individual that can adversely affect their
family member(s). Hence, the overall focus within this handbook is on the
AFMs experience and not the nature and severity of the ‘relative’s addiction-
type problems’.

The book has four different parts: In the first part, we address fundamen-
tals, starting with the AFM experience as outlined from qualitative research,
with subsequent chapters dealing with the dimensions of the problem and the
concepts that have been (and still are) used to describe the experience and
situation of AFMs.

The second part, entitled ‘the AFM experience’, looks at both the similari-
ties and differences among the wide range of AFM experiences around the
world and gives an overview of how various factors, such as culture, interper-
sonal and personal characteristics, contribute to commonalities or variations
in the experiences encountered by AFMs.

The third part, ‘barriers to services working with AFMs’, analyses poten-
tial reasons for the gaps between the number of AFMs identified in the gen-
eral population and the low proportion of those who seek help and support to
deal with their situation, including political neglect, under-representation in
both policy and service delivery models, lack of involvement and encourage-
ment from health and social care professionals, and stigmatisation and bias as
barriers to care.

The fourth part gives an overview of interventions for AFMs that have
been developed, both in terms of concepts and in terms of efficacy, ranging
from interventions that include AFMs in the treatment of their relatives, to
interventions offering support for AFMs in their own right.



Lastly, a concluding chapter, written by the editors, provides a summary
and outlines unmet needs as well as perspectives for future research, policy,

and practice.

Finally, we would like to pay special tribute to Guillermina Natera Rey
(the lead author of Chap. 9), who died while this handbook was in the later
stages of being assembled. She personally, and the Ramoén de 1a Fuente Muiiiz
National Institute of Psychiatry in Mexico, to which she dedicated the whole
of her professional life, played a key role, from the 1980s onwards, in the
international development of research and practice relating to family mem-
bers affected by addiction. She was well-known and much loved by several of

us and is much missed by many.
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1.1 Introduction

In the introduction to this book, we described
what this book is about: how family members,!
affected by a close relative’s use of alcohol or
drugs or gambling, have been impacted by this
use, and how, all-too-frequently, they have not

'There are various terms which have been used over the
past decades to describe this group of family members
(wives, mothers, husbands, fathers, children, and other
close family members) impacted upon by those who
themselves are experiencing alcohol, drug, or some other
form of addiction: affected family members (AFMs), fam-
ily members affected by addiction (FMAs), close and sup-
portive others (CSOs), and other terms. In this chapter we
will use AFMs, other chapters use other terms, but the
group of people being referred to remain the same—a
majorly underserved group who suffer major negative
effects.
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received either help or acknowledgment about
the issues that this raises for them.

In this first chapter, we want to allow some of
these affected family members (AFMs)— family
members affected by a close one’s use of alcohol
or drugs or gambling—to tell their stories: their
“lived experience.” We want to do this for at least
two reasons:

» First, because the rest of the chapters in the
book synthesize information about AFMs
experiences and attempt to summarize and
present an overview of what is known about
the subject. However, each of these summa-
ries relate to the agglomeration of thousands
of sets of individual experiences and by aggre-
gating the experiences of many individuals,
we run the risk of forgetting or losing sight of
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the individual. We hope that the brief summa-
ries of individual stories in this chapter will
act to offset that.

* Second, as stated above, each chapter in this
book focusses on one aspect of AFMs experi-
ences, and in so doing, there is a danger that
the complexity of AFM’s problems, and of the
complex interplay between psychological,
social, and environmental factors can be over-
looked. So, by starting with the personal and
the complex, we hope to provide a context to
situate the models or the quantitative
approaches in later chapters.

The range of possible personal stories we
could have curated is very large: different types
of family relationships (children, spouses, par-
ents, and many others), different types of addic-
tion (alcohol, gambling, many different types of
illicit drug), different genders and sexual orienta-
tions, of both the AFM and the person with the
addiction-type problem, and so on. In this chap-
ter we have presented select examples of the
more common experiences of AFMs:

* achild affected by her mother’s drug and alco-
hol use;

* ayoung man, who grew up with a father who
drank problematically;

* amiddle-aged couple, living with a parent/in-
law who drinks problematically;

¢ wives from different cultural contexts, affected
by their husbands’ drinking;

e two parents (and grandparents), affected by
their daughter’s drug use, who are now also
taking responsibility for their grandchild; and,

* two different spouses, affected by their part-
ners’ gambling.

Although we have given examples of spouses,
parents, grandparents, and children, we could
also have given examples of other affected family
members—siblings, uncles and aunts, cousins,
and so on.

What we want is that the stories gathered here
give you, the reader, some indication of the range
of ways that people are affected.

R. Velleman et al.

All these personal stories come from qualita-
tive studies (usually narrative interviews) or from
accounts published on-line; most have been pre-
viously published although some come from
material collected during those qualitative stud-
ies that has not previously been published. Some
of these stories are told in the first person, taken
from interview transcripts, some are in the third
person, extracted from research interviews.
While all of these are real stories, identifiable
information, such as names, has been changed to
ensure anonymity.

It will be clear both from reading these narra-
tives and from inspecting these key themes that
there are major similarities across these stories
(summarized at the end in Box 1.1), even though
they are told by AFMs of different ages, who are
inhabiting different roles in the family, and which
are related to different addictions. That should
not obscure the fact that there are also differences
across each of these domains, and these are
examined in Chaps. 4, 6, 7, and 8.

1.2  Julie, a Child, Affected by Her
Mother’s Alcohol

and Drug Use

Julie is 14 years old. She says that her mother’s
drinking and drug taking has ruined her
Christmases and birthday parties for as long as
she could remember. Julie talks about “never
knowing how my mum is going to be.” She says
that sometime her mum is nice and quite kind,
and at other times (when she has been drink-
ing, especially when drinking a lot, or taking
drugs, or the next day when she feels awful
because of the drinking or drug-taking), she is
“quite horrible’—moody and snappy and not
interested.

“If mum is going through a bad patch with her
drinking and her drugs, I just get so angry! I think
I have a very short temper—but so does she, when
she’s using or when she’s hungover.” “Sometimes I
get so frustrated, and then I seem to get into trouble
at school—teachers tell me I am ‘talking back’ at
them. Or they blame me for getting into an argu-
ment with my mates.”
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“Mum’s been on her own for ages—I can’t remem-
ber my dad at all—but it gets worse when she gets
together with someone else. She’s with John at the
moment, and he drinks a lot too, and takes loads of
different drugs, and when they both drink and take
drugs, it’s even more horrible at home—if they get
pissed together or take some of their drugs, they
argue and start to shout and scream—I just need to
get out of there, it does my head in so much! And
with some drugs they take, they just slump down
and are so ‘out of it’ I might as well not be there.”
She says that sometimes, John and her mother hit
each other—the shouting gets worse, and then usu-
ally Julie’s mum hits John, and then he hits her
back, but much harder. “I want to stop them, but
I’m just too scared—I think that John will hit me,
so I just go away and try to block it out—turn my
music up loud!”

Its just horrible really; I hate my life! School sucks,
home sucks, I know everyone talks about me
behind my back! But it is really scary, and I feel
really stressed out. Basically, I don’t want to be
here, and I don’t think that mum wants me to be
here either—and I know that John thinks I am a
spare part and get in the way.

I just don’t know what to do. I’'m too scared to try
to stop them fighting, and I don’t think they’d lis-
ten to me anyway. Before John moved in I tried to
get mum to stop drinking AND to stop using, but
we both ‘lost it’ and we ended up shouting and
screaming at each other, which was even more hor-
rible. We live in a small place, but I do have my
own room, and I do go to my bedroom and listen to
music as loud as I can, to drown out the rows.
Sometimes I'll go out and sit by the canal, but
that’s usually cold or wet, and I don’t really feel
safe there either. I just think that the drugs, and the
drinking, and the fighting, will carry on—there’s
nothing that I can do about it—it is just ‘here we go
again’! I’'m going to get out and leave, as soon as I
can!

I’ve never talked to anyone about this. I mean, no-
one has ever asked me about how I feel about any
of this. And anyway—who would I talk to about
any of this?! My teachers aren’t interested—I
know they think I’'m just a pain and a trouble-
maker. I don’t want a ‘social worker’! My dad’s
disappeared, and I don’t get to see anyone from his
side at all. And mum doesn’t have much to do with
her family—and anyway, I'd just be a nuisance to
them! But also, I don’t know what would happen if
I did talk to anyone—maybe they’d take me away
and put me in a children’s home, and that would be
even worse! At least I can go to my room and listen
to music! So, I just get on with things, and wait
until I can get away.

Key Themes Highlighted by Julie’s Narrative

* Very long-standing problem;

* Inconsistent parenting from mother,
absent or negative father-figure;

* Violence and aggression at home, scared
about violence, feeling unsafe;

* Uncertainty about how to cope;

» Acting out at school, isolated, no social
support;

* Not revealing the situation to others, no-
one to talk to, and fear of consequences
if revealed.

1.3  David, a Young Adult,
Affected by His Problem-
Drinking Father Throughout
His Childhood

David was in his late 20s when he talked about
how his father’s drinking affected him. David
described his father as having drinking and emo-
tional problems throughout his childhood, prob-
lems that David attributed to his paternal
grandfather’s excessive drinking and violence.

David said that the worst times—both for him
and for everyone in the family—were when his
father had been both drinking and was in a bad
mood: he would get very irrational, and become
verbally, emotionally, and physically violent:
according to David he would “rant and rave for
hours”: David described his father as “paranoid,
stubborn and arrogant, and inadequate.” David
said his father nearly always drank a bottle of
whisky or more each day: “the drinking was con-
stant, the central core of his social activities.”
David’s father had no treatment for his drinking
throughout his childhood.

David’s father was regularly violent toward
him, hitting him with sticks and canes, kicking
him—a “regime of terror” as David described it.
Both David and his mother had been hospitalized
following such violence. When David was 16, he



“lost his head” and attacked his father, which
finally put a stop to his father’s violence toward
him. David described himself as stubborn like his
father and he resented his father “getting away
with unreasonable moods and ranting on,” so
eventually he felt he had to try and stop him.
Throughout his childhood, when his father was
drinking heavily and in a bad mood, David would
be very tense and anxious.

David recalled his parents’ relationship as
“really very bad, extremely traumatic”: there
would be terrible rows every few weeks, followed
by several days of tension and not speaking—
conflicts were never resolved. A sense of insecu-
rity pervaded the family atmosphere most of the
time, and David felt a great difference between
his own and his friends’ families, and also
between the family life that they had to appear to
lead, and the reality that needed to be kept hid-
den. Holidays were very uncomfortable, invari-
ably involving awful scenes.

David describes strong loving feelings toward
his mother and lots of shared activities and close-
ness with her as a child; he said that she was basi-
cally the symbol of security within the house: a
main support that the family relied upon.
However, he also described her as very protective
and suffocating, and said that he felt he had been
indoctrinated in childhood with her view of his
father as mentally ill. He felt she had played on
their loyalty, made his father very jealous, and
reinforced the children’s feelings of guilt.

David recalled no difficulty in making friends
as a child, but did describe a definite separation
between home life and friends. He brought
friends home with great trepidation and mainly
went round to others’ homes. Out of loyalty,
when outside the home he would not admit to
anything being wrong in his family. However,
throughout his childhood, David said he had
“nervous tics,” was “neurotic and emotionally
disturbed,” and “very obsessive and anxious,” but
had no treatment. He said that he failed his “A”
levels (the main school-leaving examinations at
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age 17/18) because of a big row between his par-
ents at the time.

Throughout much of his 20s David had been
a smoker, a comparatively heavy drinker reach-
ing a maximum intake of 40 units or so a week
in his early 20s, a regular weekly user of mari-
juana, a regular monthly user of “speed”
(Amphetamine), and a regular weekly con-
sumer of “magic mushrooms” when they were
in season. He had taken cocaine more than
weekly for a period of 6 months in his early
20s. But by the time he was interviewed he had
given up smoking, cut his drinking down to
around 20 units a week, and had stopped taking
all other drugs. He had worried when he left
university that for a couple of years he was
drinking a lot as an integral part of his social
life. Now he felt in no danger from drinking and
enjoyed it, although he did not like spirits and
thought he never would. Because of his father,
he felt drink was more “an issue” with him than
with other people, and also being a “nervy”
type of person who tended to “go the whole
hog” with anything, he used to drink quite a lot
and as stated, he had taken a lot of drugs in the
past, although he took no drugs now because he
felt that it was “totally incompatible with my
work and my lifestyle.”

David did think that there were a number of
elements in his life that were related to his
upbringing. He was concerned that a theme in his
relationships with women was his tendency to
play the “role of rescuer,” and he worried that he
undermined his partner’s independence by being
too protective. He did have friends and was par-
ticularly positive about a relationship with one
male friend whom he described as having a “more
female outlook” on life—David had always felt
closer to women or to men with a feminine out-
look, he said. He said that his upbringing had
made him more self-critical, sensitive, quiet, and
shy, although he recognized that he had gone
through a phase of being “rather brattish and
arrogant.”
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Key Themes Highlighted by David’s
Narrative

* Very long-standing problem;

» Inconsistent parenting, especially from
his problem-drinking father;

* Problematic parental relationship;

* Violence and aggression at home, scared
about violence, feeling unsafe;

e Tension, anxiety, insecurity, negative
effects on schooling;

* Uncertainty about how to cope;

* Not revealing the situation to others;

* Careful about his now-adult alcohol use.

1.4  Sunil, an Adult
from an Indian-Origin
Family, Affected by His

Father’s Alcohol Use

Sunil is 53 and lives with his wife, Rekha. Their
children Usha (21) and Ashok (19) have left
home for work and university, respectively.
Sunil’s father, Ramesh, is 82 and has recently had
a fall that resulted in a hospital admission. On his
discharge from hospital, he moved into Sunil and
Rekha’s home as he was not able to look after
himself. Ramesh is an independent person and is
quite resentful of having to be “looked after” by
someone else. Since living with them, Sunil is
now more aware that his father has been drinking
quite a lot. The hospital implied that the fall was
caused because Ramesh was drunk, and they
advised Sunil and his wife to get Ramesh some
help for his drinking.

Sunil mentioned this when he took his father
to his general practitioner (GP) for a check-up
and to get some more painkillers. The GP was
unsure how to respond in terms of getting Ramesh
some help as Ramesh himself was adamant that
he did not have a “drink problem” and does not
want to talk about it with either Sunil or the
GP. As Ramesh cannot get out of the house very
well, Sunil and Rekha buy alcohol for him. Sunil
has tried to “cut down” the amount that his father

drinks by buying less but Ramesh was quite abu-
sive when Sunil tried to do this. This upset Sunil
as he felt he was trying to “control” his father
who was already feeling really stressed because
he did not like being looked after and was drink-
ing to deal with this. However, Ramesh’s drink-
ing and behavior is also causing rows between
Sunil and Rekha.

Rekha is feeling the strain of looking after her
father-in-law who is very demanding. She has
very little space to herself as he is constantly call-
ing for her before she goes to work and as soon as
she gets home. She is feeling tired and rundown
and has begun to suffer regular headaches.
Ramesh has also become increasingly aggressive
toward her. Recently, on helping him prepare for
bed, she tried to tell him that she was getting
looks when they went to buy his alcohol in the
local shops. She told him she had heard people
whispering that it was Sunil that was drinking too
much. On hearing this Ramesh became verbally
abusive and slapped Rekha causing her to fall
over and hit her head on the bedside table. On
finding out, Sunil had words with his father and
told Rekha that he was sure his father did not
mean it and she should not have raised his
drinking.

Rekha’s injuries resulted in a black eye, and
she had to take a few days off work because of
her injuries. The neighbors have commented on it
and on the rows that have happened in the house.
Rekha is angry with Sunil for his lack of support
and their relationship has started to deteriorate.
When they talk about the problem, they end up
rowing. Rekha is starting to stay later at work and
is trying to be out of the house as much as possi-
ble after dinner. She has been able to talk to Usha
on the phone, but she feels disloyal doing so.

Sunil is torn between helping his father and
asking him to leave because of the impact it is
having on his relationship and home life. He
believes his father is not trying to be awkward,
but he does not realize the impact his behavior is
having on everyone. Sunil does not feel able to
talk about what is happening to anyone. Sunil and
Rekha have tried to talk to Ramesh to get him to
see how the whole community is talking about



them but he says that if he was not living with
them and having to cope with the humiliation of
being looked after he would not need to drink.
Sunil makes excuses for his father, but he has
also pleaded with him to drink less. Rekha has
decided to have as little to do with her father-in-
law as possible but she believes that he will never
leave and the problem will never get any better.

Key Themes Highlighted by Sunil’s Narrative

* Hidden alcohol problem, unacknowl-
edged by the father;

* Family arguments related to drinking:
its effects, attempts to restrict, etc.;

* Some violence and aggression at home,
feeling unsafe;

» Different coping strategies, none very
effective;

e Symptoms of strain: tension, headaches,
tiredness;

e Impact on relationships, between cou-
ple, with father-in-law, within the
community.

1.5 Huia, from a Maori Family,
Affected by Her Husband'’s

Alcohol Use

Huia is in her early 40s and married to Paul who
is in his late 40s. They have two teenage children,
Sam (16) and Mark (14), and also have Ariana
(12), Huia’s niece, staying with them temporar-
ily. Paul’s drinking has been heavy for about
10 years. Recently, it has been causing friction at
home and his job is at risk. Paul’s boss has warned
Paul that he may lose his job and Huia is unsure
how they will make ends meet. He has been in a
detoxification unit once about a year ago but was
not able to stop drinking.

Huia feels desperate and, after speaking with
her whanau (extended family group), was encour-
aged to see her GP for depression; she has been
signed off from work for a while now. She also
went to see her kaumatua (elder) for Karakia
(prayer and spiritual support), which is common
practice in her whanau when the Wairua (spirit)
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has been negatively affected. She worries about
Paul, his health, and the future of the family,
including Ariana, as she is the eldest sister in her
whanau and it is important that she is a good role
model for her younger siblings. Huia is really
worried about how the children are affected.
They hardly talk to each other or do things as a
family or whanau. Mark is always arguing with
his father. Huia finds him more difficult to con-
trol and worries because he spends more time
away from home. Mark feels that Paul is not a
good father, and he keeps telling her that he is
“bad news” and to “get rid of him.” Sam is
responsible and older than her years. She appears
calm and collected but deep down feels a sense of
fear about what might happen to her father and
the family.

Initially, Huia thought that she could do more
to deal with the problem. She used to talk to Paul
about the situation but found it difficult not to cry
or become angry. All that resulted in was Paul
drinking more and she would just end up having
to clear up after him. Now, she avoids him a lot
and leaves him alone, especially if he has been
drinking. She finds it difficult to come to terms
with how she responds to the problem. She feels
very angry with Paul but also cares for him and is
worried about the future.

Huia’s mum lives close by. They get on well,
but she is now in poor physical health and Huia
does not want to trouble her with her problems
even though her mum knows that something is
wrong. Paul is close to his mum; they see her a lot
but Huia and her do not get on. She is always
criticizing Huia and telling her how to run the
family. Paul’s father lives further away; he tries to
be supportive, but Huia feels too ashamed to talk
to him.

Huia has tried going to Al-Anon but found the
meetings really upsetting and felt like she was
being disloyal to Paul. Huia has thought about
taking her whanau friend but is worried about
sharing her problems with the other members of
the group, many of whom are Pakeha (White)
and have no links to her whanau. Huia is becom-
ing more and more desperate and lonely. She
feels hopeless and takes medication for her
depression. She cannot afford to be off sick from
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work for too much longer. She used to feel that
she wanted to fight for her marriage but now has
little hope that anything will change.

Key Themes Highlighted by Huia’s Narrative

e Friction and arguments at home, job at
risk, potential financial problems;

e Husband has had treatment, but still
drinking;

e Symptoms or strain: worry over hus-
band and children (boy, out of control);
desperate, lonely, hopeless, depressed,
signed off work;

» Different coping strategies, none very
effective;

* Some support from extended family, but
variable;

e Tried Alanon but “disloyal.”

1.6 Sandra, from an American

Family, Affected by Her
Husband'’s Alcohol Use

Living with my alcoholic husband is one of the
most challenging experiences I have ever faced!
The unpredictability of his behaviour, his mood
swings, his irrational thinking—all of this makes it
difficult to maintain a stable home environment. I
always find myself ‘walking on eggshells’, never
knowing (but always worried about) how he will
react to a situation or to anything I say!

It is emotionally draining to watch this man, who I
love (or who I used to love ...) struggle with addic-
tion. And the shame, and guilt, and embarrassment
that I feel when his behaviour causes him to harm
either himself, or others, are overwhelming.

I feel isolated and lonely. I feel very hesitant to
share my struggles with either my friends or
members of my family members—I suppose 1
fear that they will judge me and find me want-
ing—and I know how much stigma there is about
alcoholism.

The intimacy and trust in our relationship has been
severely affected by his alcoholism: he has

neglected his responsibilities, he has prioritized
drinking over spending time with me, or any of his
so-called ‘loved ones’! In fact, he has become
emotionally quite distant. So now I generally feel
resentful, and angry, and mistrustful—and all of
that just erodes our relationship even more!

The toll on my physical health is also pretty big!
His alcoholism has caused us a lot of financial
problems, and that has leads to me feeling very
stressed and anxious, and to my sleep being really
disrupted. I feel really tired—well, chronically
fatigued really—and that has affected my ability to
get even simple day-to-day tasks done!

I’ve read about this, and I think that dealing with
him has meant that I have become ‘codependent’!
I feel responsible for his behaviour and I take on
his burdens; and that just seems to make my feel-
ings of guilt, and anxiety, and depression worse—
so we’ve got this vicious cycle, where things just
seem to get worse.

I try to keep this from as many people as I can, as I
am so ashamed of it all. A friend said I should get
help, but I don’t know who can sort his drinking
out! I’ve heard of Al-Anon, but I hate the thought
of sitting in a circle, running my husband down! I
just don’t know what to do!

Key Themes Highlighted by Sandra’s

Narrative

* Unpredictability of his behavior, his
mood swings, his irrational thinking;

* Intimacy and trust reduced;

e “Walking on eggshells,” emotionally
draining;

* Symptoms of strain: resentful, angry,
mistrustful, shame, guilt, embarrass-
ment, financial problems, very stressed,
anxiety, depression, sleep disrupted,
chronically fatigued, isolated, and
lonely;

* “Codependent”—feel responsible for
his behavior;

e Very hesitant to share this, try to keep
this from as many people as I can;

* I just do not know what to do.



1.7 Malcolm and Lynn, Two
Parents (and Grandparents),
Affected by Their Daughter’s

Drug Use

Malcolm is 52 and married to Lynn. Their
18-year-old daughter Sylvia is currently living at
home, with her 1-year-old son, Jamie. Malcolm
feels rather desperate and has recently experi-
enced difficulty sleeping during the night. During
the last 3 years, Malcolm has witnessed the
unfolding story of his daughter’s drug use. It
started as a series of events that made him think
that something was not right. At that time, Sylvia
was living with them, and her moods were
becoming increasingly difficult, but Malcolm
thought that it was all part of growing up and that
it would sort itself out.

Time has proven him wrong. The first shock
came when Malcolm saw track marks on Sylvia’s
arms and hands and with it came the realization
that she was injecting drugs—although he
remains uncertain what drugs she is using: “/
don’t really know what Sylvia is using—although
1 know she has used heroin at times as once she
got help to come off it—it didn’t last!”. In the last
6 months, Sylvia has been arrested on a number
of occasions for shoplifting. Malcolm thinks that
this is related to her need for money for drugs.

After Malcolm found used needles in the
house, he confronted Sylvia. He remembers that
he was very upset at the time, but her reaction
was rather surprising to him. She was very matter
of fact and replied that he should have broken the
ends before throwing them away.

Sylvia is very difficult to live with, her moods
are very changeable, and she is often rude and
irritable. At times she seems like a loving mother
to Jamie, her 1-year-old son (and their grandson),
but at other times she seems rather dismissive of
Jamie and leaves a lot of the looking after of him
to Malcolm, and especially to Lynn. And at other
times, she gets very low: deep down Malcolm
wonders what he has done wrong as a father for

R. Velleman et al.

Sylvia to be in this situation. He feels at a loss
and unsure as to how to respond. When he tries to
sit down and talk to Sylvia, their conversation
normally “degenerates” into an argument. On
one occasion, he become so frustrated that he
said to her “I haven’t got a daughter now.” He
felt very upset after this event and wished he had
not said that. If he stays away from her, he wor-
ries to the point of not being able to think about
anything else. Strangely, Malcolm can relax more
when he knows that Sylvia is upstairs even
though she is usually in a bad state. At least he
knows that she is not “out there.”

Malcolm is finding it increasingly difficult to
concentrate at work, but although he knows it is
affecting his job, he has not discussed the situa-
tion with anyone at work—he feels it might cre-
ate problems, and anyway, it is a very private
matter. This makes him feel isolated. Lynn is also
very worried but she deals with the situation in a
different way. She tries to support Sylvia and
does not talk about the use of drugs. At times,
Malcolm and Lynn have had disagreements as to
how to deal with Sylvia and this has created fur-
ther tension in the home. Both are, however, very
careful to avoid talking to anyone about the situ-
ation as they feel a great deal of shame. Both are
also really worried about any potential Social
Work involvement, in case Jamie is taken away
and put “into Care.”

It is not all bad—on one occasion Sylvia
came off the drugs and Malcolm felt as if they
had recovered their daughter, although the pro-
cess of coming off was difficult. She came off
heroin with the help of the doctor who pre-
scribed some medication and something to stop
her feeling sick. It was a bad time for everyone
at home, but when she came through the with-
drawal, she was completely changed. However,
then, it took just one party for the situation to
revert, and the shutters came down again. Today
Malcolm feels desperate. Recently, he has bro-
ken down a couple of times at work. He does not
know where to turn.
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1.8 Helen, Partnered to Alex,
a Man With a Serious

Gambling Problem

Helen and Alex, both in their late 40s, have been
together for 5 years. Helen has two children from
a previous marriage; Jess who is 16 years old and
Joe who is 14 years. Helen did not know that
Alex gambled, until the day she received a call
from the local A & E department. Alex had taken
an overdose of paracetamol while Helen had
gone out with Jess and Joe to the cinema. Alex
had called the ambulance and been rushed into
hospital straight away for emergency care and
had to stay overnight.

Alex had been depressed for over 2 years and
was getting better (“or so I thought” as Helen
says) since starting the antidepressant medication
prescribed by his GP. “What [ hadn’t known was
that he had started gambling at about the same
time that he got depressed,’ initially as a self-
medication, to “beat depression,” as he put it.
Initially he would only bet on a few football
matches over the weekend but gradually he
started gambling more and more. He would play

Key Themes Highlighted by Malcolm's

Narrative

e Daughter: very difficult to live with,
very changeable moods, rude, and
irritable;

* Daughter: inconsistent parenting to her
1-year-old son;

* Malcolm: symptoms of strain: feels des-
perate, shock, upset, worry, difficulty
sleeping, concentration difficulties at
work, feels isolated;

* Questions his own parenting;

e Arguments when raises the issue;

* Disagreements with partner over how to
deal with it; tension between them;

* At a loss and unsure as to how to
respond; not discussed with anyone;
shame; worry over grandson being taken
into care.

online poker, often at night, after Helen had gone
to bed. Later, he also started to gamble while at
work, on the office computer, and had been
warned twice by his office supervisor. As a result
of his gambling, he had amassed over £30,000 in
debts, and all this while Helen was unaware of
Alex’s problems.

Alex had felt he would win the money back
soon, and hence continued to keep his gambling
problem to himself. He felt Helen would be dis-
appointed in him if he told her. Eventually, the
pressure got so strong for Alex that he decided he
would be better off dead, so he took an overdose.
On hearing this, Helen felt a massive rush of con-
flicting emotions—she felt upset, guilty, angry,
and helpless. Helen was concerned about the
impact on her two children’s relationship with
Alex if they came to know about his suicide
attempt and his gambling. She was also worried
about the debt they found themselves in. Helen
had planned on supporting Jess financially in
continuing her education at university: “I don’t
know how were going to be able to do that now!”.
Both children had a difficult year ahead with
exams and Helen also had noticed that although
Jess had spoken to Alex since his return from
hospital, Joe seemed quite withdrawn and was
spending more time in his room on his computer.
Allin all, “I feel that I'm caring for three children
not two!”” and was unsure how she would manage
to support them in the coming months.

Key Themes Highlighted by Helen’s

Narrative

* Shock to discover husband gambled; he
was also depressed; attempted suicide;

* Shock to discover significant gambling
debts;

* Conflicting emotions:
angry, and helpless;

e Concerned about impact on her chil-
dren; about the debt; about impact on
future plans;

e Unsure how she will manage in the
coming months.

upset, guilty,
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1.9 Wendy, Married to Trevor,
Who Has a Gambling

Problem

Wendy is 34 years old, has been married to Trevor
for 6 years, and they have a son James who is two
and half years old. Wendy first found out about
Trevor’s gambling on the eve of their wedding
day when she found out from her parents that he
had stolen from them, using the catering money
for the wedding, for gambling.

Since that time Wendy describes how she has
“been on a ‘roller-coaster’ in her marriage, ini-
tially believing Trevor that he had stopped gam-
bling but then finding out on several occasions
that he had continued or restarted. They are
approximately £20,000 in-debt (or maybe more)
due to Trevor’s gambling—a situation Wendy has
not been in before.

Trevor is a train driver and works shifts. He
bets at the bookies during the day when there is
free time before he collects James from nursery.
Wendy says, “I check his pockets for betting slips
when I get back from work, especially if I haven’t
been able to speak to Trevor during the day.”
Wendy feels that Trevor just cannot be honest
about his gambling. They also have a computer at
home, and Trevor now also logs into the world of
online gambling. When Wendy realized that this
was happening, she confronted Trevor—he said
that it was even more difficult than betting at the
bookies, because “You don’t even see the money
when you gamble online. You use your card, and
before you know what’s happening you’re plac-
ing higher and higher stakes and losing so much
money.” Trevor describes how his online gam-
bling online escalated: “the video poker games
were the worst for me — 1 just spent more and
more money and time on them, and lost loads of
money, which made me feel really physically ill—
physically sick—and the more I lost, the more |
wanted to win back the next day what I'd lost. 1
did have some wins of course, but they never
matched what I'd lost.”

Trevor agreed that he needed help with his
gambling and has attended Gambling
Anonymous. Now, Wendy supports Trevor by
having complete control of their finances, but that
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is difficult for both: she feels resentful at having
to manage all the money and Trevor feels frus-
trated with having to ask for money and explain
why he wants it. This has meant there have been
several arguments and Wendy has noticed their
son getting upset in response to seeing and hear-
ing these.

Wendy has a very close family but feels that
she cannot talk to them about Trevor’s gambling:
“I don’t want them to think badly of Trev, and I
don’t want to rake up the past—they think his
gambling before their wedding was a one-off, as
he was stressed about getting married.”

Wendy currently feels very low, pressured to
work extra hours to earn more money, and iso-
lated from her family who do not know the extent
of her husband’s gambling. She is doubting her-
self both as a mum and as a wife, and feels help-
less about her situation. She loves Trevor very
much and feels if they could just sort out the
gambling then everything would be okay.

Key Themes Highlighted by Wendy’s

Narrative

* Major debt; loss of trust; now she con-
trols the finances;

e Husband has
Anonymous;

e Arguments at home, impact on son;

e She feels resentful, very low, pressured
to work longer hours to earn money;

* Doubting herself as wife and mother;

e Feels cannot talk to family, so feels
isolated;

* Feels helpless.

tried  Gambling

1.10 Conclusion

What we have tried to show through these vari-
ous “snapshots” or “personal accounts” is how
unique each family is, as well as how there are
recurring themes (shown in Box 1.1) that run
throughout these narratives. Many readers will
understand how family members can feel upset
and bewildered by the behavior of a loved one,
how they can feel very uncertain over who to tell
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or discuss the issues with, and over how best to
react to the person who is drinking or taking
drugs or gambling in ways that cause the family
these uncertainties. On the other hand, some of
the reactions to and behaviors of the affected
family members recounted in these narratives
might be harder to understand. Primarily, we
hope that these personal accounts might provide
a bridge to put the chapters to come into context.

Box 1.1 Recurring Themes Throughout
These Narratives

e Sometimes very long-standing
problems;

e Problem often hidden, certainly from
outsiders;

* Inconsistency, unpredictability, trust
reduced;

e Frequently: arguments; often aggres-
sion; sometimes violence;

e Impact on relationships, leading to
problematic relationships;

* Financial problems;

e Symptoms of strain: very stressed,

worry, tension, anxiety, depression,
headaches, sleep disrupted, tiredness,
insecurity, resentful, angry, shame,

guilt, embarrassment, shock;

¢ Self-doubt, doubts about
competence;

e Isolated, limited family or social sup-
port, not revealing the situation to
others;

* Uncertainty about how to cope, help-
lessness, “I just don’t know what to do.”

role
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2.1 Introduction

Most knowledge about the negative effects of
addiction-type problems on family members
stem from generally small-scale qualitative stud-
ies of populations recruited via media or treat-
ment settings (including individuals known by
health care providers to be affected by someone
else’s addiction-type problem), as outlined in
most chapters of this book. While these studies
give valuable insights into the stress and strain
that addiction-affected family members (AFMs)
suffer from, it is unclear how generalizable these
findings are to all AFMs in the general popula-
tion, and how addiction-type problems in the
family contribute to the Global Burden of
Disease. In order to estimate the public health
impact to family members of these problems, it is
crucial to quantify the extent of the problem
using a population-based approach.

Past research focused primarily on children
affected by parental addiction-type disorders [1]
(see Chap. 5). Interest in quantifying the public
health relevance in adults based on prevalence
estimates, with a main focus on alcohol-related
problems, increased when the World Health
Organization (WHO) in 2010 introduced ‘Harm
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to Others’ (HTO) as a priority component of the
Global Strategy to Reduce the Harmful Use of
Alcohol [2]. However, in the literature on AFMs,
prevalence estimates show considerable variabil-
ity. A major source of variation is how AFMs are
defined. First, there is considerable variability in
definitions over what constitutes a family mem-
ber (e.g. only family members living together vs.
all nuclear family members vs. all blood relatives
and partners vs. individuals with close bonds to
the individual with addiction-type problems).
Second, different definitions are used as to what
constitutes addiction (e.g. any kind of substance
use or gambling/gaming problems vs. only indi-
viduals meeting criteria for addiction-type disor-
ders according to ICD-11 or DSM-5 vs.
individuals showing disordered behaviour; and
individuals meeting ICD-11/DSM-5 criteria vs.
those defined by an FMA as having ‘a problem’).
Third, definitions vary widely regarding what
constitutes ‘being affected’, ranging from
unpleasant experiences to severe, sometimes life-
threatening situations and living conditions.
Given that the negative effect of parental
addiction-type problems on children has been a
prior concern in the addiction field for decades
(see Chap. 5), several studies have been con-
ducted to estimate the number of children affected
in the general population. A common strategy to
estimate this number is to analyse sociodemo-
graphic variables of individuals identified to have
an addiction-type problem in the general popula-
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tion, and then use a ‘multiplier’ to calculate the
number of affected children. Estimating the rate
of adults who are exposed to addiction-type prob-
lems is less straightforward, especially since
qualitative studies show that many adults affected
by someone else’s addiction-type problem do not
necessarily live together with the individual
whose behaviour is seen as problematic. Here,
we can distinguish between studies that have
focused on ‘harm to others’ (often unpleasant
experiences that result from being exposed to
intoxicated individuals, where these individuals
may have addiction-type problems, but equally
may simply be intoxicated) and studies that have
estimated the prevalence of family members
affected by addiction-type problems either on the
basis of prevalence rates for addictive disorders
or by asking adults from the general population if
they have someone close to them with these kind
of problems.

2.2 Research on Children
Affected by Addiction-Type

Problems

Effects of substance use on others initially
focussed on children affected by parental sub-
stance use problems. These children are known to
be vulnerable to various problems during their
childhood and later, including developing sub-
stance use problems of their own as they reach
adolescence (see Chap. 5). Usually, the number
of children affected by parental addiction is esti-
mated using epidemiological data on adult
respondents showing signs of substance use dis-
orders and the number of biological, step, adop-
tive, or foster children aged 17 or younger living
in the respondent’s household; and whether
another parent is also living in the respondent’s
household at the time of the interview [3].

Based on data assessed between 2002 and
2007 on an annual basis from the USA National
Survey on Drug Use and Health (NSDUH), it is
estimated that in the United States alone, 11.9%
of all children aged 18 or less lived with at least
one parent who was dependent on or ‘abused’
alcohol or illicit drugs according to DSM-1IV [4],
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equalling more than 8.3 million children. The
majority of these children were affected by alco-
hol only (6.2 million), 1 million were affected by
illicit drugs only (no data on specific substances
provided) and 1.1 million were affected by both
alcohol and illicit drugs. The estimated preva-
lence of substance abuse disorders in the general
population aged 12 or older according to NSDUH
was 22.3 million individuals, suggesting that in
the field of alcohol or drug-related addiction-type
problems, the number of children affected is
about 35-40% of the number of adult individuals
suffering from addiction-type problems. Data
from the NSDUH surveys conducted between
2015 and 2019 [5] that used a different methodol-
ogy for defining addiction-type problems and
therefore cannot be directly compared to the
2002-2007 data indicate that the number of chil-
dren affected in this time span was 6.5 million for
any substance use disorder, with the largest num-
ber of children affected by a parental alcohol use
disorder (5 million), followed by marijuana use
disorders (0.87 million) and opioid use disorders
(0.72 million). The differences between the num-
ber of affected children according to different
substances reflect methodological changes in the
NSDUH-assessment introduced in 2015, but also
the impact of the opioid crisis in the United States
that escalated from 2015 onwards.

A German representative study estimated the
proportion of children living in a household with
at least one adult with a substance use disorder
(alcohol or illicit drugs) according to DSM-5 to
be between 5.3% and 9.8% of all children, which
equals approximately 1 million children [6]. It
has to be noted that other addiction type prob-
lems (prescription drugs, gambling) were not
included in this estimation. The corresponding
number of alcohol and illicit drug use disorders
in the adult sample was 10.1%, equalling 3.5 mil-
lion individuals.

In line with data on treated populations in
high-income countries, the share of children
exposed to parental addiction-type problems is
lower compared to the share of children in a ref-
erence group of individuals without these prob-
lems, indicating a lower reproduction rate in
individuals with addiction-type problems. Still,
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both studies suggest that it can be roughly esti-
mated based on the ratio of estimated number of
children and estimated number of adults with
substance use disorders (SUDs) that every sec-
ond to third individual with addiction-type prob-
lems is at least temporarily living with a child.

Research on Adults Affected
by Addiction-Type Problems:
Harm to Others (HTO)

2.3

One approach used in epidemiological surveys to
quantify the problem is to ask representative
samples if they have experienced any negative
effects due to others’ alcohol or drug use or gam-
bling and specify the type of harm.

In the same way that the idea of ‘second-hand
smoke’ has been shown to be a powerful tool for
establishing tobacco control policies, this related
idea of ‘alcohol-related harm to others (AHTO)’
has been investigated with large and often repre-
sentative samples. Most studies mainly assessed
a wide range of possible immediate consequences
arising from the drinking of others, such as
substance-associated traffic accidents, substance-
induced violence, or subjective negative experi-
ences such as feeling threatened or unsecure as a
consequence of someone else’s alcohol use [7].

Many studies have differentiated between
AHTO experienced from strangers and AHTO
from known people. The beginning of the AHTO
paradigm was a large-scale study conducted in
Australia in 2008, indicating that up to 70% of all
Australians have been negatively affected in one
way or another by someone else’s drinking dur-
ing the previous 12 months [8]. When asked if
someone has been negatively affected by ‘a
household member and/or other relatives and
friends’, they considered to be ‘a fairly heavy
drinker, or someone who drinks a lot sometimes’,
more than one quarter of all respondents still
reported negative effects, with the highest num-
ber in younger age groups. Respondents also
rated how much the behaviour of the drinker
affected them, on a scale from ‘a little’ to ‘a lot’.
Among adult Australians, altogether 9% reported
that they were negatively affected ‘a lot’ by the

drinking of a household member, relative or
friend. Compared to men, women were more
likely to have been affected ‘a lot’, but the dif-
ferential between men and women in each age
group was marginal for those reporting being
affected ‘a little’. In the time since this seminal
study was undertaken, several other large-scale
studies on AHTO have been conducted in various
countries, usually showing a similar distribution
in the general population [9].

Following the AHTO paradigm, harm to oth-
ers was also researched in the field of illicit drug
use and gambling, albeit less extensively. For use
of illicit drugs, a study conducted in four Nordic
capitals (Oslo, Copenhagen, Helsinki and
Stockholm) among participants aged 18 and
above showed that more than half of the respon-
dents on a lifetime basis had known and worried
about the drug use of someone they knew [10].
Differences between countries reflected the dif-
ferent prevalence rates of illicit drug use. When
asked about the severity of harm, a significant
minority of respondents (10%) reported a score
of 5 or higher on a scale from 0 to 10, indicating
that about 5% of the adult population of these
countries had been significantly affected by
someone else’s drug use. Self-reported harm was
elevated in females and in individuals where the
drug using individual was a family member.
Furthermore, self-reported harm was positively
associated with the number of known drug users.

For gambling problems, again prevalence
rates of ‘concerned significant others’ exceeded
the number of individuals with gambling prob-
lems. Data from Australia including an assess-
ment of emotional and relationship harms showed
that up to 6% of the general population report to
have been negatively affected by someone else’s
gambling, and negative consequences were most
strongly pronounced in intimate partners, fol-
lowed by other family members, while non-
family members reported a lower quantity of
harm [11].

These studies are very useful in identifying
the range of negative experiences due to the
intoxicating use of substances and/or gambling
and also often show a high incidence of such
experiences, e.g. for alcohol alone, between 25%
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and 53% [12], with most studies consistently
showing that people reporting these negative
experiences are more likely to be younger, more
often single and are more likely to report risky
consumption patterns of alcohol or other intoxi-
cants themselves. Within subjects experiencing
HTO, effects on self-rated health increased with
the number and severity of problems and
proximity of the known substance user [13—15].
However, measures used in the majority of stud-
ies on HTO do not specify if these harms are
caused by a family member, nor are they restricted
to symptomatic use of substances or gambling,
i.e. to ‘addiction-type problems’.

Effects of Others’ Substance
Use on Mental and Physical
Well-being

24

Most studies assessed only a self-rated degree of
impact on personal well-being and compared
subgroups of individuals reporting HTO; but a
few studies compared health-related variables in
individuals experiencing HTO to individuals
reporting no HTO: all these studies were
restricted to alcohol-related harm. In general,
being exposed to heavy drinkers was related to
lower self-rated health and lower quality of life
and/or well-being, increasing with the number of
known heavy drinkers and the number of types of
harm. Not unexpectedly, these problems are more
pronounced in more closely associated relation-
ships or in individuals living in the same house-
hold as the heavy drinking person. According to a
newer study conducted in Australia, 5.8% of all
respondents reported being ‘affected a lot” by a
drinker they knew; however, again no clinical
outcome measures were assessed [9].
Furthermore, neither the type of relationship/
acquaintance with the drinker nor any meaning-
ful clinical measures of strain/impairment were
assessed. However, qualitative interviews con-
ducted with a subgroup of survey participants
who endorsed items stating that they had been
affected ‘a lot’ due to someone else’s drinking,
reported distinct and more severe types of harm,
suggesting that the assessment of degree of harm
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in surveys in general is valid, although respon-
dents named quite heterogeneous experiences
[16].

Studies that did control for the participant’s
own alcohol intake suggested that individuals
with their own problematic alcohol use tended to
be more severely affected, although findings
were inconclusive [17].

These findings above suggest two things. The
first is that studies of HTO often capture rather
immediate experiences, often from individuals
who are themselves risky users of substances.
The second is that items used for assessing HTO
in surveys typically measure type of harm and
not severity. A recently published analysis based
on a survey of leaders of such national alcohol
surveys suggested that further studies should
focus in more detail on the harms with a per-
ceived high severity [18].

Some epidemiological studies are available
that used a more problem-oriented definition of
interpersonal harm caused by problematic sub-
stance use, i.e. examining consequences resulting
from someone’s pattern of using substances as
opposed to consequences following single epi-
sodes of use. According to data from the 1992
National Longitudinal Alcohol Epidemiologic
Survey (NLAES), 25-38% of the general popula-
tion in the United States reported having a blood
relative with an alcohol problem [19], and
approximately 30% of adults indicated that alco-
hol use had caused difficulties within their fami-
lies. In addition, just under 20% reported similar
difficulties regarding other drug use. Although no
in-depth information on the type of difficulties
was assessed, these numbers give a first estima-
tion of the degree of the problem, with results
being in line with estimations from HTO
studies.

One approach that focused more strongly on
both the pattern of substance use and the type of
relationship was conducted in Switzerland. In a
nationwide representative population survey
(n = 2,469), individuals aged 15 years or older
were asked if they were aware of alcohol- or
drug-related problems (defined as regular use of
illicit drugs or daily or symptomatic consumption
of alcohol) in their social network [20]. Alcohol-
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or drug problems in the social network (including
friends and coworkers) were endorsed by 36.8%
of all respondents, with 14.4% of the entire sam-
ple reporting that a family member had an alco-
hol or drug problem. Most respondents with
family members with alcohol or drug use prob-
lems (6.1% of the entire sample) mentioned that
the individual with the drug/alcohol problems
was a distant relative (aunt, uncle, cousin, etc.),
with siblings also being mentioned quite often
(3.9%). Fathers were mentioned more often
(2.5%) than mothers (0.8%), and children were
mentioned less often (1.1%). Having a partner
with an alcohol or drug problem was mentioned
by 1.5% of the sample. Regarding strain caused
by the alcohol or drug problems of others, 21.2%
of respondents facing alcohol problems stated
they were strongly or very strongly burdened.
The corresponding number for drug-type prob-
lems was 24.7%. These numbers suggest that
about 7-8% of the population report to have been
strongly or very strongly burdened by drug or
alcohol problems in their social network. Only a
minority reported that they sought help them-
selves for dealing with the drug or alcohol prob-
lem of theirrelative (8.7% and 3.9%, respectively).
Individuals reporting to have sought help most
often consulted a psychologist, followed by
addiction counselling centres and informal
sources. Like in the studies on HTO, a rather
broad definition of alcohol and drug problems
was provided in this study, and no clinical out-
comes regarding impairment were assessed. At
the same time, this study gives valuable insights
into effects of persistent substance use and abuse
on third parties.

2.5 Prevalence of AFMs
of Individuals with Specified

Addiction-Type Problems

While there has been a plethora of studies on
HTO in the general population, only a few pub-
lished papers have tried to estimate the preva-
lence regarding the more severe spectrum of
substance use and gambling. The method that
Orford and colleagues used was to apply a multi-

plier to the estimated prevalence of addiction
problems, in order to estimate the numbers of
AFMs in the general population [21]. According
to their widely cited paper, if it is assumed, cau-
tiously, that on average one adult is adversely
affected by each case of addiction, then the num-
ber of AFMs worldwide may well be more than
100 million. Based on the data from Global
Burden of Disease, the average global prevalence
of substance use disorders (alcohol and/or drugs)
is estimated to be 2.2% of the adult population
[22], which would—as a rough estimate—equal
112 million individuals worldwide suffering
from substance-related addiction.

Another methodological approach was chosen
by Copello and colleagues [23] for the number of
AFMs in the United Kingdom who do not have a
dependence issue themselves, but who are living
together with someone with an illicit drugs prob-
lem. Since AFMs usually are a hidden popula-
tion, they extrapolated the number of AFMs in
the general population, using prevalence esti-
mates based on the relationship status of individ-
uals treated for drug problems, which in most
countries is below 10% of all individuals with
drug use disorders. They estimated, in the United
Kingdom, that the number of AFMs (mainly part-
ners or parents) in the general population was
nearly 1.5 million, about 140,000 of whom had a
relative in drug treatment. The authors acknowl-
edge that this number is a substantial underesti-
mation of the size of the problem given that these
figures excluded AFMs who were not living with
the user, who of course can also be severely
affected. Additionally, AFMs using drugs them-
selves were excluded from the estimation,
although for some this might be a way to cope
with the situation. Furthermore, the model was
restricted to AFMs affected by illicit substances,
while the prevalence rates of alcohol use disor-
ders is far higher in the United Kingdom.

The estimates are useful in different ways. For
example, the estimate of the number of family
members of those in treatment is useful for the
planning and provision of services, whilst the
wider population estimate is useful for broader
strategic planning of services for family
members.
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An epidemiologic approach was chosen by
Bischof and colleagues [17, 24]. A first study
proactively recruited 2273 patients aged 18—64 in
general practices (response rate 81.4%) and gen-
eral hospitals (response rate 88.9%) in three dif-
ferent regions of Germany and asked them if they
had a relative with a current or remitted addiction-
type problem (excluding tobacco), the type of
addiction, as well as their relationship to the rela-
tive. From the sample, 15.6% named someone
with an ongoing addiction-type problem and an
additional 7.2% reported to have a relative with
an addiction-type problem that was not active
anymore in the last 12 months. People who self-
identified as AFMs showed significantly elevated
depression scores. The study gives a first insight
into the prevalence of AFMs in primary health
care. In a next step, the same questions were used
in a nationwide representative population survey
in Germany among adult individuals (n =24,824).
Of all respondents, 9.5% reported having been
affected by a relative’s addiction-type problem in
the past 12 months, and an additional 4.5%
reported having experienced these problems prior
to the last 12 months. The vast majority reported
to have been affected by someone’s alcohol use
disorder, followed by cannabis and then other
illicit drugs, reflecting the prevalence rates of
these disorders in Germany. The majority of
AFMs (79.3%) reported having one relative with
one or more addictive disorder, 14.1% named
two relatives, another 4.6% identified three rela-
tives. Less than 2% of the sample reported to
have four or more relatives with addictive disor-
ders. Compared to individuals not reporting to
have been affected by a relative’s addiction-type
problem, AFMs showed significantly elevated
depression rates, with 21% of AFMs reporting
having a relative with current addiction-type
problems showing rates of clinical depression
and an additional 16.3% of AFMs with relatives
who had past addiction-type problems showing
clinical depression, compared to 8.6% of respon-
dents reporting not to have a relative with such
problems. This would equal approximately 3% of
the adult population, which would correspond to
the number of individuals aged 18-64 with a
diagnosis of alcohol dependence in the general
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population in Germany [25]. The higher number
of AFMs identified in health care settings is likely
to be a result of elevated rates of morbidity and
help seeking resulting from their FMA status [26,
27]. However, in both studies, no specific nega-
tive experiences of AFMs were assessed, and due
to the cross-sectional assessment, no causal infer-
ences can be drawn between depression and
FMA status. Furthermore, qualitative studies
show that AFMs experience a multitude of strain,
indicating that focusing solely on depression cer-
tainly leads to an underestimation of the propor-
tion of individuals impaired in other ways, due to
addiction-type problems. Further, although the
type of relationship was specified, no data was
assessed regarding the amount of contact. Also,
the definition of ‘addictive disorders’ in assessing
FMA status relied on subjective estimations of
the participants and was not clinically validated.
Accordingly, they reflect the perception and
knowledge of the participants, which is likely to
be based on what they were able to observe about
the behaviour of their relative(s) and the attribu-
tions they were then able to make about the rela-
tionship between these observed behaviours and
the relative’s use of substances or gambling.

2.6 Discussion

Studies focusing on harm to others as well as
studies focusing directly on substance use and
related disorders in the general population indi-
cate that the burden of suffering from these prob-
lems on third parties is substantial. Data from
high-income countries on the number of children
(approx. One child for every two to three indi-
viduals) and partners (approx. One child out of
every two individuals) of individuals with
addiction-type problems already suggest that the
number of AFMs more or less equals the preva-
lence rates of addiction-type problems in the gen-
eral population. If AFMs are defined as
individuals with recurrent negative experiences
due to addiction-type problems and elevated lev-
els of stress and strain, the data suggest that
among family members (including partners), the
prevalence tends to be slightly higher than the
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prevalence of addiction disorders in the popula-
tion. If close relationships outside of blood rela-
tions and partnership that also can have
meaningful effects are also considered, it appears
more likely that the number of individuals
affected is at least twice the size of the prevalence
of addiction-type problems. This estimate is also
plausible given that about 10% of the general
population in HTO studies reported to have been
affected ‘a lot’ due to a relative’s drinking and a
similar number reported to know someone with
an addiction-type problem that was active in the
previous 12 months.

At the same time, data indicate that only a
very small minority of AFMs seek help to
improve their situation. All studies that have
focused on harm to individuals who are closely
connected to individuals with addiction-type
problems indicate the need to improve services,
and that this should become a public health prior-
ity. However, the proportion of individuals in the
general population who need (and thus might
improve through) such help, or who might take
up such help if it was on offer, can only be
estimated.

If problems related to single episodes of use
by strangers are included, as in studies on
HTO, prevalence rates of well above 50% in
the general population suggest that harm, at
least statistically, is rather ‘normal’, but usu-
ally levels of impairment resulting from this
seems minimal as well. Furthermore, among
people reporting single incidents of negative
experiences, a substantial number reported ele-
vated alcohol/drug use themselves, indicating
that a part of these associations can be
explained by interactions among subgroups of
adults with heavy use.

The other extreme end of the spectrum
includes family members that have been exposed
to severe forms of violence or that have been
bereaved through drug or alcohol use by a close
relative (see Chap. 10), and prevalence rates here
are substantially smaller, given that severe vio-
lence as well as unexpected premature death
affects only a portion of individuals with severe
addiction-type problems. These data indicate that
the method used to ascribe who is regarded as a
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Fig. 2.1 Prevalence and strain as a function of problem
severity and closeness

family member affected by addiction-type prob-
lems leads to tremendous differences in preva-
lence estimates. Data suggest that the more severe
the addiction-type problem and the closer the
relationship between the individual with
addiction-type problem and the FMA, the more
burden or problems are reported by the
FMA. Figure 2.1 depicts the relationship between
prevalence and strain as a function of severity of
addiction problems and emotional closeness of
the family member to the individual with
addiction-type problems.

In general, the severity of burden on third par-
ties appears to be strongly influenced by vari-
ables such as the severity and chronicity of the
problem (single episode vs. chronic exposure),
patterns of use and associated problems includ-
ing pharmacological effects (see Chap. 7), cul-
tural influences (see Chap. 9), the proximity and
level of bonding to the person using (see Chap. 6)
including AFMs’ gender (see Chap. 8).
Furthermore, qualitative research suggests that
the coping mechanisms used by the AFMs and
interpersonal factors, such as worries regarding
the well-being and health of the using person,
also impose stress and strain on AFMs that can
result in clinically relevant impairment. In order
to identify other moderators and mediators, more
comparative studies using representative samples
are warranted, and standardized questionnaires
are available that assess central features of the
Stress-Strain-Information-Coping-Support
model that was developed based on qualitative
research [28].
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All studies conducted so far show some meth-
odological problems and are restricted regarding
their explanatory power. For example, since all
studies have been cross-sectional, no causal con-
clusions can be drawn. However, a longitudinal
study on the health care costs of several thousand
spouses and children of patients receiving treat-
ment for an alcohol or other drug problem with a
matched control group showed significantly
elevated medical conditions and associated health
care costs at baseline and a reduction of family
members’ average healthcare costs to control
group levels in years when their relatives had
been abstinent [29]. Although restricted to a sub-
group of AFMs (given that the majority of indi-
viduals with addiction-type problems never enter
treatment), these findings indicate that AFMs’
medical conditions are rather strongly correlated
to the presence of addiction-type problems.
Furthermore, given that a predictor of treatment
entry is severity of dependence [30], it can be
assumed that data based on treated individuals
with addiction-type problems tend to overesti-
mate the severity of burden placed on the average
family member affected by less serious addiction-
type problems. Other major methodological
problems include the fact that there are no agreed
definitions of problematic consumption or behav-
iour—for example, some surveys equating a sin-
gle glass of beer or wine per day with
‘symptomatic consumption’ [20] or define prob-
lematic use/misuse of illicit drugs (such as can-
nabis) as ‘any use’ in the past 12 months [5].

Overall, more research is needed in order to
study both the prevalence of family members in
need of support, and the overall costs of addiction-
type problems in the general population.
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Richard Velleman
Gallus Bischof

3.1 Introduction

As Chap. 1 (which provided some brief personal
accounts) and many of the succeeding chapters in
this book will show, living in a family where one
member has an ‘addiction-type’ problem (related
to use of alcohol or drugs or gambling) creates
difficult situations for family members: they are
often badly affected by this, hence the term
‘affected family members’ (AFMs).

There have been many suggestions put for-
ward as to how and why AFMs are affected in the
ways that they are: some of these models also
relate to assumptions around the part that fami-
lies (and individual family members) might play
in the generation of the addictive-type problem,
in its maintenance and its resolution. This chapter

This chapter draws on the structure and some of the con-
tent of Velleman et al. (1998/2007) Living with Drink [1],
especially the chapters by Cottman [2], Fryer [3], Orford
[4], Ussher [5], and Vetere [6].
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will outline some of the main perspectives.
However, first, it is important to outline why this
is an important question to examine.

The answer is that how we think about why a
phenomenon occurs, influences everything we
then go on to do. The preconceptions that we
have influence what research is undertaken: what
research questions are asked, what methods are
used to answer these questions and how the
results are interpreted. They influence what inter-
ventions we develop, what the popular discourse
is about the phenomenon and whether the phe-
nomenon is seen positively or negatively, sympa-
thetically or prejudicially.

Hence, if (as the coping perspective does) we
consider that AFMs are caught up in a chaotic
situation, not of their making, and are simply
attempting to cope with the changes that are tak-
ing place in their families as a result of someone
else’s addiction-type behaviour, then we are
likely to be sympathetic to these people. However,
if (as for example the co-dependency or the
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genetic perspectives do) we feel that the AFM
has somehow ‘brought it on themselves’, where
their own psychological (or even genetic) makeup
and needs mean they are drawn inextricably into
relationships where they become AFMs, or even
cause the relative to develop or maintain their
problems with alcohol or drugs or gambling in
the first place, then it is likely that we may be less
sympathetic.

If media representations are of AFMs in need
of help and comfort, they will be less likely to be
greeted in stigmatizing ways; but if they are rep-
resented as the cause of their problems, they are
much more likely to be blamed and stigmatized.

This chapter will outline some of the main
perspectives that have been used to describe the
part that families (and individual family mem-
bers) play in relation to the addiction-type prob-
lems of a relative. However, it is useful briefly to
consider the history.

Much of the early work to understand AFMs
role and experiences focused on blaming family
members, specifically wives and mothers, for a
male family member’s alcohol use. This early
work suggested that some women chose heavy
drinkers as partners to meet their own uncon-
scious needs [7]. This was termed the ‘disturbed
personality hypothesis’ and it suggested that
being in a relationship with a heavy drinker
removed attention from the woman’s own inade-
quacies. As such, it was further suggested that
such women would actively seek to stop the reso-
lution of an addictive-type problem, and that if
the drinker’s problematic behaviour did stop,
wives would then develop their own severe psy-
chological problems, such as depression or anxi-
ety. This was termed the ‘decompensation
hypothesis’ [8].

A great deal of work has gone on which refutes
the ideas of both a ‘disturbed personality’ and
‘decompensation’, with later work demonstrating
the same diversity of personality styles in women
who live with addiction-type problems, as there
are in all women (and generally, in all genders).
More modern research has included family mem-
bers of all genders and relationships to the person
with addiction (e.g. parent, child, spouse, partner,
sibling) and has sought to describe AFMs
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impacted by drug use and gambling in addition to
alcohol. Such research has allowed new perspec-
tives to arise for understanding the experience of
AFMs and their relationship to a relative with
addiction-type behaviour. However, many stig-
matizing views of AFMs remain, and some of
these ideas remain in the co-dependency perspec-
tive and more broadly, within the psychodynamic
perspective, which are outlined later in this
chapter.

A different perspective suggests that AFM
symptomatology is most logically explained by
considering the stress they endure. As addiction
is often characterized by bouts of relative stabil-
ity interspersed with sometimes frequent relapses,
an enormous amount of uncertainty will remain
even after family members appear to have stopped
drinking, taking drugs or gambling. Concerns,
for example, about whether this will be the last
time, or whether it is safe to stop using the strate-
gies that have helped the family survive for so
long, will be present. Some AFMs talk of finding
it difficult to go back to feeling the way that they
had about their relative, particularly because of
some of the things that their relative had said:
‘although I know it’s the drinking ... you can’t
erase them when they’re said’ (Ruth, [1], p. 29).
In addition, the relative with the problem often
receives all the praise when they manage to stop,
with little or no attention given to the family
members for enduring such hardship and keeping
the family together. This acknowledgement of
stresses resulting from living with a problem
drinker was first proposed in 1954 [9]: we will
discuss the stress-coping perspective later in this
chapter.

Another way that people have conceptualized
these issues is by looking at the relative’s
addiction-type behaviour within the family con-
text. Steinglass et al. [10], writing from such a
perspective, suggest that the excessive use of
alcohol ‘is a condition that has the capacity to
become a central organising principle around
which family life is structured’. In this view,
drinking is integral to the family system, main-
taining rigidly established behaviour patterns.
Again, we will discuss a family systems perspec-
tive later in this chapter. Other perspectives that
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we will look at include a feminist perspective,
and at the broadest level, we will discuss the
issues from a community/socio-cultural/political
perspective.

3.2 TheRange of Perspectives

3.2.1 Genetic and Biological
Perspectives

These perspectives will not be discussed in
detail because this book is concerned with psy-
chological and social perspectives. However,
there are two varieties of idea here. The first is
the generalized one: all activity is underpinned
by brain activity, and much of that activity is
also majorly influenced by our genetics. Hence,
AFMs’ responses when a relative develops
addiction-type behaviour are also underpinned
by brain and genetic mechanisms [11]. This
would suggest that how an AFM reacts or copes
with a relative who develops an addiction-type
problem is influenced, or even determined, by
their biological and genetic makeup, and these
would be likely also to impact on AFMs’ ability
to cope with stress, as well as the risk of devel-
oping depression or other mental health prob-
lems related to being in a relationship with
someone with addiction. The bio-genetic per-
spective might also suggest that there are indi-
vidual vulnerabilities on the part of AFMs as to
how resilient they are; these vulnerabilities
might be affected by or even caused by biologi-
cal factors. This idea might relate to the ‘co-
dependency’ ideas described later, suggesting
that certain people may have a genetic predispo-
sition to develop relationships with other people
who may have certain characteristics that make
them more likely to go on to develop addiction-
type problems.

The second set of ideas are more specific: that
there are genetic causes underlying the develop-
ment of addiction-type behaviours. As such, the
children (and other family members who share
genetic makeup) of people with these problems
are at strong risk for developing the same or a
similar addiction-type behaviour; or make it

more likely that they will develop relationships
with people with addictive-type problems [12].

3.2.2 Psychological Perspectives

3.2.2.1 Psychodynamic
Psychodynamic perspectives examine an AFMs
understanding of their experiences in terms of
patterns of behaviour (or thoughts or feelings),
which are likely to relate to similar patterns laid
down in the past [2]. Counsellors using this per-
spective would then encourage AFMs to reflect
on these similarities, and have ‘agency’ to react
in different ways.

Psychodynamic perspectives are concerned
with four tenants.

1. Early experiences in relationships shape later
experiences of ourselves and others and the
ways of thinking and behaving that derive
from that experience.

2. A key psychodynamic assumption is that
many causes of a person’s behaviour are
unconscious, and that these unconscious
causes can be identified by analysing the feel-
ings or behaviour evoked in someone by their
interaction with someone else who they are
close to: in this instance, ‘what are you feel-
ing, thinking, behaving in relation to the rela-
tive with the addiction-type behaviour, and
how does that relate to ways that you felt,
thought and behaved in relation to key others
in your past—parents, siblings, other key
individuals?’.

3. Those behavioural and emotional interactions
can thus be identified and observed, and hence
thought about, reflected upon and brought
into the area of awareness and choice, e.g.
‘that’s interesting—I am getting angry again:
is it warranted by what is happening now?
Even if it is, do I want to let it get to me so
much?’ etc.

4. This process of exploring one’s experience
with one’s relative, and reflecting on it, is
itself the effective agent in promoting or facil-
itating psychological change. This is in con-
trast to the °‘successful’ achievement of
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particular preset goals or objectives: in effect-
ing change, the acquisition of ‘insight’ is less
important than the process of reaching or con-
structing that insight.

The psychoanalytic perspective would also
argue that these processes outlined above, of
drawing unconscious material into consciousness
and then guiding reflection about them, requires
the participation of another person, specifically a
psychoanalyst, and that without their assistance,
this realization cannot occur.

This perspective acknowledges that this pro-
cess of noticing one’s reactions and thinking
again about one’s experiences can often be diffi-
cult, but that the process involves realizing that
we all have the power, however, limiting our cir-
cumstances, to look at ourselves and our lives dif-
ferently, at the same time as accepting that we all
have our ‘reasons’ for having done things the
way we have, up until now. This self-dialogue
and drawing of unconscious processes into
awareness (with the help of a counsellor, often a
psychoanalyst) can allow us to revise and amend
our responses to what life brings us, and recon-
strue ourselves and our capacities in the process.
With a different sense of ourselves, we can then
widen our options and find ways out of unpro-
ductive patterns of relating that are no longer nec-
essary or appropriate [2].

3.2.2.2 ‘Co-dependency’

Although definitions of ‘co-dependency’ vary, it
usually refers to a range of psychological charac-
teristics among persons who are affected by a
relative’s problematic substance use, including
an extreme focus ‘outside of self’ and on others’
needs, being self-sacrificing and adopting dys-
functional coping aimed at preventing conflict or
securing approval [13]. ‘Co-dependency’ is a
term that has been used in addiction treatment
and self-help groups since the 1940s, but the con-
cept was popularized during the 1980s and 1990s
[13]. It is usually claimed that a ‘co-dependent’
person becomes reliant on others’ emotional ful-
filment and adapts their social life, behaviours
and thoughts to the person to such a large extent
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that they neglect themselves and their own needs
[14].

Whether ‘co-dependency’ should become an
official medical diagnosis has been debated. As
early as 1986, psychiatrist Timmen Cermak [15]
defined ‘co-dependency’ as a diagnosable disor-
der with a set of distinct symptoms and argued
for the inclusion of co-dependency as a separate
personality disorder in the Diagnostic and
Statistical Manual of Mental Disorders (DSM).
However, ‘co-dependency’ has not been accepted
as a diagnosis within the mental health commu-
nity and has not been included as a medical con-
dition in any edition of the DSM or International
Classification of Diseases (ICD).

Advocates believe that a diagnosis can mean
that AFMs’ problems are taken more seriously,
that their rights to assistance are strengthened,
and any resulting support can be better adapted to
their needs. Identifying oneself as ‘co-dependent’
can also be a way of seeking an explanation, and
a remedy, for one’s problems, as the label can
provide access to an identity with ready-made
symptoms, causes and possible solutions, some-
thing that can also involve reduced feelings of
guilt and shame [16]. Critics of ‘co-dependency’
[17] cite the lack of a clear definition of the term,
that no specific personality type can be distin-
guished among relatives of people with addic-
tion, and that the concept pathologizes support
and care for a loved one. Critics [18] also argue
that behaviours of AFMs are best understood as a
reaction or adaptation to an extreme and stressful
situation, and that the experience of being ‘co-
dependent’ is relational, rather than emanating
from individual psychological characteristics.

In connection with ‘co-dependency’, AFMs
are sometimes accused of ‘enabling’. The con-
cept primarily emerged within the 12-step move-
ment and organizations for AFMs. The term
‘enabling’ implies that providing support and
tangible resources (e.g. money or doing things
that reduce negative consequences of the addic-
tion such as clearing up vomit or contacting work
to say that the person is ‘sick’) to someone with
an addiction problem facilitates or exacerbates
destructive addiction-related behaviour [14].
Common advice to relatives, not least in self-help
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literature, is to set clear boundaries towards the
relative with the addiction. Such advice empha-
sizes that AFMs must care for themselves instead
of their loved one with addiction, as opposed to
caring for themselves and their loved one.

There are a number of ways in which this
model has been seen as positive. The concepts of
‘co-dependency’ and ‘enabling’ can provide cer-
tain insights into possible problematic or destruc-
tive behaviours, which can be important to
identify, reflect on and sometimes find ways to
change. Further, this model was the first to popu-
larize the suffering of AFMs and encouraging
them to seek help. Also, as well as being a key
part of the 12-step programmes, the co-
dependency movement has influenced and been
influenced by the work of writers such as Melody
Beattie, a USA author of self-help books on co--
dependent relationships, and Pia Mellody, and
her Model of Developmental Immaturity, both of
which have been taken up by many mutual sup-
port groups and organizations such as the
‘Meadows Model” (https://meadowsoutpatient.
com/about/the-meadows-model/).

However, there is very limited published
research on either co-dependency or the Model of
Developmental Immaturity, and many other com-
mentators (including the Editors of this book)
suggest that such ideas warrant great caution, as
they pathologize normal stress reactions, are stig-
matizing and can lead to unhelpful or harmful
interventions.

3.2.2.3 Stress-Coping
Unlike some of the other perspectives outlined in
this chapter, the stress-coping perspective makes
no assumptions about the origins of the addiction-
like behaviour that the AFM is coping with, nor
does it make any assumptions about any part
AFMs might play in the development or mainte-
nance or even resolution of an addiction-type
problem. Instead, the stress-coping perspective
[4] sees AFMs as people who find themselves in
a highly stressful situation, who are then trying to
cope as best as they can.

A few assumptions underpin the stress-coping
perspective. First, when one person has a serious
problem with their drinking, drug-use or gam-

bling, this can be highly stressful for close family
members (for the reason that other chapters in
this book have laid out in detail). Second, all
AFMs, whether parents, partners, children, sib-
lings, and so on, come to this experience essen-
tially unprepared for coping with living with such
a problem and all the stresses that may involve.

The third assumption is that AFMs face a large
and difficult ‘life task’, involving a great deal of
mental struggle and many dilemmas, of under-
standing what is going wrong in the family and
what to do about it. This task includes the core
dilemma of how to both understand and respond
to the relative with the addiction problem. The
ways of understanding reached by the AFM at a
particular point in time, and ways of responding,
are collectively referred to as ‘coping’. The word
is certainly not limited to well-thought-out and
articulated strategies, nor to ways of understand-
ing or responding that the AFM believes to be
effective, although these are included. It includes
feelings (e.g. anger, hope, etc.), tactics tried once
or twice and quickly abandoned (e.g. trying to
shame the PDP by getting drunk oneself), philo-
sophical positions reached (e.g. ‘I’ve got to stand
by him because nobody else will’) and ‘stands’
taken (e.g. ‘I’'m not coming back until ...."). Part
of the assumptions about these ways of coping is
that AFMs find some ways to be more effective
than others, either in impacting upon the rela-
tive’s addiction behaviour or in terms of the
AFM'’s own health and wellbeing or both.

A fourth assumption is that AFMs can be
helped or hindered by other people and other
activities they may undertake. So how other fam-
ily members, friends, neighbours, professionals,
members of self-help groups and so on act
towards the AFM, and what the AFM does in
terms of ‘personal support’ (such as listening to
music, reading, doing exercise, etc.), can make a
great deal of difference to the AFM. From the
coping perspective, the important ingredients
within how these other people act are such things
as whether the supporting person understands the
stressors and dilemmas faced by the AFM, appre-
ciates the ambivalence that the AFM feels towards
their relative, does not inappropriately ‘take
sides’, understands the difficulty of finding a way
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of coping that feels ‘right’ and reinforces the
AFM in her or his chosen ways.

The stress-coping perspective has evolved
over the years as research findings have been
incorporated. The most recent variant of the
stress-coping perspective is the ‘Stress-Strain-
Information-Coping-Support’ model [19], as out-
lined in Fig. 3.1. This model suggests that living
with someone with an addictive-type problem is
stressful, and this stress results in strain for the
AFM, often shown via them developing physical
or psychological symptoms, and that the amount
of strain any given level of stress causes is influ-
enced by three factors—how informed the AFM,
how they cope and how much support they are
able to get. This model has also given rise to an
intervention method—the 5-Step Method (see
Chap. 18).

The stress-coping perspective contrasts with
some of the alternative perspectives outlined in
this chapter [4]. For example, it rejects the idea
(in family therapy) that the relative’s problematic
behaviour is likely to be a ‘symptom’ of a more
fundamental problem elsewhere in the family
system, and that the excessive behaviour may be
serving a function for the family in maintaining
the status quo (albeit with discomfort) or by
diverting attention from the more basic problem.
From the stress-coping point of view, these seri-
ous problems in the family serve no functions:
they are a serious hazard to the health and happi-
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ness of all members of the family and ways need
to be found to deal with it and its consequences.
As another example, it rejects the ‘co-
dependency’ idea that suggests that the AFM
both ‘enables’ their relative’s behaviour (because
that fulfils their own needs) and gains psycho-
logically from their relative’s problem (as it
allows them to be ‘self-sacrificing’).

3.2.2.4 Family Systems

From a family systems viewpoint [6], both the
relative’s addiction problem and the reactions of
the AFM are themselves symptoms of underlying
issues within the family. Interactions within the
family play a role in both the development and
the maintenance of individual’s difficulties: the
addiction problem and the relative with that prob-
lem are the overtly ‘identified problem’, but the
reasons for that problem lie within either or both
the existing family or one or more of the mem-
bers’ family-of-origin. However, one problem
with this perspective is that it runs the risk of
being seen to be blaming AFMs, by suggesting
that they are part of the problem.

A systemic view of families posits that a fam-
ily system functions through the interdependence
of its members. Family systems therapists explore
patterns in relationships, beliefs and behaviours,
such as describing family rules that underpin
observed sequences of interactions, and identify-
ing hierarchies of feedback and control, where

Information:

Knowledge enables feelings of
control

Stress:

AFMs are stressed due to the
impact of the alcohol use, other
drug use, gambling behaviour

Strain:

Physical and/or psychological
health problems

Coping:
How AFMs cope with (respond
to) the situation

Support:

Level and quality of social
support available to AFMs

Fig. 3.1 The ‘Stress-Strain-Information-Coping-Support” model
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each family member’s behaviour is recognized as
the stimulus for some later behaviour within the
family. Thus, explanations for behaviour embrace
circular notions of causality, where family
members respond to one another’s behaviour in
cycles or patterns.

As applied to AFMs, family systems theory
focuses on the sequences of connectedness
between people, events, beliefs and behaviours.
The focus would not be on the AFM, or the rela-
tive with the problematic behaviour; instead, it
would be on the family as a system.

Thus, both the behaviour of the relative with
the problem (their drinking or drug-taking or
gambling) and the reactions of the AFM are seen
as elements used to maintain stability within the
family and help to ward off fears of change.

Some family systems theorists think of symp-
toms as functional, helping the family to stabi-
lize, such as when an adolescent or older child
develops an addiction-type problem, which
unites the parents in mutual concern for their
child, thus distracting them from dissatisfactions
within their own relationship, which if addressed,
might lead to separation and disruption within
the family.

Other theorists think of symptoms as proposed
solutions to dilemmas and difficulties faced by
family members, which in turn become problem-
atic in their own right, and demand further reor-
ganization within the family to accommodate and
adapt.

The systemic approach also explores the
rules, both overt and covert, that can be said to
govern interactional patterns and the different
beliefs that might underpin them. An example
might be where an AFM would be stressed and
tearful when the relative returns home in the
evening; the AFM might put the children to bed
and then go to bed herself; the relative might
stay up, drink even more and maybe fall asleep
downstairs, and then go off in the morning, to
come home at night where the AFM would
again be tearful, and so on. Clearly, such pat-
terns arise within a larger context of stress,
resources, disappointment and unmet needs
that need to be included in understanding a par-
ticular behavioural pattern. However, these pat-

terns that repeat, day in and day out, take on
their own meaning and significance, and explor-
ing such patterning in relationships can help
understand the role that addiction behaviour
can play within a family.

Other important ideas within a family therapy
or family systems perspective [6] include the
following:

Emotional closeness and distance: Families
display a range of emotional styles, from
‘enmeshment’ with intense closeness to ‘dis-
engagement’ marked by emotional distance.
While providing support, enmeshment can
hinder independent development, leading to
reliance on one relationship. Disengagement
involves emotional unavailability, inhibiting
emotional fulfilment.

Family roles and boundaries: Families operate
with rules governing behaviour and participa-
tion. Boundaries define roles, tasks and inter-
actions within the family. Boundaries can be
rigid or diffuse, influencing autonomy and
decision-making. Enmeshed boundaries may
lead to isolation or inhibit sharing with outsid-
ers, while closed boundaries sustain secrets.

Family behavioural patterns: Patterns such as
coalitions and triangulation shape family
dynamics. Coalitions form alliances against a
third party, leading to disengagement.
Triangulation involves diverting conflict
through a third person. In AFMs, children
often navigate between parents’ conflicts or
take sides, impacting their role and
well-being.

Family belief systems: Family belief systems
shape behaviours and interpretations. These
beliefs filter cultural norms, reflecting gender
and cultural influences. Customs, rituals and
experiences pass down beliefs. Beliefs about
loyalty, secrecy, violence and substance use
influence AFMs’ access to support and their
reactions.

Family life cycle and transitions: Processes
evolve over time and through life-transitions
such as births, deaths and marriage. These
transitions require adaptation at different
stages. Symptoms and distress can emerge
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during transitions as a means of maintaining
family stability. Inadequate negotiation skills
can hinder transitions.

In all of this the role of the ‘family therapist’
is to promote change in the family systems and
patterns to help the family as a whole move away
from the need for the ‘identified patient’ to own
the problem as a personal or individual problem.
If the family can develop healthier ways of deal-
ing with their transitions, roles, boundaries and
emotional relationships, they will no longer
‘need’ the person with the addiction-type prob-
lem to have that problem or to be the ‘identified
patient’.

3.2.3 Sociological/Political Models

3.2.3.1 Feminism

The feminist perspective contributes to under-
standing AFMs, particularly focusing on the
impact of gender-based power dynamics and
patriarchal control. Ussher [5] argues that despite
varying feminist viewpoints on the origins of
gender inequalities, the acknowledgment of
gender-based power and control remains funda-
mental when analysing the relationship between
AFMs and addicted family members.

This recognition changes the understanding of
working with AFMs into a ‘political’ endeavour,
where power distribution among family members
and professionals becomes a central concern. The
feminist lens offers a unique vantage point
through three interrelated levels: ‘discourse’,
‘materiality’ and ‘intra-psychic’ factors [5].

1. Discourse:

The feminist perspective examines the
societal portrayal of women within a patriar-
chal context. According to feminism, gender
is not innate but learned through societal
influence. Women navigate contradictory rep-
resentations of femininity, molded by family,
education, media and cultural norms, attempt-
ing to reconcile conflicting roles. These repre-
sentations often place women in secondary
positions to men. A prevalent narrative
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emphasizes that women’s lives revolve around
men and that securing a man is the pinnacle of
a woman’s existence. This perpetuates
unequal power dynamics within relationships
where a woman is an AFM, because women
are expected to transform their relatives with
addiction problems, and simultaneously find
fulfilment through them. Such discourse per-
petuates the cycle of women staying in dam-
aging relationships and associates their
self-worth with their ability to support and
help their relative with addiction.
2. Materiality:

Feminism recognizes material factors
existing at societal and institutional levels that
perpetuate inequalities in heterosexual rela-
tionships. Economic dependence, lack of sup-
port systems, legal barriers and the presence
of children are key material factors influenc-
ing AFM’s experiences, and can hinder wom-
en’s ability to act as autonomous individuals,
able to leave harmful relationships and access
services without fear of repercussions.
Feminist analysis highlights that material fac-
tors often mitigate against women: women are
often economically, physically and socially
disadvantaged compared to men.

3. Intra-psychic factors:

Individual psychological factors play a
crucial role in understanding the choices of
AFMs. Low self-esteem, past trauma, guilt,
shame and idealizing traditional gender roles
can make women blame themselves for the
addiction problems of a relative. These factors
intersect with the societal discourse and mate-
rial circumstances to perpetuate the cycle of
shame and stigma experienced by women
impacted by addiction. Additionally, societal
blame from others further exacerbates their
feelings of guilt and responsibility. Mothers
of a child with an addiction and female part-
ners of someone with an addiction both expe-
rience shame due to the assumption that they
are the primary cause of their child’s or part-
ner’s suffering.

In examining the experience of female AFMs,
these three levels provide insights into their
struggles. Economic dependency, emotional reli-
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ance and adherence to societal norms often bind
women to their relative with an addiction.
Psychological defences and the internalization of
gender expectations act to maintain an AFM’s
position within what is often an unequal relation-
ship. It is also a discursive issue in that the AFM’s
position will often conform to that deemed ‘nor-
mal’ within the dominant constructions of fami-
lies that exist in society, constructions that
enforce silence and shame. Masculine aggression
and substance use are glorified in certain con-
texts, reinforcing toxic ideals of masculinity. A
feminist lens reframes what are often viewed as
inherent masculine traits as sources of abuse and
hardship for women. Furthermore, the traditional
script of femininity that places women as cata-
lysts for men’s transformation fosters self-blame.
This narrative perpetuates a cycle where women
feel responsible for their partner’s destructive
behaviours and hold themselves accountable for
their inability to “fix’ them.

In summary, the feminist perspective provides
a much more political and less individual-focused
view of the experience of being an AFM, with far
greater attention paid to wider social or discur-
sive factors, and with acknowledgement of the
repetition of cycles of behaviour, or of common-
alities with other women. This perspective under-
scores the need for systemic change and support
to empower AFMs and challenge the cycles of
gender-based power and control that contribute
to their experiences [5].

3.2.3.2 Community Psychology

and Broader Sociological

Perspectives
The community psychology and sociological
perspectives see the problems relating to both a
relative’s addiction problem and AFMs responses,
as being strongly influenced by social factors, not
individual ones. Hence, the view is that social
and political issues such as unemployment, job
insecurity, occupational strain, exploitation and
social stratification by income, class, sex, gender,
race and a host of other societal level factors are
intimately responsible for the social causation of
many mental and physical ill-health problems,
including addiction, and that these factors will

also influence AMF’s vulnerabilities and possi-
bilities for help [20, 21].

Nevertheless, such a perspective does not
negate personal agency: community psychology
specifically highlights the importance of recon-
ciling the external determination of mental and
physical states by powerful social with forces,
internal self-determination, as subjective social
and moral agents. People experience themselves
as making constrained but real choices. To that
end, ‘it is vital that personal agency is not
neglected. To de-emphasise the person and over-
emphasise the network of structural factors is to
render the individual a mere cipher of social
forces and to end up with a simplistic and naive
parody of sociology. However it is also vital that
structural factors are not neglected, or one ren-
ders societal factors mere accumulations of indi-
vidual behaviours and ends up with a simplistic
and naive individualistic parody of psychology,
exemplified by Margaret Thatcher’s notorious
claim (Women’s Own, 31 October 1987) that
there is “no such thing as society”.” ([3], p. 165).

As with a feminist perspective, community
psychology and sociology understand that power
and mental health are undeniably linked, and in
Western industrialized societies power is struc-
tured through relative wealth, socio-occupational
stratification, gender, dominant (especially eth-
nic) group membership and age. The corollary of
this—reduced power or disempowerment—is
fundamentally related to relative poverty, low
socio-economic status and disempowered gen-
der, ethnic and other disempowered group
membership.

From this perspective, AFMs are disempow-
ered individuals (by society and also by them-
selves, as people who embody societal views).
Part of that disempowerment is shown by soci-
ety’s view that family members are at least par-
tially responsible for their relatives’ addiction
problem (hence the ideas of family members
‘enabling’ the addiction, or not being sufficiently
supportive of the relative with the addiction prob-
lem, or creating home circumstances such as con-
trolling the finances, which could all be viewed
as hindering the relative’s ability to change their
behaviour). Frequently, the relative with the
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addiction problem would be given the status of
being ‘sick’ or ‘ill’ with a diagnosable and diag-
nosed medical/psychiatric condition, whereas the
AFM (if anyone noticed how stressful the situa-
tion was to them and how strained they were by
this situation) would be seen as simply ‘reacting’
to their relative’s ‘condition’.

Community psychology understands this dis-
empowerment, the result of these many structural
causes, as often pushing AFMs to a position of
chronic helplessness (or learned helplessness,
[22]), with extremely limited support available
from wider family networks or friends (from
whom the worst is hidden) or from professional
support networks, who focus on the relative with
the problem and do not notice or attend to the
resulting problems for AFMs; or even worse, see
them as being partly responsible and ‘to blame’
for the situation.

From the perspective of community psychol-
ogy, given the numbers of AFMs in all societies,
interventions to help AFMs need primarily to tar-
get structural issues rather than individual ‘one-
on-one’ approaches in order to generate societal
impact and become sustainable [20]. However,
many community psychologists would argue that
there does not have to be a conflict between try-
ing to help individuals (AFMs) to manage their
distress, and also working to try to better deal
with the underlying structural factors that per-
petuate the problems.

3.3 Implications of Conceptual
Models for Theory, Policy

and Practice

As outlined at the start of this chapter, the way
that we think of family members of those with
addiction problems determines what we then do
in terms of our interventions, policies, research
and theories.

All of the conceptual frameworks outlined
above view the centre of ‘the problem’ in differ-
ent ways, and by doing so, all are somewhat
reductive. As authors of this chapter, we all hold
a view of both addiction and about AFMs that the
problems need to be understood ‘in the round’,
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using a bio-psycho-social-cultural framework,
within which there is a place for all of these ideas.

This book has a clear ‘psycho-social’ focus,
which means that often the ‘bio’ and the ‘cul-
tural’ are only examined tangentially.
Nevertheless, both of these components are of
great importance.

Hence, although a strong ‘bio’ view can be
overreductionist, a medical perspective can in
some cases be an important complement—cer-
tainly medicine is often a complementary part of
treatment for the person with addiction, and this
is the case too with many AFMs who live with
extensive physical and psychological issues (such
as sleep problems, anxiety, depression, etc.)
where medical and pharmacological help can be
extremely useful. We can also factor-in the idea
that there are individual vulnerabilities on the
part of AFMs as to how resilient they are, which
might in part be affected by biological factors.
So, the ‘bio’ component can usefully be incorpo-
rated within such a bio-psycho-social-cultural
framework.

Similarly, only seeing the problems through a
‘cultural’ or sociological lens can be reductionist,
ignoring the individual suffering and distress of
AFMs. Many people who adopt a political or
sociological framework suggest promoting inter-
ventions that focus on altering the political land-
scape, so that the setting conditions for both
addiction and for the responses of family mem-
bers are changed. Many of these interventions
would be political, aimed at changing society to
reduce the incidence of these setting condi-
tions—poverty, unemployment, patriarchal or
gendered institutions and frameworks, non-
inclusive (race, gender, LGBT) societal
approaches and so on, and research would also be
focused on these levels. The design of this book
incorporates these sociological and cultural per-
spectives, and that is why the chapters on Culture
(Chap. 9), Indigenous Populations (Chap. 11),
Intersectionalities (Chap. 12), the Political/Policy
Landscape (Chap. 13) and Stigma (Chap. 15) are
S0 important.

Similarly, frameworks developed following
psychological or social-psychological perspec-
tives can also be reductionist, developing inter-
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ventions and research that focus on particular
aspects of AFMs experiences and ignoring the
wider issues. Hence, following a psychody-
namic perspective would involve working with
an AFM to help them recognize repeating pat-
terns of thoughts, emotions or behaviour where
their interactions with their addicted relative
would mirror in important ways their interac-
tions with previously important figures, and
where realization of this mirroring would trig-
ger a reassessment of current ways of respond-
ing. Following a co-dependency perspective
would involve assisting the AFM to be less self-
sacrificing, to set up clearer boundaries towards
the person with an addiction problem and to
help them understand why so many of their
needs are met by having a close relative with an
addiction problem who they can help. Following
a stress-coping perspective would involve trying
to empower the AFM to reflect on their coping
strategies and consider alternative strategies,
and to clarify where they get support from and
to increase such support. Following a family
therapy perspective would involve working with
as many of the whole family as possible to help
them recognize that there are underlying prob-
lems (relating to communication, or roles, or
other major areas within the family) and that
these are the problems that need to be dealt
with, as opposed to the ‘identified” problem of
the addiction.

The policies that would be adopted if one fol-
lowed these psycho-social perspectives would be
ones advocating for greater attention and
resources to be placed on AFMs, and on funding
services that would offer help to AFMs, as well
as on research to develop effective AFM- or
family-focused interventions.

An important conclusion arising from this
analysis is that each of the different perspectives
focus on different but important aspects of the

problem, and that different perspectives and solu-
tions may need to be combined in order to most
effectively help AFMs.

Conclusion: The AFINet
Approach

34

Although the ‘AFINet approach’ is most closely
aligned with the ‘stress-coping’ perspective out-
lined above, AFINet as a network organization
welcomes members who hold a wide range of
perspectives, representing the bio-psycho-
social-cultural framework outlined above,
within which there is a place for all of these
ideas. AFINet has drawn inspiration from many
of the perspectives outlined in this chapter and,
as a network, holds the view that AFMs are at
the brunt of a tremendous burden of suffering,
which has been largely neglected by policy,
practice and research. We feel that family mem-
bers and others who are affected by addiction
have received far less attention than they
deserve, that their experiences need to be better
publicized and their voices better heard, that
they have a right to receive appropriate services
in their own right, and a right to be much more
involved with policy and political issues as they
pertain to their ‘Expert by Experience’ status as
AFMs. In addition to this, AFINet also holds
that AFMs need to be much more closely
involved with interventions aimed at helping
their own relatives who have addiction problems
to resolve their difficulties.

Elements of all of the perspectives, which
together form the bio-psycho-social-cultural
framework, are apparent within the AFINet
approach, but at its centre is a strong belief in a
non-pathological, family member-centred model,
of the circumstances and needs of family mem-
bers affected by their relatives’ addictions.
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4.1 Introduction

An individual’s addiction has significant and
harmful effects on close others, such as family
members [1, 2]. Living with a relative’s addiction
is often described as highly stressful, with severe
and far-reaching consequences, including uncer-
tainty, worries, and complicated family life [3, 4].
Although there are commonalities, the experi-
ence of addiction from a family perspective is
complex, diverse, and multifaceted [4, 5]. People
with addiction are different, and their addictions
are diverse and influenced, among other things,
by how often, how much, and what kind of addic-
tion they have. Families are also different, close-
ness and love between family members vary, and
the societies where families live are diverse. This
chapter aims to provide insight into some com-
monalities and variations of the experiences of
addiction-affected family members (AFMs).
Variations in family position, variations in the
problem situation, variations in time lived with
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addiction, and variations between cultures and
societies are included. Also, when describing
commonalities, it is essential to keep in mind that
there are always individual variations.

In this chapter, the focus is mostly on drug and
alcohol addiction. When discussing gambling-
related experiences specifically, we use the term
problem gambling. The terms problem gambling
and problematic substance use encompass a
range of variations of addiction, also problems
that do not meet all the criteria for substance-
related and addictive disorders but nevertheless
may impact AFMs significantly [1, 6, 7].

This chapter builds in particular on two arti-
cles from Orford and colleagues [1, 5], which
summarize and comment on decades of research
on the consequences of substance-related addic-
tion for family members, and on three systematic
literature reviews: two dealing with problematic
substance use [4, 6] and one dealing with prob-
lem gambling [2]. First, insight is given into
some dimensions of commonalities; stressful
life-situation, addiction overshadowing family
life, endless adaptation, and an invisible family.
After that, variations are described.

4.2 Stressful Life-Situation

The overwhelming nature of addiction impacts
several areas of AFMs’ lives with serious short-
and long-term implications for individual family
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members and the whole family [1, 4-6]. It
impacts AFMs’ physical and psychological well-
being [3, 8], with serious health consequences
such as depression and anxiety [9]. In research
concerning AFMs’ experiences, living with a
relative’s addiction is commonly described as
highly stressful [2, 10].

A characteristic that makes addiction so
stressful for family members is uncertainty.
Addictions, such as problematic substance use,
are often a long-term process with uncertainty
unfolding over Addiction is often
unpredictably linked to conditions such as access
to alcohol, drugs, and money and ambitions and
attempts to reduce the use of substances. The risk
of new use episodes remains high for a long time,
and also when a person with addiction is recover-
ing. AFMs may be especially vulnerable to peri-
ods of relapses and breaks in treatment and
therefore experience increasing harm [11].
Addiction is also a process with an unknown
course because it can be a life-threatening and
long-lasting illness. The burdens of living with
such uncertainty about the outcome are docu-
mented to be part of the lives of AFMs dealing
with addiction [4, 6].

time.

4.2.1 Involvement and Possibility

of Influence

The AFMs are involved and often wish to stay
involved in the lives of family members with
addiction. Family members are often crucial to
their relatives for successful treatment or recov-
ery. However, simultaneously, it is the individu-
al’s possibility and responsibility to choose to
work with the problem and accept treatment or
other assistance. AFMs cannot make these deci-
sions, but still, the recovery process has little
chance of success without the support of a net-
work. Research literature describes how demand-
ing it can be for AFMs to balance involvement in
their relatives [4]. Family members often must
cope with little knowledge of what has happened
and worry about their relatives, their own lives,
and the whole family’s lives. All this uncertainty
impacts that AFMs often experience being in a
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disempowered position and losing control over
their own lives and the lives of their families [1].

4.2.2 Fear and Aggression

Addiction in a family often means fear, worries,
and upsetting situations [6, 12]. It causes an
unpredictable existence, which family members
often describe as constant fear and preparedness
for something frightening and dangerous to hap-
pen. Some family members constantly fear some-
thing can happen to their substance-using family
members. As one mother expressed it:

My daughter feels controlled, and I feel left out. I
know that things happen that give me a good rea-
son to be worried. She does not contact me because
she does not want me to see her like that. She waits
and sleeps in, so I do not see how bad it is. I know
that she has been assaulted and raped, and I know
that she has overdosed, but she does not say much.
I think that with her, it is how it is with me. There
are two levels. I do not need to know everything,
but I need to know that she is alive and that she has
plans and that she is safe, which she is not as long
as she is taking drugs ([13], p. 64).

AFMs for family members with problem gam-
bling may fear their relatives’ gambling will
result in the loss of job, home, family, and free-
dom [2]. Some AFMs experience physical vio-
lence, and even more AFMs some form of
aggressiveness, such as irritability and criticism
[1]. The family member with addiction is often
described as unstable; sometimes, they would be
the person the families knew, and other times as a
stranger in the family, strongly influenced by
substances, hence acting accordingly [6].
Violence and aggression in families can also be
directed against the person with addiction [14].

Studies exploring the situation of AFMs
describe terrifying situations and numerous epi-
sodes of violence [1, 4, 6, 12]. For example, some
of the parents were afraid of being attacked by
their children using drugs and worried about the
safety of their other children [15]. One mother
described it: “I am always scared when he needs
these drugs because he becomes so violent and
disruptive; you can see that he can kill anyone”

([151, p. 99).
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The research literature describes how the
AFMs managed emerging conflicts and frighten-
ing situations by controlling their actions, such as
avoiding discussing problems and choosing their
words with care [16]. AFMs often experience an
atmosphere of mistrust and tension, as fear of
relapses or conflicts makes it necessary to be in
constant preparedness.

4.3 Addiction Overshadowing

Family Life

Persons with addiction and their family members
are often pulled into demanding life situations,
with challenges that infiltrate several aspects of
their lives over a long period [4, 6]. Addiction
may influence essential elements of everyday
family life (e.g., emotional support, trust, feeling
safe). It meant that family members lost much of
what they experienced as valuable to their fami-
lies. Their earlier dreams and wishes for life were
no longer achievable [17].

The AFMs describe how ordinary family situ-
ations are changed and ruined. In many families,
everything in the lives of the families, at emo-
tional, practical, and economic levels, revolves
around the family member with addiction [4].
One individual’s problems became the main
focus for the whole family, and family functions
were organized around and ruled by that focus.

The demanding life situation create conflicts
between family members. AFMs can try to han-
dle their fear and stress by searching for more
information and control. An often-used strategy
is trying to control the addiction, such as limiting
access to drugs, alcohol, or money. The AFMs
could switch between being helpful and support-
ive to being punishing, angry, and controlling. As
one spouse expressed it: “I tried nicely. I also
beat him, just to make him stop drinking, but
nothing helped” ([18], p. 429).

4.3.1 Structure and Roles

Family members’ addiction often affects family
structure [2, 19]. Roles in the family could be
changed and reversed because of addiction, such
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as a child becoming the parent’s caregiver [8] or
siblings expecting little from their parents
because a brother or sister with addiction needs
the parents’ focus [19]. The familial nurturing
roles were extended—parents prolonged their
involvement in their adult child’s life, and adult
children took much responsibility for caring for
their drug-using or alcohol-using parent [4].

4.3.2 EconomicWorries

Family members with addiction may struggle
with their responsibilities in the family [2, 4].
AFMs often describe how this affected the eco-
nomic situation for the whole family and resulted
in conflicts over money. For example, Orford and
coauthors [1] told how this could include buying
things for a relative, which the relative then sold,
and borrowing and taking things from home.
Families with problem gambling experience a
financial burden due to problem gambling, such
as being unable to meet daily living expenses and
even experiencing the loss of a home [20]. The
economic impact also includes lacking contribu-
tion to the family’s finances, which in countries
where the welfare system has fewer resources
could have severe consequences for the family’s
financial situation [21].

4.4 Endless Adaptation

Research concerning AFMs describes life with
addiction as endless adaptation [4, 6]. The change
often emerges in layers, and addiction seems to
have been a long-standing problem before family
members understand it [16]. For example, can
parents of young persons perceive the first
changes as part of normal teenage behavior and
seek explanations other than addiction, such as
mental health problems, school problems, or past
events in family life [16]. However, the escala-
tion of the crisis often forces AFMs to relate to it,
and the time following is often described as a
long-lasting “rollercoaster” between hope and
mistrust [4]. Many AFMs try to help their rela-
tives and use lots of time and resources to get
help for the family member [19].
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Orford and coauthors ([1], p. 55) describe
three positions that AFMs worrying about fam-
ily members with excessive behavior can adopt:
“She (or he) can put up with it, or try to stand
up to it, or she can withdraw and try to maintain
her independence.” “Putting up with it”
describes a large category of actions as resigna-
tion, inaction, or accepting things as they are.
“Withdrawing and gaining independence” is
strategies such as moving away from the rela-
tive or putting distance, physical, emotional, or
both, between the relative and the family mem-
ber. Finally, “standing up to it” describes strate-
gies by which AFMs attempted to maintain
control over their living situation and change
the rules of engagement that regulated their
lives with their relatives ([1], p. 55). The authors
remind us that each way of coping shades into
others, and no distinct boundaries exist between
them.

The AFMs’ reactions to addiction often
seem more reactive than planned. They apply
what appeared to them to be the best strategy
available at any particular moment [1, 4]. Every
new strategy can initially bring hope to the fam-
ilies, but often, hope soon turns to despair when
it becomes clear that the adaptation strategy is
insufficient. AFMs may also experience a lot of
ambivalence, doubt, conflictual positioning,
and paradoxes. This ambivalence is between
protecting the family from addiction and being
the family member they wished to be, and in
idealized descriptions of family life ought to be
[13]. Conflictual positioning between trying to
stop addiction and loving and caring relation-
ships in the family creates doubts, helplessness,
and pain.

The AFMs’ understanding of the problem
often changes, involving reevaluating their
resources for helping their family members.
Eventually, many AFMs experienced painful res-
ignation upon realizing that their attempts to help
had no effect. One study described it: “It is really,
really difficult, because you don’t... Because it’s
not your problem” ([22], p. 214). Families expe-
riencing recovery from addiction may still find
that it takes time to repair trust and painful expe-
riences together [7, 13].

S.K.Lindeman and L. B. Selseng

4.5 Anlnvisible Family
Many AFMs experience loneliness and isolation.
Systematic reviews present several factors that
seem to impact this isolation [2, 4, 6]. The isola-
tion can be both self-selected and externally
applied. It can be linked to that AFMs experience
stigma in their societies, associative stigma [23],
and the AFMs may also self-stigmatize. The
stigma has an impact on whether and how AFMs
get help and support and whether they can accept
help and support. AFMs may isolate themselves
from close friends, extended family, and the com-
munity. They experience an inability to seek help
or talk to other people about their problems
because they feel that others cannot understand
their complex situation [24]. AFMs also describe
isolation inside the family because it is difficult
to speak about their problems. They may blame
each other or themselves, and their different ideas
about how the addiction should be dealt with lead
to disagreements [10].
Across countries and cultures, addiction is, to
a certain extent, perceived as a family matter.
Systematic reviews have shown how cultural,
discursive, and strong family values (such as
independence and success) can make addiction a
family secret [4, 6]. As a result, AFMs can be
concerned about what people outside the family
think. Many AFMs may feel shame and blame for
being closely related to a person with addiction
and distance themselves from social relationships
outside the family. The research literature also
describes how some AFMs experienced that sup-
port from outside “comes at a price” and felt
humiliated [24]. As one mother explained:
What can I say to my sister? He stole? I can’t say
that, I am ashamed. What can I say about my chil-
dren? Because another person will take it differ-
ently, he will look at them differently afterwards
[...] I mean my sister knows my children, she
raised them with me and she knows them, but still

I can’t say anything bad about them. The serious
stuff I have told nobody ([24], p. 330).

AFMs isolation is compounded by services,
communities, and societies often failing to help
families with addiction. In countries where the
welfare system has fewer resources and citizens
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may experience insecurity, families are left alone
because help and support are rarely available,
with severe consequences in the form of vio-
lence and crime [15, 21]. However, in countries
where services exist, AFMs face problems get-
ting help and support [1]. Systematic reviews
have also shown that AFMs sought help late in
the process, not until they were utterly exhausted
and not managing to cope with the consequences
of escalating problems [4, 6]. Moreover, AFMs
often sought help primarily for those with addic-
tion and not for themselves. AFMs found the
help was insufficient or lacking [22]. The main-
stream substance-use services did not have the
capacity or resources to offer help to family
members. There are indications that alcohol and
other drug services struggle to incorporate fam-
ily involvement into routine treatment practices.
Focusing on individual health tends to dominate
practices in the field [25]. In addition, profes-
sionals were not attentive enough to address the
problems [4, 6].

4.6 Variations: Family Position
Research with family perspectives on addiction is
often presented to include all AFMs, but it often
turns out that specific family roles and positions
are more represented than others [5, 6] (this vol-
ume: Chap. 6). The main emphasis is often on the
parents’ experiences, including the experience of
mothers more than that of fathers, while, for
example, siblings are less represented [19]. The
studies presenting the male perspective indicate
that fathers may experience stresses similar to
mothers [1]. However, in many existing studies,
the mother is the sole provider and has to cope
with several practical and economic burdens
without a public or private safety net [1, 6].
Orford and coauthors point out that the hard-
ship AFMs experience will be more significant
when the family relationship (partner, parent, sib-
ling, etc.) between the AFM and the relative is
closer. AFMs in different relationships seem to
be affected to different degrees, depending on the
closeness of the relationship and how dependent
the AFM is on the person with addiction [5]. The
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family members’ role and positions in the family
affect their experiences [2, 9]. It is also confirmed
in other types of research about families and ill-
ness. Although most people find it stressful to be
relatives of seriously ill people, the experience
will vary with their life situation and family posi-
tions (children, parents, spouse, and other rela-
tives) [26]. Different family positions imply
different degrees of responsibility and various
tasks. In most countries, it is mainly the parents
that have responsibility for the children, which
makes their position different from siblings, chil-
dren, and spouses. Parents of adult children with
addiction often extend parenthood. The parents
may also feel shame and guilt and find that the
environment holds them responsible. Parents
may accuse themselves and doubt whether they
have made the right choices while their children
have used substances.

The addiction also interrupts the balance of
romantic relationships [2]. The entire life situa-
tion of a partner to a person with addiction can
be affected. Selbekk and coauthors’ systematic
review [8] reports that partners, primarily
females, describe a family climate of conflicts
and stress. There is also a correlation between
domestic violence and addiction. Orford ([5],
p. 14) also points out that the hardship for AFMs
seems more significant in close family relations,
particularly those in which the family is charac-
terized by structural subordination with depen-
dence and several burdens. The most vulnerable
AFMs are often children, who are the least pro-
tected from the consequences of unstable living
situations and could not escape them alone. The
impact on children and different relations is
described more comprehensively in Chaps. 5
and 6.

4.7 Families with Multiple

Problems

The problems of the individual family member
can also be one of the many challenges in the
family or even a response to these challenges. A
lack of parental involvement and social support
may be part of the picture. For many families,
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addiction, such as problematic substance use, is a
multigeneration theme, and some family mem-
bers have a family history of a difficult childhood
or childhood maltreatment [27]. Familial, social,
and individual risk factors increase the possibility
of an individual developing addiction [28]. In
addition, social problems such as poverty, socio-

economic deprivation, unemployment, and
familial problems may often be present
simultaneously.

For many families, addiction has been present
among several family members [6, 16]. Parents
of children with addiction may have an upbring-
ing with parents with addiction, and some parents
may have problems themselves [6, 16]. The mul-
tigenerational theme shows a family vulnerabil-
ity, where troubles may have been part of family
life in different ways for generations. Orford ([5],
p. 14) suggests an essential hypothesis about the
impact of variation in the accumulated burden
AFMs experience. The more that an AFM lacks
financial or socioeconomical resources and the
more that an AFM faces other hardships, the
greater the burden of addiction. The more signifi-
cant the accumulated burden AFM bears, the
more challenging it is to cope with a relative’s
addiction. As Orford explains the consequences
to AFMs:

The greater the degree to which an AFM (affected
family member) is exposed to family disharmony
associated with a relative’s addiction problem, the
greater the level of AFM coping difficulty and
strain. Family disharmony, or lack of family cohe-
sion, maybe a complex concept with multiple indi-
cations. Still, a critical index of disharmony is the
presence and extent of domestic violence, includ-
ing physical violence, emotional abuse and coer-
cive control ([5], p. 14).

Families in which upbringing has been char-
acterized by turbulence and neglect, maybe for
generations, and families in which those chal-
lenges have not been present, have different
struggles and service needs. In contrast, families
with little other difficulties, good communica-
tion, strong finances, and more social support, as
well as the resources to seek help, have more
resilience to deal with the difficulties it creates
for the family. These variations call for attention
from researchers and practitioners, and more
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research is required within different societies and
societal conditions.

4.8 Variationsin Time

The AFMs’ life with addiction is characterized
by changing understanding and endless adapta-
tion. Addictions as problematic substance use
often start as a youth or young adult. They can
develop into lifelong chronic health challenges
and risk for substance use related death, but they
can also lead to recovery. For many people, it
leads to recovery, and addictions are the psychiat-
ric disorder with the highest odds of recovery
[29]. The AFMs cope differently with other fam-
ily members’ substance use at different periods
of time [30]. From a family perspective, the expe-
rience of addiction and recovery from addiction
is complex, diverse, and multifaceted. For exam-
ple, AFMs experiencing young family members
developing addiction, AFMs facing long-lasting
problems, and AFMs experiencing long-term
recovery are in very different life situations and
have a different focus.

Based on systematic reviews, a picture is
drawn of how the first years of addiction are char-
acterized by the intense seeking of help and a
need to understand the problem [4, 6]. Eventually,
AFMs lose more and more hope that help is help-
ful. Some resign and distance themselves, while
others find ways to live with the challenges. For
some, it is a lifelong struggle. One bereaved
brother described his mother’s situation as
follows:

She should not have been put in the position to
offer help. It is possible that, in the long run, your
love for your child makes it virtually impossible to
make tough decisions. This had been going on for
15 years—the same situation over and over and
over again. So, where would it end? It was very sad
when he died, but it was also a relief. I am fully
convinced that, unless a miracle happened, he
would’ve continued using for another 20 years.
And that would’ve worn my mother out com-
pletely. For me, his death was a relief without a
doubt (Lindeman et al., in press).

The dominant polarized understanding of the
addiction and recovery process is often presented
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as either a demanding process of addiction in
which the AFMs must protect themselves or as a
resolved process in which addiction and its asso-
ciated challenges are over, inviting to dualized
and short-term thinking. The aim of earlier stud-
ies has primarily been to describe the experiences
of AFMs living with ongoing addiction. In con-
trast, the long-term family recovery perspective
has been given a limited research focus [7]. There
is little research on long-term processes in fami-
lies experiencing addiction. The findings of two
recent studies point out that families’ challenges
do not end when addiction ends; for example,
doubts and relational troubles can be present for
life. Nevertheless, families in long-term recovery
are often left alone to try to make meaning of
choices made in families, the doubts they have,
the healing they need, and the possibilities for
growth and joined meaning-making may be lost
[7,13].

Variation Between Cultures
and Societies

4.9

The authors of this chapter are from Norway.
The Norwegian and Nordic contexts are charac-
terized by developed welfare schemes, rela-
tively small class differences, and more
democratic relations between women and men
and parents and children compared to other
countries. People with addictions and AFMs in
Nordic countries can expect help and support
from formal sources, although there are short-
comings in the help that is offered. This exem-
plifies how mutual influence between the
individual and society affects the experiences.
Both existing social support and help and the
expectations that it should be available may
affect AFMs’ experiences.

Recently published systematic literature
reviews [4, 6] and three decades of research
activity from Orford and colleagues [3, 5] sug-
gest how important it is to keep in mind the soci-
etal conditions of families. The included studies
in the systematic literature reviews represent
countries with different political, economic, and
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cultural situations. The authors point out that
when there is a low level of safety and security in
society and the society lacks an inclusive welfare
system, this exacerbates the lack of protection for
the substance-using family member and AFMs.
As aresult, families faced crime, threats, and vio-
lence alone, without any assistance available to
them. For some families without a safety net-
work, threats such as homicide related to addic-
tion were present daily.

Social support from other family members,
extended family and other social networks, is
essential for AFMs [5]. However, there may be
several reasons such support is not provided,
affecting the AFMs’ life situation. Cultural
notions of the family and addiction differ between
countries, and systematic reviews indicate that
there are different levels of stigma and associate
stigma in different societies [4, 6]. For example,
attachment to the nuclear and extended family is
significant in Mediterranean or Latin families
[17, 24]. Ideas of what should be handled inside
the family and what matters for society differ and
impact how accessible social network support
can be.

Orford [5] describes how in Mexico shared
cultural beliefs and values, such as that family
problems should remain inside the family and
that a wife should expect her husband to drink
and get drunk, influenced the possibilities of
social support. Also, studies from South Africa
describe complex relations between AFMs and
their neighborhoods. For example, AFMs avoided
social engagement and community events
because of the criminality of their substance-
using family member [15, 21].

Orford [5] contrasted how interviews with
Indigenous Australian AFMs show different atti-
tudes. For example, excessive drinking was seen
as a public and community affair, threatening the
group, its children, and its survival, and not sim-
ply as a private, family matter. Interviews from
Nigeria showed how extended family members,
friends, and community leaders tried to talk to
the relative with addiction to stop or reduce the
use of substances and offered moral and material
support to AFMs.
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4,10 Conclusion

This chapter reflects on the overwhelming conse-
quences family members’ addiction has on
AFMs’ lives and the commonalities and variations
in the struggles AFMs experience in managing a
demanding life situation. The focus of the chap-
ter has been mostly on substance use addiction,
but there seem to be many similar commonalities
and variations concerning gambling problem.
However, more research is needed concerning
problem gambling and families. As the system-
atic review [2] concluded, it is important to better
understand how different family members are
affected by problem gambling and how the varia-
tions could be understood.

One of the commonalities is that both AFMs
experiencing problem gambling and problematic
substance use in their families lack support and
help. AFMs’ experiences may suggest that they
were not understood in their complex landscape
of needs either from social networks or from ser-
vices. It may also indicate that implications
should be aimed not only at practice but also at
policy. Many countries still struggle to incorpo-
rate family involvement into routine treatment
practices and need better structures to include
AFMs. Family-oriented help must be readily
available when required for all phases of
addiction.

Another similarity between AFMs experi-
ences is how the experience of a family member’s
addiction difficulties is linked to the family’s
overall challenges and resources. If the addiction
is intertwined with other difficulties in the family,
such as living conditions, challenges, exclusion,
relational difficulties, and other psychosocial
traumas and difficulties, the needs of the family
are more complex and demanding. Seeing and
meeting AFMs experiences and needs in context
is, therefore, a key need, regardless of country
and the addiction challenges the individual fam-
ily member struggles with. For AFMs experienc-
ing the accumulated burden, with several
problems simultaneously, and often also multi-
generational troubles, increased awareness is
needed. An important conclusion is that complex
social problems such as addiction require global
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political attention. The most vulnerable family
members in countries with welfare systems with
scarce resources are often left on their own with-
out support.

It is also important for practice, policy, and the
public to note how much isolation, stigma, and
self-stigmatization AFMs experience. Stigma
impacts whether and how AFMs get help and
support and whether they can accept help and
support. Therefore, providing policymakers,
health-care professionals, and the general public
concerned that stigma exists with information
and increased knowledge is essential in the work
to change attitudes and remove the stigma.
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5.1 Introduction

To understand the impact of parental substance
misuse (PSM) on the lives of children, both the
associated risk factors and the protective factors
needed by children will be explored. The term
‘substance’ encompasses all drugs, both illicit
(e.g. cocaine and heroin) and licit (e.g. alcohol
and medication). Although there may be differ-
ences between substances relating to their effects
and the social and environmental factors sur-
rounding their use, the similarities of the impact
of parental drug or alcohol misuse outweigh the
differences [1]. The overall ‘core’ experience of
children remains the focus of this chapter. The
adopted term ‘parental substance misuse’ (PSM)
is purposeful, and it is important to outline the
rationale for the use of the term throughout this
chapter. The ‘misuse’ of substances refers to the
harmful effects of substance use [2, 3]. It is,
therefore, the misuse and not the use of sub-
stances that contributes to harmful behaviour [4].
The term ‘misuse’ accurately reflects the focus of
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this chapter in seeking to understand the needs of
children where PSM is causing harm in relation
to a child’s emotional, social or physical well-
being. This is not to say that all parents who mis-
use substances pose a direct risk to their children,
or that no parent misusing substances will be able
to parent successfully. However, to allow for an
accurate understanding of the needs of these chil-
dren, the negative aspects of PSM should be
identified [5].

5.2  Understanding
the Complexity of Risk
Factors from Parental

Substance Misuse

Understanding the lived experience of children
affected by PSM requires attention to the physi-
cal care needs of children and to their emotional
well-being; for example, consideration of how it
would feel for a child living with a parent who is
unable to provide consistent comfort and emo-
tional warmth [6]. For children living with PSM
there is often a continuous cycle of unpredictabil-
ity due to the visible changes in parents’ behav-
iour. The negative impact of PSM is prevalent not
only when a parent is under the influence of a
substance but also when they are experiencing
the after-effects of their use, referred to as the
‘before and after’ parent ([5], p. 114). Research
findings have evidenced that ‘child maltreatment’
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can be associated with a broad range of substance
misuse behaviours among adults, including the
neuropsychological effects of certain substances,
and the impact of acute intoxication and/or with-
drawal that affects a parent’s ability to respond to
their child’s needs [7].

An impaired parent—child relationship, cate-
gorized by low emotional warmth and parental
involvement with their child, can impact on a
child’s emotional, physical, social and academic
progress [8]. The relationships between PSM and
a child’s experience of negative parenting behav-
iours is explored in a study with participants aged
15-24 [9]. The findings conclude that PSM led to
a decrease in positive and an increase in negative
parenting behaviours. The negative impact of
substance misuse on parenting behaviours
included coercive control, harsh discipline and
lower levels of parental involvement [9].

Prolonged and ‘heavy’ use of substances by
parents is associated with a ‘chronic failure’ to
respond and meet their children’s basic physical
and emotional needs ([7], p. 52). Research has
also highlighted the impact of specific substances
on parenting and the connection between PSM
and a decrease in positive parenting behaviours.
Central nervous system (CNS) depressants, such
as heroin and alcohol, can result in states of
extreme drowsiness and impaired concentration,
whereas CNS stimulants such as amphetamines
and cocaine can be associated with states of agi-
tation and restlessness [10]. Prolonged substance
misuse has also been noted in the literature as
resulting in heightened levels of mental health
symptoms such as suspiciousness, hostility and
delusional beliefs [10].

The negative impact on children living with
PSM is brought to the fore by the emotive
accounts shared by children of their experience
of PSM [11]. Children shared feeling unsafe at
home, not just because of PSM but also because
of the adults whom their parents associated
with, who in some cases ‘treated them badly or
exposed them to drugs and drug paraphernalia’
([11], p. 3). The compounding issues of family
conflict, poverty, neglect, isolation, family sep-
arations, secrecy and fear, alongside PSM, evi-
dence the multiple risk factors experienced by
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children [11]. The impact on children’s lives
and their need to be ‘strong’ to endure such
hardship is emphasized by Moore et al. ([11],
p-7):

The young people were strong and resilient but

also vulnerable. They had survived and were still
trying to survive through tough times.

In a study by Barnard and Barlow ([12],
p- 51), children identified a range of behaviours
that had ‘puzzled’ them, including experiencing
parents’ bad temper and parents being too busy
to spend time with them. Children reported
knowing when their parents were in another
room taking drugs, and many had witnessed
parents injecting drugs [12]. The extent of chil-
dren’s knowledge of PSM and the difficulties
within their family can be seen in a study by
Galvani [13]. Children aged 10—15 who partici-
pated in the study were acutely aware of their
parents’ substance use. The emotive accounts
by children illustrated their knowledge, insight
and understanding of substances and of predic-
tors of harm and violence [13].

For many children, their experience of PSM is
of parents being physically absent, not just in
another room but being away from the family
home for prolonged periods of time, leaving chil-
dren with feelings of uncertainty, fear and not
knowing when their parent will return, as por-
trayed by a child aged 12:

Then the other time was when I was poorly [...] 1

was left by myself for like 4-5 hours [...] it was

making me really sad because I was just looking

out the window and she wasn’t there and so it made
me a bit upset ([6], p. 4).

A key message from the research is that when
parents struggle to manage their substance use,
they often struggle to implement effective posi-
tive parenting behaviours. The impact on chil-
dren is a lack of consistent parenting, exposure to
irrational behaviours and living in a chaotic envi-
ronment [14, 15]. Managing a child’s behaviour
and responding to their emotional needs requires
parents to have intrinsic motivation and emo-
tional regulation, which is arguably incompatible
with PSM and varying states of withdrawal [16].
The negative impact of a home where parents’
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behaviour is unpredictable, marred with height-
ened threats of violence towards them and of wit-
nessing domestic abuse, is profoundly shared by
a child aged 7:

It’s not very nice or right for a kid to see it ([6],
p- D).

5.3  The Burden of Secrecy

The association between PSM and children’s
experience of keeping family secrets and of
parental denial has been referred to in literature
as the ‘elephant in the room’. The substance is
the elephant in the room that nobody within the
family talks about, despite its large presence and
which can become the focus of investigation by
professionals, while the needs of the children
remain hidden [17].

A report by the Children’s Commissioner for
England [18] explored the lives of children aged
6-19 years, living in households where PSM,
domestic abuse and mental ill-health coexisted.
Children reported feeling unable to speak out, to
seek support and, when professional support
was offered, they often felt the focus was on the
needs of their parents [18]. Similarly, a study
asked 15 young people aged 11-17 to share
their perspectives on how substance misuse
affected their families [11]. The findings from
the study revealed that the lives of young people
living with PSM were marred with a deep sense
of stigma and social isolation because of the
need to conceal PSM [11]. The findings echoed
other studies where children had recalled their
experience of living with PSM and the acute
burden they felt about concealing PSM. Children
spoke of the importance of keeping secrets
within their family but especially with ‘outsid-
ers’ ([12], p. 51).

The challenge for professionals attempting to
support children affected by PSM is that families
who may be in most need of support, may also be
the families most reluctant to be contacted. This
can further exacerbate the feeling of isolation
children experience, leaving them to carry the
burden of secrecy for longer [19].
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Research has identified that where PSM and
domestic abuse coexist, there is a debilitating
impact on the capacity of parents to meet their
children’s needs [14]. The study by Holland et al.
[14] illustrates the challenges faced by parents
attempting to manage their substance misuse and
meet the needs of their children. Common factors
included domestic abuse, frequent home moves
to escape violent partners, experiences of poverty
and ‘the stories told by mothers wove strands of
abuse and neglect in childhood’ ([14], p. 1503).

The negative impact and strain on children liv-
ing under considerable stress due to PSM and
domestic abuse, often for prolonged periods of
time, is evident in a cross-European qualitative
study [20]. Witnessing distressing incidents had
left children at best feeling sad and angry, but for
many (36% of 57 children aged 12—18 years) the
impact of their exposure to PSM and domestic
abuse was a causal factor in children reaching
clinical levels of mental health concern [20].

The connection between PSM and domestic
abuse, and the impact on children, was further
evidenced in a study that found all 13 children
(aged 1218 years) who participated had experi-
enced hearing fights or having witnessed a parent
being hit, or had been hit themselves when trying
to protect another family member. The children’s
experiences of living in a household where PSM
and violence coexisted was depicted as a life of
fear, isolation, stress and feelings of being
unloved [21].

It is important to consider that children’s
experience of PSM and violence within the fam-
ily home is not always linked to domestic abuse,
as threats of violence and exposure to violent
behaviour can be related to drug debts, further
compounding children’s experience of unpredict-
able and frightening adult behaviour [6]. The
negative impact on children’s emotional health
due to their unpredictable home environment is
documented within domestic abuse literature.
The term ‘hypervigilance’ is adopted to describe
the symptoms experienced by children who have
been exposed to domestic abuse: they include an
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‘exaggerated startle’ response, ‘nightmares and
flashbacks’ ([22], p. 153).

Children who have been exposed to repeated
incidents of domestic abuse, where their home is
no longer a ‘safe haven’, and ‘marred by danger’
also have difficulty regulating their emotions,
due to constantly being on alert to possible dan-
gers ([22], p. 152). The negative impact on
children’s emotional health due to unpredictable
and frightening adult behaviour can be found in
domestic abuse literature but is largely absent in
PSM literature. There is a need to understand the
negative effect PSM can have on children’s emo-
tional health, in relation to hypervigilance and
children’s experience of the perpetuating cycle of
uncertainty [6].

5.5 Understanding PSM
and the Risk of Contextual

Safeguarding

Understanding the risk of contextual safeguard-
ing is an important consideration when seeking
to understand the needs of children living with
PSM. Contextual safeguarding is defined in UK
safeguarding legislation as ‘extra-familial threats’
outside of a child’s home. The threats outlined
include children being vulnerable to exploitation
by criminal gangs and children being victims of
sexual exploitation ([23], p. 22).

When children are faced with a perpetuating
cycle of uncertainty, unpredictability, danger and
inconsistent parental warmth and care at home,
there is a risk that they will endeavour to meet
their emotional needs elsewhere. This increases
the risk to and vulnerability of children being vic-
tims of child sexual exploitation (CSE) and/or
child criminal exploitation (CCE) [24]. An
important consideration of the impact of PSM on
children is the timing in terms of their age, devel-
opment and the accumulative impact over years
of exposure, all of which can lead to further vul-
nerability. This is of significance when consider-
ing children who are older and at risk of CSE/
CCE, especially if they are viewed as being inde-
pendent, ‘self-governing’, and perceived to have
agency and choice in risk-taking behaviour [24].

H. Todman and S. Galvani

The key message is that the risk factors associ-
ated with PSM do not reduce as children grow
older, they simply change [6].

5.6 Understanding the Impact
of Prolonged Exposure

to PSM

Pivotal to understanding the long-term impact on
children exposed to PSM, associated risk factors
and emotional and physical health problems in
adult life is the study of adverse childhood expe-
riences (ACEs). One study categorized ACEs
into seven forms of abuse: ‘psychological, physi-
cal, sexual, household dysfunction, substance
abuse, mental illness, mother treated violently
and criminal behaviour in the household’ ([25],
p. 248).

Children’s exposure to ‘substance abuse in the
household’ was the most prevalent of all seven
categories of abuse, with 25.6% of the respon-
dents experiencing this ACE [25]. The study con-
cluded that children who experience four or more
ACEs are more likely to suffer long-term adver-
sity in relation to physical and mental health, as
well as the risk of developing substance misuse
problems in adulthood [25]. The findings from
this seminal ACEs research are mirrored in sub-
sequent research, drawing parallel conclusions
regarding the correlation between adversity in
childhood and negative outcomes, including poor
mental health and substance misuse in adulthood
[26].

A longitudinal study conducted in Finland of
63,639 children born in 1991 who were fol-
lowed until their 18th birthday found that both
maternal and paternal substance misuse were
significant predictors of mental disorders and
harmful substance use in children aged
13-17 years [27]. Findings from an Italian study
of 15 young adults (aged 18-24) experiencing
substance misuse problems also concluded that
young people experience more severe neuropsy-
chological impairments such as clinically diag-
nosed anxiety, depression and poorer cognitive
function, where PSM was present during their
childhood [28].
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Though the studies of ACEs have provided
clear evidence of the correlation between adver-
sity in childhood and poorer mental and physical
health in adulthood, they do not provide insight
into and understanding of the child’s wider envi-
ronment and the compounding impact of social
inequalities upon them. As Asmussen et al. ([29],
p- 4) propose, ACEs ‘do not occur in isolation’
because the prevalence of ACEs increases for
children who experience poverty and depriva-
tion: the narratives around ACEs need to reflect
that.

5.7 Understanding Protective
Factors and Strengthening

Resilience

Whilst it is important not to shy away from the
negative realities of the lives of children living
with PSM, it is also important to recognize that
there may be significant protective factors in chil-
dren’s lives, which can act as a buffer against the
risk factors they experience from PSM or other
‘addictive’ behaviours. Protective factors are rec-
ognized in research as being of vital importance
when considering the needs of children affected
by PSM [30].

The concept of resilience is often inextricably
linked to research relating to protective factors in
childhood. Newman and Blackburn ([31], p. 1)
simplify the clinical definitions of resilience and
suggest resilience is: a child’s ability to ‘bounce
back from adversities’. Sattler and Font ([32],
p- 3) suggest protective factors can be identified
at multiple levels: these include familial factors
such as ‘nurturing and cognitively stimulating
parenting’; but they also include community fac-
tors including living in a positive neighbourhood
and experiencing ‘social cohesion’.

Although protective factors are important,
their existence in a child’s life does not necessar-
ily equate to reduced risk, or risk factors being
cancelled out [33]. It is therefore the role of pro-
fessionals to support families to reduce risk fac-
tors and help to nurture and develop protective
factors, which can strengthen a child’s
resilience.
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5.8 Thelmportance of Parental

Warmth

A significant protective factor in the lives of chil-
dren is the presence of consistent parental warmth
in childhood. Parental warmth supports children
to develop their resilience and their ability to
regulate emotions, thus reducing the risk of chil-
dren developing behavioural problems in adoles-
cence [34]. Rothenberg et al. ([35], p. 837)
explain the concept in relation to the ‘accep-
tance—rejection theory’ and state that ‘humans
have developed the need for warmth from their
caregivers’ and experiencing parental warmth
may serve as a ‘universal protective factor’ for
children. Their international study, across 12
countries including the USA, Kenya, China and
European countries, included 1,298 children
aged 8-14, who completed a youth self-report
behaviour checklist. The study concluded that
parental warmth protects against the ‘emergence’
of children’s internalizing and externalizing
behaviours ([35], p. 848).

5.9 The Role of Safe and Trusted

Adults

Some protective factors stand alone in their sig-
nificance, such as having a parent at home who
does not misuse substances or having a positive
bond with at least one adult in a caring role, for
example grandparents or older siblings [30, 36].
For children who live with PSM, trusted adults
such as a grandparent who lives outside of the
family home can provide a much-needed break.
This safe place provides respite for children and
is a significant protective factor [30, 37].

Having support inside and outside of the fam-
ily home is key to helping children feel they are
being ‘looked-out for’ and to feel less isolated
[37]. It is evident that family relationships play a
pivotal role in helping to secure and shape a
child’s safe base, affording children the best
opportunity to develop positive emotional health
and well-being [5]. However, what is assessed as
a protective factor for one child may not be a
protective factor for another. Not all families
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play a significant role in safeguarding children,
as the identified trusted adult may become
embroiled in the difficulties associated with the
parent’s substance misuse and thus the focus
may return to that of the adult and not the child
[38].

Children who experience PSM need multiple
protective factors in order to become resilient
both within and outside of their family [6].
Positive and nurturing adult relationships in a
child’s life when they are growing up and living
with PSM play a vital role in preventing the
harmful effects of PSM. Sources of protection
need to be understood from the child’s perspec-
tive; listening to children to understand who
they feel they can trust and confide in is crucial
[6]. Alongside positive familial relationships,
children also benefit from support from profes-
sionals such as teachers and social workers.
This support must not be time-limited, to afford
a child the opportunity to recover from the web
of risk factors they have experienced, many of
which will have been severe and enduring, as
depicted by a child aged 7 ([6], p. 13):

I know I've said this loads of times, but just talking

to people [can help]. Probably if I couldn’t talk, I'd
just be upset all the time.

The presence of safe, stable, nurturing and
trusted relationships is vital in mitigating the
harmful effects of childhood adversity and in the
recovery from such adversity [26]. The impor-
tance of children’s connectedness to trusted
adults is also recognized as a significant protec-
tive factor in reducing the risk for children who
are vulnerable to child sexual and criminal
exploitation [39].

5.10 Conclusion

This chapter has presented findings from the
international literature in seeking to understand
the experiences of children living with parents
who misuse substances. The findings illustrate
the web of risk factors, which can be multiple,
severe and enduring for children of all ages. The
need for children’s voices to be heard, to reduce
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the risk of isolation and to alleviate children from
the burden of secrecy are reaffirmed. The connec-
tion between the impact of PSM on older chil-
dren (teenagers) and the risk of contextual
safeguarding concerns evidence that the com-
plexity and severity of experienced risk factors
do not reduce as children grow older, they simply
change.

The multiple, unpredictable and enduring risk
factors suffered by children, both within their
immediate and wider environment, require the
presence of multiple protective factors. While
protective factors cannot erase risk, the absence
of multiple layers of protection for children will
undoubtedly exacerbate the negative impact of
PSM on the lives of children. This chapter has
presented the need for children to have trusted
adults, adults who can provide safety, warmth
and nurture in the most difficult of times. It is the
presence of these vital trusted relationships that
can act as a buffer against risk factors to afford
children the opportunity to recover from adver-
sity and become resilient. Significantly, a multi-
layered protective system for children living with
PSM is more than simply providing children with
the ability to merely survive; they need the oppor-
tunity to thrive.

Commissioners, policymakers, educators and
service providers need to listen and respond to
the needs of children living  with
PSM. Recommendations for policy and practice
are presented in Chap. 23.
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Historically, family members of patients with
addiction have not been seen as an affected party,
but rather as pathological in their own regard
(e.g., codependent), and occasionally colluding
with the patient’s maladaptive behaviors.
However, since the emergence of a stress—strain
perspective in the early 1980s, clinical research-
ers also started looking at family members’ dis-
tress as a consequence of the so-called spillover
effects of addiction on surrounding people. In
fact, relatives of individuals with addiction are
generally forced to deal with personal, relational,
social, and/or economic costs deriving from the
relative’s addiction. Indeed, research in this field
has produced mounting evidence that family
members of patients with addiction do experi-
ence hardship and increased risk for mental and
physical ill-health [1]. Factors buffering or ampli-
fying the impact suffered by family members
exist: family members’ individual attributes (e.g.,
personality, resilience, age), type and severity of
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addiction, or the global functioning of those with
addiction can and do shape the occurrence of spe-
cific stressors in the family, along with family
members’ capacities to appraise and cope with
such stressors.

Along this line, this chapter will provide an
overview on the effects that addiction may have
on family members (for a review, see also [1]).
Rather than focusing on family members as a
homogenous group, this summary reports quanti-
tative research findings related to individuals
holding specific relationships with the subjects
with addiction: offspring, partners, and parents.

6.1 Offspring

Several studies documented effects on offspring.
Among them, many recent findings focus on
morbidity, indicating exposure to parental alco-
hol or substance use as a risk factor for develop-
ing psychiatric and medical conditions. For
example, children aged 0-7 with substance-
abusing mothers were found to be more often
hospitalized because of injuries and infectious
diseases than other children [2]. Longitudinal
analyses indicate that exposure (vs. non-
exposure) to parental alcohol or substance use is
related to increased psychiatric morbidity in off-
spring [3-5]. Excess psychiatric morbidity
between 15 and 25 years old was found to be
particularly high for children exposed to paren-
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tal alcohol or substance use at earlier develop-
mental stages (i.e., before 9 years old) or in case
of repeated exposure [5]. Longitudinal studies
also show that offspring of people with sub-
stance use are at particularly high risk for devel-
oping alcohol or substance use disorders
themselves [3] and for earlier onset of such dis-
orders [4]. This risk increases even further
across the lifespan when more than one parent
has an alcohol use disorder [6]. Alcohol and
substance using parents also have children with
higher risk of conduct and attention deficit/
hyperactivity disorders, mood, anxiety, and psy-
chotic disorders [3, 4], and with earlier onset of
depressive and anxiety disorders [4]. In other
words, risk is not limited to substance use but
broadly encompasses internalizing and exter-
nalizing psychopathology and even global med-
ical conditions.

Beyond official diagnoses, studies have also
shown that children of substance or alcohol using
parents manifest broader impairments in cogni-
tion and emotion, and subthreshold psychologi-
cal disorders [7]. For instance, Rochat and
colleagues [8] found 7- to 11-year-old children of
caregivers with problematic alcohol use to have
lower cognitive performance compared to chil-
dren of nondrinking parents, along with higher
mean scores for psychological problems.
Offspring of individuals with a lifetime history of
alcohol use also manifested higher negative emo-
tionality [9]. Moreover, the severity of parental
substance use was associated with both off-
spring’s negative moods and physical and psy-
chological symptoms [10].

While studies are mostly concordant on the
negative emotional impact of parents’ substance
use, some studies found more mixed or even
seemingly positive correlates in offspring. For
example, parents’ lifetime history of drug use has
also been independently associated with higher
social potency in adolescence, an aspect of posi-
tive emotionality [9], while adolescent social
adjustment was found to be unaffected by the
severity of parental alcohol use [10]. Also,
although parental drinking was related to off-
spring retrospectively reporting higher family
disharmony and childhood problems than con-
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trols, studies also found adult children of sub-
stance users to be equal to controls in current
levels of adult adjustment (e.g., purpose in life,
relationships quality), self-esteem, and locus of
control [11, 12].

These findings suggest that the strength and
duration of the effects of substance use on chil-
dren may depend on the complex interplay of
several risk and protective factors. Indeed, a
recent systematic review, although limited to
children of “alcoholic” parents, summarized four
classes of intervening factors: individual, paren-
tal, familial, and social [7]. To name a few, the
review suggests that children of alcohol using
parents are more severely affected when they are
temperamentally more difficult and exposed to
parental alcohol use earlier in life (individual fac-
tors), when global parental abilities are more
compromised (parental factors), when the sever-
ity of alcohol consumption and the number of
alcohol using parents are higher (familial fac-
tors), and when external support is lacking (social
factors).

6.2  Partners

There are several studies that focus on the diffi-
culties experienced by partners of individuals
with either subthreshold or diagnosed alcohol/
substance use. Most of the times, evidence
comes from women’s reports, partnered with
substance using men [1]. This certainly mirrors
the higher prevalence rates of addiction in men
compared to women; however, it is of note that
the gender gap in substance use seems to be nar-
rowing recently [13], suggesting that research
data cannot yet offer a comprehensive view of
this topic.

In a series of studies conducted in India [14,
15], where wives tend to be the primary care
providers to their substance using husbands,
most wives of patients with a diagnosed sub-
stance use disorder have been found to suffer
from moderate to severe levels of burden of
care. The concept of burden indicates how fam-
ily members who take care of any vulnerable
relative (e.g., substance users, elderly, people
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with disabilities) experience a deterioration in
health and quality of life. The studies mentioned
above measured burden as a blend of several
aspects, including but not limiting to excess
economic costs, disruption of family interac-
tions and leisure time, and physical and mental
problems (objective burden), as well as the dis-
tress associated with these difficulties (subjec-
tive burden). In these studies, the highest levels
of burden were found in case of patients’ heroin
use (compared to alcohol), patients’ lower level
of education, and wives’ younger age [14], as
well as patients’ broader medical and social
impairment [15].

Unsurprisingly, heightened levels of burden
have also been associated with reduced mental
health and quality of social life in individuals
who perceived their partners to have a problem
with alcohol or substance use. For example, a UK
study found that higher perceived difficulties in
relating to a partner with a drinking problem
were associated with greater psychological dis-
tress in women [16]. Moreover, US women
reporting concern over a partner’s substance use
also described overall poorer social adjustment
compared to controls [17], including arguments
at work, quality of leisure time, or arguments and
relationships within the family.

A further consequence associated with living
with a substance using relative is the risk of
being subject to violence: in fact, the link
between substance use and violent behavior is
generally quite established, although variably
explained. On the one hand, acute and chronic
intoxicating effects on neuropsychological
functioning and inhibitory control can result in
heightened aggression; on the other hand, sub-
stance use could share common causes with
aggressive behavior (e.g., antisocial tendencies)
or exacerbate preexisting aggressive predisposi-
tions [18]. As an example, a US case—control
retrospective study [19] showed that partner’s
problematic drinking not only determined and
eightfold increase in the likelihood of intimate
partner violence toward women but also resulted
in a twofold increased risk of femicide or
attempted femicide compared to the one associ-
ated with nondrinking partners.
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6.3  Parents

Despite the relatively limited research findings,
an alcohol/substance using child can be distress-
ing and disrupting for parents’ life. In a recent
study by Richert and colleagues [20] conducted
with a sample of more than 600 parents of sub-
stance using children—the majority of which
were mothers—around 85% of parents described
their child’s substance use as having negative
consequences to a great or very great extent on
their lives. This included impact on their social
and relational life and on their mental health and
emotions: more than 90% of parents believed to
have been greatly affected emotionally, experi-
encing powerlessness and grief, and—to a lower
but still high extent—guilt and shame in relation
to their child’s substance use.

Interestingly, Oreo and Ozgul [21] demon-
strated that average levels of trauma-related dis-
tress and grief in parents (again, mostly mothers)
of substance using children were similar to those
reported in previous scientific literature by family
members of patients with a serious mental ill-
ness. More than half of the parents enrolled in
their study showed clinically relevant psychiatric
symptoms (e.g., somatic, anxiety, depressive
symptoms). Moreover, grief was related to
greater distress and life disruption, lower mental-
health, and reduced family cohesiveness, sug-
gesting a central role of this emotion in parents’
reactions.

Alike partners, parents of substance users can
also be subject to violence. In fact, the contribu-
tion of substance use to child-to-parent abuse is
still open to investigation: on the one hand, a rela-
tionship between children’s substance use and
violence perpetrated against parents is frequently
reported in the literature; on the other hand, the
strength of this relationship is unclear and may
depend on intervening factors, such as gender
and different types (e.g., substance used) and pat-
terns (i.e., severity and proximity in time) of sub-
stance use [22]. Among others, cross-sectional
investigations conducted on a large Swedish
sample [23, 24] demonstrated that, in parents of
adult children with alcohol or substance using
problems, there was a 40% prevalence of lifetime
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exposure to property damage [24] and up to 50%
prevalence of lifetime exposure to property crime
(i.e., being stolen things from children). Parental
victimization to physical violence at some point
in life was less but still common (around 20%)
[24]. These studies also indicate a number of
intervening characteristics: a current active sub-
stance use in the child was related to higher like-
lihood of past-year property damage and property
crime [23, 24], while longer duration of sub-
stance use was related to higher likelihood of /ife-
time property crime [23].

6.4 Comparisons by

Relationship Status

While the studies reviewed above focused on
specific family relationships, most existing stud-
ies investigated the impact of substance use on
samples of mixed family members, with different
relationships to the user(s). These studies were
very rarely designed to offer comparisons in
stress and strain between relationships statuses
[1]. In spite of this, a few of them still offer some
information and report direct between-group
comparisons, especially when it comes to the
partners vs. parents distinction.

As to the stressors, there is some evidence that
partners are subject to more violence than parents
[25]. On the other hand, mothers and fathers were
found to have greater lifetime financial and legal
problems compared to partners [26]. Yet, depend-
ing on the study, current financial problems were
either greater in parents [27], or in partners [26],
or equal across the two groups [25]. Moreover,
Kirby and colleagues [26] also noted that the dif-
ferences between partners and parents in lifetime
legal and financial consequences were only sig-
nificant for relatives who did not live with the
substance user: living in the same household may
therefore somewhat flatten differences in finan-
cial and legal burden. Finally, it is also important
to note that there is no evidence of significant dif-
ferences between partners and parents in other
dimensions of perceived stress, including emo-
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tional problems, family problems, health-related
problems (mental and physical), or social and
occupational ones [25, 27]. In addition, Rafiq and
Sadiq [28] found no significant difference in
caregiver stress across wives, adult daughters,
and sisters of substance users, and Mattoo and
colleagues [29] report no difference between
wives and other relatives of substance users in
their levels of objective burden (e.g., financial
burden, disruption of family routine).

As to the measures of strain, there again seems
to be little evidence of an impact of relationship
status on these outcomes, although few direct
comparisons are available in mixed-family-
member studies. For example, some studies
found partners and parents to be equal on mea-
sures of health-related quality of life, happiness,
or frequency of physical and psychological
symptoms [27]. Beyond the parent—partner com-
parison, no difference emerged between wives,
adult daughters, and sisters of substance users in
either perceived substance-related stigma or
mental health [28]. Additional studies with adult
family members failed to identify significant dif-
ferences by relationship status in symptom-
related distress, hopelessness, concern [30], or
global subjective burden [29].

Overall, it seems that differences in family
members’ experiences may be better explained
by more prominent factors that overlap with rela-
tionship status. These include, for example, the
living arrangement of the person with substance
use [26]. In fact, multiple studies agree that fam-
ily members living with the substance users (vs.
independently) report greater life problems [20,
25], more frequent exposure to antisocial behav-
ior in the past year [23, 24], and greater psycho-
logical distress [31], namely higher levels of both
stress and strain. After all, living with the sub-
stance user more likely leads to taking on an
active caregiving role, including setting up lay-
persons’ strategies for controlling the relative’s
substance use, participating in formal treatment,
and investing emotionally in the perspective of
remission, therefore being highly affected by
events of relapse.
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6.5 Critical Remarks and Future

Directions

As shown, there is limited evidence of significant
differences on the effects of addiction on family
members depending on their relationship with
substance users. However, a few more specula-
tive thoughts can be advanced on this matter.
Even in the absence of direct children—adult com-
parisons, it is interesting to note that several stud-
ies on offspring target and highlight increased
psychiatric morbidity in children [3-6], with a
heightened risk persisting in the long-run and
especially in case of earlier exposure [5, 7]. On
the other hand, research on adult family members
mostly focuses on broader emotional and objec-
tive distress related to caregiving, although evi-
dence of excess morbidity in adult populations is
also available [32]. In this sense, it is reasonable
to expect underage children—due to their greater
sensitivity, vulnerability, and dependence upon
the parent(s)—to be subject to more disruptive
consequences of addiction compared to adult
relatives. In particular, offspring may face higher
risks for persistent psychopathological outcomes,
beyond the sole caregiving burden. On the con-
trary, adult family members could most likely
incur in stress- or trauma-related conditions that
are more related to their direct involvement in the
management of the substance using relative. In
this regard, it is also of note that living with the
person with addiction—which is in fact associ-
ated with increased distress—is most likely inev-
itable for the underage child, while an adult
family member may rely on higher degrees of
and opportunities for independence and
freedom.

These differences between adults and under-
age children, however, will need confirmation by
novel research. In fact, methodological issues
make such comparisons potentially hazardous.
First of all, as a general remark, research target-
ing family members can be highly heterogeneous
in terms of severity and types of addiction, sam-
ple size of affected family members, and also
recruitment strategies: for example, family mem-
bers have been recruited both from the general
population and from clinical groups, enrolled in
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formal family support and treatment programs,
who can be expected to be more severely affected
and distressed. This large degree of heterogeneity
and lack of systematic mapping of intervening
factors can limit the clarity of research findings,
let alone the conclusions pertaining fine compari-
sons between relationship statuses.

In addition to this, it is important to note that
most studies on adult family members rely on
cross-sectional designs, only providing a static
frame of the phenomenon [1], while more longi-
tudinal data seem to be available only on children
of alcohol and substance users. However, addi-
tional longitudinal studies would be needed for at
least two reasons. First, more general for this
field of research, is that only longitudinal evi-
dence can guarantee an assessment of family
members’ preexisting levels of functioning,
therefore precisely indicating whether distress
and psychopathology are exacerbated, or rather
generated, by a relative’s addiction (see also
below for a discussion of individual differences).
The second reason, more specific to the investi-
gation of differences by relationship status, is
that longitudinal studies are essential to compare
the long-term consequences of addiction across
groups of family members (e.g., adults vs.
offspring).

When looking at these comparisons, one
should also consider the possibility that studies
with different populations select different out-
comes in the first place. For instance—inspired
by varying degrees of developmental consider-
ations—researchers may tend to focus a priori on
psychiatric morbidity (i.e., diagnoses) when
studying underage offspring and on subthreshold
distress or caregiving burden when targeting
adult relatives. This upstream selection of out-
comes results in uneven research findings and
does not allow for definitive group comparisons.

Whether cross-sectional or longitudinal, it is
important to note that current research still needs
to dispel doubts on the specificity and mecha-
nisms of the spillover effects of addiction.
Furthermore, these mechanisms may differ
across different relationship statuses. In children,
it seems that both internalizing and externalizing
disorders can derive from exposure to a parent’s
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addiction, indicating somewhat unspecific
heightened risk for mental distress. At the same
time, the pluri-confirmed accentuated risk of
developing alcohol or substance use suggests
specificity in the impact of parental addiction on
children’s functioning. As to the mechanisms by
which difficulties are transmitted from parent to
child, they may as well be highly kaleidoscopic.
In fact, high risk in a child of a substance user can
be due to reduced parental sensitivity to infant
signals [33], indicating that the detrimental
effects of parental addiction on children may be
indirect (mediated by reduced parenting capaci-
ties). At the same time, the socialization with
alcohol or other substances could also directly
explain offspring’s increased risk for substance
use disorder. Finally, third variables may account
for both parents’ and offspring’s psychiatric risk
(e.g., common genetic vulnerabilities) [34].
Direct, indirect, and confounding effects are also
not necessarily conflicting, as these mechanisms
can have summative and multiplicative effects on
the final outcomes.

As for the specificities and mechanisms gen-
erating strain in adult family members, particu-
larly partners, the gene vs. environment debate
is possibly less relevant, although the issue of
individual differences remains of crucial cen-
trality, in line with the implications of a broad
stress—strain-coping perspective. Ways of cop-
ing with a relatives’ addiction, for example, can
depend on family members’ social and psycho-
logical resources, including defensive strate-
gies, attachment styles, personality traits, and so
on. While the stress—strain-coping perspective
fostered a lot of research in this sense, the high
prevalence of cross-sectional designs is again
limiting our understanding of the dynamic
mechanisms linking addiction with a relative’s
strain. In other words, studies to date only
scratched the surface of all the possible inter-
vening factors that shape the effects of sub-
stance use on all types of family members. This
is probably also the reason why negative effects
on family members, though very likely, are not
deterministic, with a few studies also reporting
good adjustment in family members (e.g., in
children of substance users).

M. Di Sarno et al.

One last aspect to consider stands in comor-
bidity. It is of note that disorders of addiction are
frequently comorbid with other psychiatric con-
ditions. Among them, personality disorders (PDs)
are quite common in substance using patients,
especially Cluster B PDs: a recent review [35]
suggests that the prevalence of PDs ranges from
34.8% to 73.0% in patients with substance use.
Several studies demonstrate that PDs drastically
reduce patients’ global functioning and put rela-
tives at high risk for negative psychological con-
sequences, such as harsh punishments and
intrusive behaviors toward offspring [36] or
increased psychological distress in both parents
and partners [37]. Research should therefore also
aim at disambiguating the spillover effects of
addiction from those deriving from comorbid
conditions that also have known negative conse-
quences on different family members.

6.6 Conclusion
While understanding the effects of addiction on
family members is a matter of high complexity,
spillover effects of substance use can hardly be
overlooked or reduced to chance. Offspring are
subject to increased psychiatric morbidity,
including increased risk for addiction but extend-
ing to several internalizing and externalizing
problems. Partners report high levels of subjec-
tive burden, experience reductions in global
adjustment, and are more likely to be victims of
violence and lethal aggression. Mothers and
fathers experience negative emotional reactions
(e.g., grief), heightened psychological distress
and, again, can be exposed to aggressive behav-
iors, both against themselves and their goods.
While there is limited evidence that relation-
ship status explains major differences in stress
and strain, findings suggest that the level of inti-
macy with and proximity to the person with
addiction are instead relevant factors. Overall,
limiting spillover damage is an important chal-
lenge with public health implications. Targeting
affected family members reduces the societal
cost required to take care of the excess physical
and mental difficulties of this population.



6

Impact on AFMs: Relationship

Prevention with at-risk offspring is particularly
relevant to reduce the long-term consequences
and costs of parental addiction, including costs
for future treatment. Ad hoc support, informa-
tion, and treatment for partners and parents can
help them develop effective coping strategies to
reduce the risks of strain and victimization.
Meanwhile, research will have to advance to
detail the specific short- and long-term risks
associated with relationship status to the user,
their determinants, and the risks and protective
factors implied.
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7.1  Introduction

Many chapters in this book examine the impact
on families and individual family members
caused by them living with or being part of a
family where someone exhibits problematic or
addictive-type behaviour in relation to their use
of alcohol or illicit drugs or gambling. In many of
these chapters, whilst variations in the effects that
these addictive-type behaviours are mentioned,
there is an assumption that the similarities in neg-
ative effects are far more striking than are the
differences.

In many ways, this is a strange conclusion.
The range of different substances or behaviours
that can lead to addiction-type disorders is very
wide, and there is very significant variability
along many domains, as outlined below. That
being the case, it certainly should not be assumed
that, if the behaviour of a problematic user is
highly variable depending on the substance or
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behaviour that is used, the negative effects on the
family would be consistent.

That variability between substances and
behaviours is quite marked. So, whilst it is cor-
rect that there are some similar symptoms (such
as craving, continued use despite problems, and
narrowing of one’s life towards the specific
behaviour), it is also the case that there are very
different psychosocial and health-related con-
sequences for the user, depending on the sub-
stance or behaviour. These include great
variation according to availability (e.g. legal vs.
illegal substances or behaviours), pharmaco-
logical properties (e.g. stimulating vs. sedating
effects), associated behavioural problems (e.g.
increased aggressiveness vs. indifference), stig-
matization (especially high in illicit drug users),
preferred route of administration (injection,
smoking, inhaling, oral ingestion, different
types of gambling—slot-machine, casino, etc.)
and health risks (e.g. pharmaceutical window,
risk of overdose, long-term toxicity) to name
just a few. In addition, even for the same sub-
stance or behaviour, addiction-type problems
vary according to severity (e.g. in the DSM-5,
substance use and related disorders are classi-
fied as mild, moderate and severe). An over-
view of the complex interrelationship between
type of substance, route of administration and
somatic and psychosocial associations that may
impact family members can be found in
Fig. 7.1. Please note that arrows do not indicate
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Fig. 7.1 Mechanisms
of action and
consequences of drug
use. (Modified according
to [1])
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causal relationships and that all components
interact with each other.

There are even more areas of variability.
Different forms of addiction-type problems are
reported to start at different ages, with internet-
use disorders often starting at a very young age,
whereas prescription drug problems often devel-
oping in older age groups. There are large soci-
etal and cultural variations regarding the
prevalence rates of these disorders. And psycho-
social  vulnerabilities towards developing
addiction-type problems (such as impulsiveness
and family cohesion) differ between different
types of addiction [2].

This chapter, then, will examine the relatively
small number of research reports where differ-
ences in effects on the family or on individual
family members are reported, depending on the
substance or the behaviour, which is related to
the relative’s addiction-type problem.

As can be seen in the chapters of this hand-
book, addiction-type problems affecting signifi-
cant others usually are defined by severe
psychosocial consequences due to substance use
or behaviours. Although tobacco dependence is
an acknowledged diagnosis in the international
classification of diseases, studies focusing on the
strain experienced by significant others usually

do not include tobacco dependence due to the
lack of erratic behaviour caused by tobacco use.
Howeyver, effects of ‘second-hand’ tobacco smok-
ing on others (i.e. AFMs) was amongst the first
large-wave of research within the ‘harm-to-
others’ approach outlined below; and health-
related effects of ‘second-hand smoke’ have been
extensively studied as one mean to foster tobacco
control policies. However, while effects on mor-
bidity due to respiratory problems, cancers and
other diseases have been well documented [3],
psychosocial effects caused directly by smoking
appear to be far less marked compared to such
effects when individuals use mind-altering sub-
stances such as alcohol or opioids, which usually
involve immediate effects and sometimes poten-
tially mortal risks to self and/or others.

Furthermore, the use of illicit substances is
among the highest stigmatized behaviours, users
often need more money in order to obtain the
substances (linked with a greater probability of
committing illegal activities), and mode of use
also differs between substances, with injection of
especially opioids putting the user at high risk of
fatal overdoses (see, e.g. chapter on Bereavement
in this book). It is very likely that these variables
will affect the level of stress on affected family
members.



7 Impact on AFMs: Type of Addiction
7.2  Attempts to Quantify Harm
to Others Associated

With Varying Types

of Addiction

As noted in Chap. 2 on Prevalence, the relatively
new paradigm of studying ‘Harm to Others’ has
generated new ways of examining effects on fam-
ily members. As discussed above, this methodol-
ogy was first used in the tobacco world, and the
revelation of the health-related effects of ‘second-
hand’ tobacco smoking on others showed how
such research could be used to foster tobacco
control policies. This ‘harm-to-others’ approach
has now started to be used in relation to other
substances (alcohol, illicit drugs) and behaviours
(gambling, gaming).

In general, survey data reveals large numbers
of individuals reporting having been impacted by
someone else’s substance use, gambling or gam-
ing in the previous 12 months (see Chap. 2), with
very high rates (up to 70%) of respondents report-
ing having been harmed by someone else’s alco-
hol use. Harms were more severe and more
persistent if the harm was caused by someone
close to them (in contrast to stranger’s drinking).
In most studies, ‘being affected’ has been
assessed using a simple rating scale (mostly rang-
ing from ‘not at all’ to ‘very severe’), and the
clinical meaningfulness has not been evaluated.
In addition, most studies have been restricted to
harm caused by one substance only and thus do
not allow comparisons between different sub-
stances. However, a few direct comparisons
based on the ‘harm-to-others’ approach have
been published. One US study compared harm
experienced through third parties due to their
alcohol- vs. cannabis-use, in five cross-sectional
waves of a survey, using representative samples
of more than 4000 individuals aged 18+ from
Washington State [4]. The largest number of
respondents reported having been harmed in the
past 12 months by someone else’s alcohol use
(21.3%), followed by marijuana (8.4%) or by
both (4.3%). Perceived harm from marijuana use
was substantially lower compared to harm from
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alcohol, even when prevalence differences were
taken into account, especially regarding physical
harm and family problems. A comparative analy-
sis conducted in Norway on worries about some-
one else’s use (i.e. not necessarily indicating
problematic use) of cigarettes, alcohol or illegal
drugs found that while the prevalence of worries
in the general population reflected the prevalence
rates of use, worries regarding cigarette use was
more related to chronic harm, while worries
regarding alcohol or illegal drugs were more
related to acute harm [5]. Of those participants
who did report having experienced harm, people
reported substantially higher levels of harm
regarding illegal drugs compared to alcohol or
cigarette use [5].

Another approach to examining variations in
degree of ‘harm to others’ associated with the
use of different substances can be derived from
expert opinion groups, attempting to quantify
drug-specific harms according to different sub-
stances. In a seminal multicriteria decision
analysis involving 30 experts, Nutt et al. [6] had
20 substances (including alcohol, heroin and
crack cocaine, but also methamphetamine,
cocaine, ecstasy, tobacco) ordered by their
overall harm scores, differentiated into harm to
self (9 harm criteria) vs. harm to others (7 harm
criteria). Harm to others included the extent to
which the use of the drug causes family adver-
sities (with family breakdown, economic well-
being, emotional well-being, future prospects
of children, child neglect given as examples).
All harm criteria were rated by experts on a
scale from O to 100. Alcohol, heroin and crack
cocaine were listed as the most harmful drugs
to others, with alcohol (46/100) being rated as
considerably more harmful than heroin
(21/100), and with crack cocaine (17/100)
being rated as almost as harmful as heroin. The
ratings of ‘harm to self’ showed crack cocaine,
heroin and methamphetamine as being the most
harmful, and with them all being rated as simi-
larly harmful (37, 34, 32/100), but all of them
scoring lower than the harm caused to others
from alcohol.
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7.3  Harms to Offspring

Children of parents with substance use problems
are a substantial group of AFMs, and some
research has been undertaken on the differences
in stress caused to, and strain shown by, children,
depending on the type of substance or behaviour
used by a parent. Slesnick et al. [7] combined
observational and self-reported data to examine
the effect of different addiction-type problems
and different choices of drugs on the parenting
behaviour of treatment-seeking mothers with
respect to their 8—16 years old children. They
found that mothers with opioid problems (com-
pared to mothers with alcohol problems) less
often undermined the autonomy of their children
and showed higher maternal acceptance. As these
mothers had not yet started the treatment pro-
gramme for substance use disorders, the authors
hypothesized that the observed differences might
be associated with the clinical effects of opioid
use, which include anxiety reduction, euphoria
and a profound sense of well-being. Nevertheless,
although mothers with opioid problems showed
this more positive behaviour, the self-reported
parenting scores for all of opioid, alcohol and
cocaine/alcohol abusing mothers fell into the
range that was observed in clinical samples, indi-
cating that mothers with disordered substance
use all struggle with parenting and parent—child
interactions.

7.4 Harm to Adult Family

Members

An overview of studies conducted by various
members of the Addiction and the Family
International Network (AFINet) of harm to
adult family members included 12 studies (some
of them unpublished) conducted in various
countries and cultural settings and mostly with
AFMs collectively facing different types of
addiction (only three studies were restricted to
one type of addiction) [8]. Among these, eight
studies targeted AFMs affected by alcohol and
drug use problems and one study included alco-
hol, drugs and gambling. The main sources of
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variation in the strain that AFMs were exposed
to included economic hardship and closeness of
the relationship, with partners, parents and those
living under one roof with the individual with
addiction-type problems, all reporting the high-
est level of strain. However, the illicit nature of
some forms of drug use added to the hardship
experienced by AFMs, especially when com-
pared to alcohol [8]. Nevertheless, the author
concluded that in comparing the impact of rela-
tionship and cultural as well as social factors,
the similarities across the AFM’s experiences
outweigh the differences. On the other hand, the
major forms of variation identified included the
accumulated burden, consisting of three areas:
family disharmony, material resources, and
additional hardship, and all these factors can be
influenced by the type of addiction (e.g. due to
criminalization, acute effects, etc.).

A scoping review on mental and physical
health in AFMs [9] that included 56 quantitative
and qualitative articles, mainly confirms the find-
ings from Orford et al. [8]. Variability in stress
depended mainly on AFMs gender, with females
reporting higher burden, but separately, lower
socioeconomic status and cohabitating with more
severe substance users were also major predictors
of greater levels of stress, irrespective of gender.
Although the majority of the included studies
consisted of AFMs facing various addiction-type
problems, only a minority of studies analysed the
impact of type of addiction on AFMs experience.
A consistent finding in those studies was that
AFMs of polysubstance users and of injecting
drug/opioid users experienced higher burden
than single-substance users [9]. Single studies
showed higher burden in female partners of her-
oin users compared to alcohol [10] and AFMs of
illicit (versus prescribed) substance users report-
ing significantly more stressors (e.g. violent
behaviour; [11]). Findings regarding the duration
of substance use history on the well-being of
AFMs were inconsistent [9].

Another recently published systematic review
of qualitative studies that included 25 studies
[12] did not even report the types of addiction
that were covered by the studies that were
included. Although several of the studies covered



7 Impact on AFMs: Type of Addiction

different types of addiction, the review focused
exclusively on shared experiences of AFMs.

Taken together, systematic and scoping
reviews reveal little variation between the effects
on AFMs of different addiction-type problems in
terms of substance/behaviour of choice. However,
the majority of studies that have focused on the
experiences of AFMs have been conducted as
qualitative studies, often with rather small sam-
ple sizes. Most studies rely on highly affected
populations, often reporting polysubstance use of
their relatives, making comparisons between
AFMs facing different types of addiction diffi-
cult. Nevertheless, there are some individual
studies that have examined this issue.

A mixed methods study conducted in Italy
with sufficient large subsamples of AFMs facing
alcohol-related addiction-type problems, drug-
related addiction-type problems and AFMs fac-
ing both type of problems found no significant
differences between the relative’s substance use
problem (alcohol, drugs, or both) and overall
symptom levels, but unfortunately did not include
a more detailed analysis of substance-specific
effects in either the quantitative [13] or the quali-
tative [14] analysis. However, some important
substance-specific issues are mentioned in the
qualitative analyses that demonstrate that
substance-specific issues influenced the experi-
ence of AFMs. Family members found problems
with alcohol more difficult to recognize, espe-
cially in the beginning, because alcohol is such a
widely used drug in Italy, commonly consumed
within the family, and social networks often
tended to minimize the problem. There were also
specific effects of a relative’s alcohol as opposed
to drug problem: many AFMs reported avoiding
social situations, because alcohol was likely to be
a temptation for their relative, and this resulted in
these AFM’s access to social support being
greatly reduced [14] AFMs also made different
attributions, depending on whether their relative
had alcohol versus drug problems: in the case of
drugs, the problem was seen as being caused by
environmental and social influences (i.e. ‘bad
company’) as opposed to the personal attributes
of the user [14]. In a 12-month follow-up of an
intervention study analysing the effects of the
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5-Step Method in an English sample of 143
AFMs, no significant differences between AFMs
struggling with the effects of alcohol compared
to drugs were found in terms of impact and cop-
ing. However, AFMs showed more symptoms
when having a relative with drug problems com-
pared to those dealing with alcohol problems and
those dealing with multiple substance problems
[15]. All three groups, however, improved signifi-
cantly over time, indicating that interventions tar-
geting AFMs in their own right reduce stress,
irrespective of the type of addiction AFMs are
facing.

A cross-cultural analysis of the experience of
AFMs [16] using data from AFMs from
Indigenous Aboriginal groups, Mexican slum
dwellers and middle-class English families noted
that the majority of research has been undertaken
with volunteer samples, suggesting that this
might lead to the neglect of other sources of vari-
ation. They suggest that using theoretical sam-
pling approaches in order to make samples more
diverse might be important to capture specific
sources of variation, including the impact of
addiction-type problems. However, the authors
also noted findings from studies that indicated
that, compared to alcohol-related addiction-type
problems, drug-related addiction-type problems
were more ‘shocking’ to AFMs, especially when
the mode of use included injecting or was associ-
ated with clear signs of physical damage [16].
Furthermore, in the English sample, drug use was
associated with a greater role of criminal involve-
ment and interaction with police in families,
which caused more family stress; however, this
association was less clear in the study sample
recruited in Mexico, indicating also an interac-
tion of type of addiction with culture.

Another area related to addiction-type that
might influence the AFMs experience could be
the pattern of use. The relationship between
drinking patterns and interaction of couples was
analysed by Jacob and Leonard [17] in 49 cou-
ples where one of them was an ‘alcoholic’ hus-
band. They compared ‘episodic’ and ‘steady’
(i.e. daily) drinkers, and whether drinking
occurred inside or outside of the home. Marital
dissatisfaction of spouses was highest in episodic
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outside-of-the-home drinkers and lowest in
steady in-home drinkers, suggesting that inter-
personal stress is partially associated with greater
unpredictability of the user’s behaviour and wor-
ries about that user’s behaviour when drinking
away from home.

A narrative description of commonalities and
differences according to type of addictive disor-
der in family members seeking help for an
addiction-type problem of a family member
(including alcohol, illicit drugs, gambling or
Internet use disorders) was published by a coun-
sellor and researcher from an intervention site in
Vienna, Austria [18]. Although not accompanied
by quantitative data, the author described experi-
ences encountered in a counselling agency spe-
cializing in the needs of AFMs since the early
1990s. The author describes specific features and
needs of AFMs that often are also associated to
varying types of relationship according to type of
addiction. AFMs seeking support for an alcohol
use disorder or pathological gambling mostly
were (female) partners, parents, children and sib-
lings, while AFMs seeking help for someone’s
drug use problems mostly were parents and
grandparents and sometimes siblings. Regarding
the types of strain reported, AFMs facing addic-
tive disorders due to alcohol or prescription drugs
more often stated worries regarding the health of
their family member and social consequences for
the family, compared to behavioural addictions.
Especially partners often reported being emo-
tionally neglected, while neglect was reported
less frequently to be relevant in AFMs facing
pathological gambling. However, pathological
gambling was reported to lead to much higher
levels of financial problems when compared to
other types of addiction. AFMs facing addiction
problems due to illicit substances reported that
criminalization of the substances is a specific
stressor, but also often mentioned worries regard-
ing the user’s health (especially regarding hepati-
tis C and HIV) and the social situation of their
relative. The author points out that family mem-
bers affected by alcohol dependence mostly rep-
resented several age classes and that these AFMs
quite often reported different needs according to
their age and relationship to the relative with the
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alcohol use disorder. While partners were
described as often reporting that they had dis-
tanced themselves, adult children more often
seemed to support the idea that more controlling
measures towards the relative could be helpful.
Parents, on the other side, tended to blame the
partners of the individual with addiction prob-
lems as being responsible for the drinking. AFMs
of individuals with drug issues and Internet use
disorders mostly were parents, and in this group
a topic often discussed within help-seeking was
responsibility. AFMs of gamblers showed most
needs to obtain support in dealing with familial
finances, and in the case of Internet use disorders,
support needs were targeted at improving educa-
tional competences [18]. The aforementioned
data shows the interrelation between type of
addiction and relationship (see also Chap. 6).

Finally, drug-specific interventions targeting
family members such as provision of naloxone
(to treat opioid overdose) have shown beneficial
effects that are specific to the risks associated
with addiction-type problems regarding heroin
(or other opioids posing the risk of fatal over-
dose) [19]. Furthermore, there is reason to
believe that strategies regarding financial man-
agement seem to play a more prominent role in
interventions for AFMs concerned by pathologi-
cal gambling [20], although no studies have
been conducted comparing effects on AFMs
faced with pathological gambling in contrast to
AFMs facing other addiction-type problems. In
a study on the help-seeking behaviour of indi-
viduals with pathological gambling in New
Zealand, 32 of their family members were also
interviewed. Of those, 75% reported financial
problems to be the reason for their own help-
seeking behaviour [21].

7.5 Conclusion

Although substantial differences have been iden-
tified in individuals with addiction-type prob-
lems according to different substances and
behaviours, variations in effects on AFMs have
rarely been studied. This might be due to meth-
odological issues, mainly due to selection pro-
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cesses in the way the samples of AFMs are
recruited (mostly volunteers, mostly when in cri-
sis), and to the generally small and heteroge-
neous sample sizes used in most studies.
Nevertheless, variations due to relational, cul-
tural and economic factors (see Chaps. 5, 6 and 9
in this volume) as well as gender differences (see
Chap. 8) seem to strongly influence the level of
strain experienced by AFMs. Furthermore, data
suggest that, for example, relationship status and
type of addiction in most samples are linked to
each other, especially when help-seeking sam-
ples of AFMs are analysed. There appears to be
a strong relationship between age-related preva-
lence rates and AFMs seeking help. Because
drug-addiction-type problems are much more
prevalent in younger people (and certainly were
when many of these studies were conducted),
AFMs in related studies more often tend to be
parents. Because in high-income countries, alco-
hol use (and problems) is much more prevalent,
the majority of AFMs seeking support are
affected by alcohol.

In reviewing this literature, it has become
clear that, whilst variations are mentioned in
the effects that these addictive-type behaviours
can have, there is an assumption that the simi-
larities in negative effects are far more striking
than are the differences. Indeed, some reviews
are so certain of this ‘similarity of effects’ idea
that they do not even examine differences
related to addiction-type as one of their review
variables [12].

One of the conclusions of this chapter is that
this assumption needs to be tested out far more
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rigorously. It is clear that there are many strik-
ing similarities over what family members say,
who are affected by a range of addiction prob-
lems within their relatives (see, e.g [22, 23].),
but the fact of this similarity may have blinded
many researchers to a more detailed examina-
tion of potential differences in experience,
depending on the type of addiction. Table 7.1
summarizes the limited data related to variabil-
ity attributable to type of addition. One of the
things shown is that there are many differences
in the types of stress that different types of
addiction create, but that the strains on AFMs
are actually rather similar.

As can be seen, there is some data to suggest
that there are type-of-addiction differences in
AFMs experiences. However, in order to under-
take further analyses specifically on the effects
of different types of addiction on AFMs, it
would be helpful to follow up the reasonable
suggestion made by Orford and colleagues
[16], namely to use methods of theoretical sam-
pling, i.e. selecting AFMs with a similar rela-
tionship status, economic background and the
like, and varying the type of addiction they are
facing. It would also be useful to undertake
more research using large-scale samples for
quantitative research. Nevertheless, the existing
data also substantiates the view expressed by
many researchers in this area, indicating that
there is a common core of both stresses, and
especially the resulting strains, which AFMs
experience, many of which can be modified,
irrespective of the type of addiction they are
facing.
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Table 7.1 Variability attributable to type of addition (utilizing the SSICS Model of understanding family responses to

addiction [16, 24])

Types of concerns about the relative or

Addiction their stressful behaviours that are

type Type of AFM problematic for AFMs

Alcohol All—Children, More common: Behavioural
siblings, partners, disturbances, aggression/violence,
parents, concerns over physical health, more
grandparents, stresses related to child maltreatment
others and abuse

Illicit drugs: | Predominantly More common: Indifference,

Sedatives parents/ unresponsiveness, lack of

(e.g. opiates) | grandparents; engagement, concerns over physical

some siblings

health, concerns over overdosing,
concerns over illegality, greater role
of criminal involvement, concerns
over adulteration of substances,
concerns over peer-group, concerns
over relationships with dealers and
criminality, more worrying if
injecting, especially concerns over
HIV and HepC, more stresses related
to child neglect (as opposed to
maltreatment or abuse)

Types of strains shown by AFMs
(strain/AFM-burden is greater if
relative is polysubstance/behaviour
user; and if injecting drug user)
More common: Generally less
worried than if illicit drugs; if within
a drinking-normative culture, more
difficult to recognize as a problem;
greater effects on social support, as
more likely to share social networks
with the problem-user

More common: Greater shock than if
alcohol-problem due to stigma of
illicit drugs; feel very stigmatized,
especially when injecting drug use;
generally most worried, especially if
injecting drug use; problems due to
becoming involved with drug debts;
more interaction with police

More common: Greater shock than if
alcohol-problem due to stigma of
illicit drugs; feel very stigmatized;
generally more worried than if
alcohol, less worried than opioids and
injecting drug use; problems due to
becoming involved with drug debts

Generally the least worried

Generally more worried than alcohol,
less worried than illicit drugs; greater
sudden shock than other types of
addiction, because so well hidden;
problems due to becoming involved
with gambling debts; major financial
and related housing difficulties

2. Zilberman N, Yadid G, Efrati Y, Rassovsky Y. Who

Illicit drugs: | Predominantly More common: Behavioural
Stimulants parents/ disturbances, aggression/violence,
grandparents; concerns over physical health,
some siblings concerns over illegality, concerns
over adulteration of substances,
concerns over peer-group, concerns
over relationships with dealers and
criminality, more worrying if
injecting, more stresses related to
child maltreatment and abuse
Prescribed Predominantly Concerns over physical health,
drugs adult children; concerns over long-term toxicity
some spouses
Gambling All—Children, More common: Financial, surprise/
siblings, partners, shock of discovery, user suicide
parents,
grandparents,
others
References
1. Degenhardt L, Hall W, Warner-Smith M, Lynskey

M. Illicit drug use in comparative risk assessment. In:
Ezzati M, Lopez A, Murray CJ, editors. Comparative
quantification of health risks: global and regional bur-
den of disease attributable to selected major risk fac-
tors. Geneva: WHO; 2004. p. 1109-76.

becomes addicted and to what? Psychosocial predic-
tors of substance and behavioral addictive disorders.
Psychiatry Res. 2020;291:113221.

. Carreras G, Lugo A, Gallus S, Cortini B, Ferndndez

E, Lopez MJ, et al. Burden of disease attributable to
second-hand smoke exposure: a systematic review.
Prev Med. 2019;129:105833.

. Kerr WC, Williams E, Patterson D, Karriker-Jaffe KJ,

Greenfield TK. Extending the harm to others para-



10.

11.

12.

13.

14.

15.

16.

Impact on AFMs: Type of Addiction

digm: comparing marijuana- and alcohol-attributed
harms in Washington state. J Psychoactive Drugs.
2021;53(2):149-57.

. Moan IS, Bye EK, Storvoll EE, Lund IO. Self-

reported harm from others’ alcohol, cigarette and
illegal drug use in Norway. Nordisk Alkohol Nark.
2019;36(5):413-29.

. Nutt DJ, King LA, Phillips LD. Drug harms in

the UK: a multicriteria decision analysis. Lancet.
2010;376(9752):1558-65.

. Slesnick N, Feng X, Brakenhoff B, Brigham

GS. Parenting under the influence: the effects of opi-
oids, alcohol and cocaine on mother-child interaction.
Addict Behav. 2014;39(5):897-900.

. Orford J. How does the common core to the harm

experienced by affected family members vary by
relationship, social and cultural factors? Drugs.
2017;24(1):9-16.

. Di Sarno M, De Candia V, Rancati F, Madeddu F,

Calati R, Di Pierro R. Mental and physical health in
family members of substance users: a scoping review.
Drug Alcohol Depend. 2021;219:108439.

Shekhawat BS, Jain S, Solanki HK. Caregiver burden
on wives of substance-dependent husbands and its
correlates at a Tertiary Care Centre in Northern India.
Indian J Public Health. 2017;61(4):274-7.

Velleman R, Bennett G, Miller T, Orford J, Rigby K,
Tod A. The family of problem drug users: a study of
50 close relatives. Addiction. 1993;88:1281-9.
Mardani M, Alipour F, Rafiey H, Fallahi-Khoshknab
M, Arshi M. Challenges in addiction-affected fami-
lies: a systematic review of qualitative studies. BMC
Psychiatry. 2023;23(1):439.

Arcidiacono C, Velleman R, Procentese F, Berti P,
Albanesi C, Sommantico M, et al. Italian families
living with relatives with alcohol or drugs problems.
Drugs. 2010;17(6):659-80.

Arcidiacono C, Velleman R, Procentese F, Albanesi
C, Sommantico M. Impact and coping in Italian
families of drug and alcohol users. Qual Res Psychol.
2009;6(4):260-80.

Velleman R, Orford J, Templeton L, Copello A, Patel
A, Moore L, et al. 12-Month follow-up after brief
interventions in primary care for family members
affected by the substance misuse problem of a close
relative. Addict Res Theory. 2011;19(4):362-74.
Orford J, Natera G, Copello A, Atkinson C, Mora
J, Velleman R, et al. Coping with alcohol and drug

77

problems: the experiences of family members in three
contrasting cultures. London: Routledge; 2005.

17. Jacob T, Leonard KE. Alcoholic-spouse interac-
tion as a function of alcoholism subtype and alco-
hol consumption interaction. J Abnorm Psychol.
1988;97(2):231-7.

18. Schmidt ED. Gemeinsamkeiten und Unterschiede
von Angehorigen von Alkohol-, Drogen-, Spiel- und
Internetsuchtigen [Commonalities and differences in
relativen of individuals with addictive use of alcohol,
drugs, gambling and Internet]. Wiener Zeitschrift fiir
Suchtforschung. 2007;30(2/3):21-7.

19. Williams AV, Marsden J, Strang J. Training family
members to manage heroin overdose and administer
naloxone: randomized trial of effects on knowledge
and attitudes. Addiction. 2014;109(2):250-9.

20. Booth N, Dowling NA, Landon J, Lubman DI,
Merkouris SS, Rodda SN. Affected others respon-
sivity to gambling harm: an international taxonomy
of consumer-derived behaviour change techniques.
J Clin Med. 2021;10(4)

21. Bellringer M, Pulford J, Abbott M, DeSouza R,
Clarke D. Problem gambling—barriers to help seek-
ing behaviours. Auckland: Gambling and Addictions
Research Centre, Auckland University of Technology;
2008.

22. Orford J. Excessive appetites: a psychological view of
addictions. New York: Wiley; 1985.

23. Orford J. Addiction dilemmas. Family experiences in
literature and research and their lessons for practice.
Chichester: Wiley; 2012.

24. Orford J, Velleman R, Natera G, Templeton L, Copello
A. Addiction in the family is a major but neglected
contributor to the global burden of adult ill-health.
Soc Sci Med. 2013;78:70-7.

Further Reading

Arcidiacono C, Velleman R, Procentese F, Albanesi C,
Sommantico M. Impact and coping in Italian fami-
lies of drug and alcohol users. Qual Res Psychol.
2009;6(4):260-80.

Orford J, Natera G, Copello A, Atkinson C, Mora J,
Velleman R, et al. Coping with alcohol and drug prob-
lems: the experiences of family members in three con-
trasting cultures. Routledge; 2005.



78 G. Bischof et al.

Open Access This chapter is licensed under the terms of the Creative Commons Attribution 4.0 International License
(http://creativecommons.org/licenses/by/4.0/), which permits use, sharing, adaptation, distribution and reproduction in
any medium or format, as long as you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license and indicate if changes were made.

The images or other third party material in this chapter are included in the chapter’s Creative Commons license,
unless indicated otherwise in a credit line to the material. If material is not included in the chapter’s Creative Commons
license and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to
obtain permission directly from the copyright holder.


http://creativecommons.org/licenses/by/4.0/

l')

Check for
updates

Anja Bischof and Gallus Bischof

8.1 The Impact of Gender
on the Burden on Family
Members of Individuals
with Substance Use or

Gambling Disorders

Gender is an important factor when it comes to
health. Females react in a different way to health
risks than males, not only in a biological way but
also in terms of gender roles, behaviours and
societal attributions [1]. There are significant
gender differences especially in terms of mental
disorders: while females worldwide more often
have ‘internalizing disorders’ such as anxiety or
mood disorders, males suffer more often from
substance use disorders [2].

Therefore, it can be assumed that there are
gender differences also in addiction-affected
family members (AFMs) in terms of experiences
and processes. Nevertheless, samples in studies
on the impact of substance use disorders or dis-
ordered gambling on AFMs conducted in the last
decades in most cases primarily consisted of
females [3], although a recent nationwide repre-
sentative German study showed that men account
for 43.1% of AFMs in the population [4].
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Comparative studies to analyse differences
between female and male AFMs are scarce [3].
In a recent comprehensive survey in Australia
consisting of a representative population sample
(n=1000) and a panel survey (n = 1574), females
reported significantly more often than males to
be harmed by other’s drinking, especially by
someone living in the same household [5]. This
has probably several reasons: as reported above,
males show a higher prevalence of substance use
disorders or disordered gambling. Traditionally,
men are both more likely to use substances and
more susceptible to substance use disorders,
albeit the differences between sexes have been
levelling out in the past years [6]. At the same
time, females are generally more willing to talk
about mental health and family problems and to
seek professional help [7]. Furthermore, tradi-
tional gender role stereotypes such as expecta-
tions towards women to take care of the house,
being supportive, reticent, nurturing, accepting,
still exist, independently of the developmental
state of countries or regions. Based on these rea-
sons, the rate of males participating in studies
examining the impact of addiction on family
members is in most cases too small and gender
comparisons are often statistically underpow-
ered. For example, in the large GENATHO
(Gender and Alcohol’s Harm to Others) Project,
the proportion of male participants living in a
partnership with an individual with heavy drink-
ing was less than 2% [8]. Overall, men are under-
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represented in studies that could lead to a neglect
on the part of researchers of perception of stress,
burden and coping strategies in male AFMs.

As previous studies have shown, the burden to
and harm for AFMs are higher in closer relation-
ships [9] (see also Chap. 6). For example, a recent
study on harms to concerned significant others by
an individual with gambling problems showed
that especially partners perceived harm from the
gambling problem, followed by parents, siblings
and children [10]. This is also depicted in partici-
pation rates of volunteering study participants in
general: parents and partners were more often
willing to share their experiences and reported
more often than other family members that they
suffered from the stressful situation, while sib-
lings and children of individuals with an addic-
tion were often more able to withdraw, tolerate or
become resigned and pay attention to their own
needs [11, 12]. Therefore, this chapter will
mainly focus on gender differences and common-
alities in partners and parents, since the database
for other relationships is rather scarce.

It is necessary to distinguish between physical
harm and psychological burden. Both are preva-
lent in males and females, although in often dif-
ferent forms: studies on ‘harm to others’ in the
general population (that are not restricted to
AFMs; see also Chap. 2 in this volume) show that
while men are more often involved in physical
confrontations with people who are under the
influence of substances, females more often
experience physical harm by individuals in their
close surroundings with increasing amounts of
violence and domestic assaults [13, 14].
Concerning psychological burden, females more
often suffer from mental health problems and
stress caused by a close relative’s substance use,
which can be accelerated by living together and
worrying about the consumption/gambling, the
housing situation and financial issues [3, 10, 14].
Additionally, female AFMs are more often dis-
turbed by embarrassment in social situations, by
unreliability of the relative with substance use
disorders and by financial constraints caused by
the addictive behaviour [14].

The psychological burden for male AFMs, on
the other hand, is more likely to stem from ‘active
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disturbance’, e.g. getting into arguments with the
relative with substance use disorders, being
threatened, or experiencing disturbances of fam-
ily life, as shown in an Italian study with 113
AFMs (25% male participants) by Arcidiacono
and colleagues [15]. Nevertheless, in this study
female AFMs showed significantly higher scores
on overall strain, too.

Furthermore, females—especially, but not
only, in low-income countries (see also Chap.
9)—are more affected by low socioeconomic sta-
tus, low education level, and therefore existential
worries [3, 9]. For example, in an Indian sample
of wives of individuals with an alcohol or heroin
dependence, 75% of the women were house-
wives/unemployed, and almost half of the wives
were illiterate [16]. However, in the European
context, more traditional role models are still
present: in the Italian study by Arcidiano and col-
leagues [15], 70% of the female participants
stated ‘housewife’ as their occupation. In these
cases, a financial dependence on the husband is
to be assumed, which probably has a significant
influence on coping strategies and freedom of
action. Furthermore, the probability of the addic-
tion having a massive impact on the working
capacity and the productivity of the financial pro-
vider leads to additional stress and worries among
female AFMs in case of financial dependence on
the individual with an addiction [16].

Additionally, female AFMs report physical
health problems significantly more often than
male AFMs, as shown in a sample of 110 AFMs
(55% females) [17]. Interestingly, being a family
member of a female relative with a substance use
disorder produced higher excess health costs in
an analysis of insurance data in the United States
than being a family member of a male relative.
Ray and colleagues [18] interpreted these data to
mean that the consequences for a family in situa-
tions where wives or mothers failed to correspond
to their role as a caregiver for the family, as a
result of their substance use disorder, created a
greater burden for their family members, which
in turn led to a higher health impact.

Research over the last decades has shown that
female AFMs tend to differ from male AFMs in
terms of coping strategies. In their large qualita-
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tive study conducted on three different continents
that also included male AFMs, Orford and col-
leagues [11] showed that female partners were
more often engaging in ‘tolerant-inactive’ and
‘engaging’ coping strategies, both of which led to
a higher burden. In a recent analysis by Horvath
and colleagues of five different samples from pre-
vious studies in England (N = 323) and Italy
(N = 165), female family members showed sig-
nificantly higher rates of ‘tolerant-inactive cop-
ing’, which includes actions such as covering-up
the substance use, self-sacrifice and acceptance
of the situation as unchangeable [19]. Male
partners of wives with a substance use disorder,
on the other hand, tended to react more aggres-
sively and angrily towards their wife [20].

What should not be overlooked is that, depend-
ing on the cultural background, coping strategies
may vary. While a more collectivistic background
is associated with ‘tolerant-inactive coping’,
individualistic cultures show a greater tendency
to use withdrawal from the relative with sub-
stance use disorders as a coping strategy [15, 19].
Nevertheless, a recent study examining alcohol-
related harm to others in 11 countries, including
both low- and middle-income countries as well as
high-income countries, involving more than
20,000 participants overall, found similarities
between sexes in all 11 countries in terms of ‘car-
ing for the drinker or cleaning up after the drink-
er’s drinking’, although the prevalence was
higher in females and the intensity of ‘caring’
differed between males and females [21].

While earlier concepts and models in research
on AFMs partly saw women as enablers of their
partners’ substance use disorder, which often led
to a double stigmatization (of the addiction dis-
ease and the role as family member) or patholo-
gized AFMs for being together with an individual
with a substance use disorder, research in recent
years has led to a greater awareness of the burden
on partners of individuals with an addiction and
developed models that take into account the dif-
ficult conditions of AFMs [22]. Nevertheless, the
main focus of research is on female partners and
spouses of husbands with alcohol, drug or gam-
bling problems. Gender role expectations build
one major issue in the stories of female partners:
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the caring wife, taking care of house and chil-
dren, providing food and the warmth of a happy
life [11].

In the GENAHTO Project, analysing data
from 6093 females living with a partner with an
alcohol use disorder in nine countries, perceived
harm from the partner was correlated also with
low life satisfaction, self-reported depression and
anxiety, and heavy episodic drinking by the AFM
[8]. Harm was not specified in this study and can
cover a variety of behaviour patterns from inap-
propriate to violent. Not uncommonly, domestic
violence such as psychological, physical and
sexual abuse is a recurring theme in partnerships
where one partner has an addiction problem.
Women are particularly affected by this [11,
23-25].

Wives of husbands with an addiction disorder,
especially in tradition-oriented, collective cul-
tures with very pronounced gender role expectan-
cies, are even more likely to be victims of harm
caused by addiction (highest rates in GENAHTO:
Vietnam, India, Sri Lanka) [8]. As described
above, it can be expected that—with the duty to
fulfil these role expectancies as a wife, with a
strong internalization of gender role expectan-
cies, low support by others due to societal expec-
tations, financial dependence on the partner and
lower levels of education resulting in worse
access to the labour market—women in these
cultural settings have less alternatives for coping
with the addiction problem and therefore
increased strain. This is represented also in the
various studies conducted by members of the
Addiction and the Family International Network
(AFINet) in a variety of low-, middle- and high-
income countries, where females have internal-
ized the role of the (often multiple) caring wife
and mother that is culturally prescribed for them
and therefore have a higher burden [9, 26].

Little is known about male AFMs as partners
of individuals with a substance use disorder.
Even if the proportion of male participants in
studies is sufficient, a gender comparison of bur-
den, perception of stigma, gender-specific needs
for support or other stressful factors are often
lacking (as for example in a study by Brown and
colleagues with a sample with 40% male caregiv-
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ers) [27]. An Australian study examining pre-
dominantly male partners of females with a
gambling disorder (with only one female partner)
found significantly elevated rates of relationship
dysfunctioning, but no higher rates of depressive
symptoms or lower self-esteem when comparing
the sample data of male partners with data from
normative standardization samples. The authors
suggest this unexpected finding to be a result of
sample selection bias and/or the relatively brief
course of disordered gambling in female partici-
pants [28].

In contrast to female partners of individuals
with substance use disorders, husbands or male
partners of females with an addiction are often
met with less empathy for their situation, both by
researchers and by representatives of the help
system [11]. This happens, although their situa-
tion is comparable with female partners: the feel-
ing of not being able to change the situation,
taking responsibility for tasks the partner with
the addiction problem cannot fulfil anymore,
anger, feeling isolated and helpless, being wor-
ried about the psychological and physical well-
being of children as well as the partner with
addiction [11, 20]. Though financial dependence
is probably far less prevalent in male partners, the
emotional burden of living with a loved one with
an addiction problem might be similar between
genders. Depending on cultural conditions, the
ability to cope with the addiction in their own
right might nevertheless make a major
difference.

As with partners, most studies on parents
focus on stress and strain of the female parent,
often neglecting the burden for fathers. It may be
assumed that stress and strain vary between
mothers and fathers depending on cultural set-
ting, family bonding, housing situation, interac-
tion and dynamics. Gender role expectations play
a major role also in the family life. For a long
time, the role of mothers was clearly defined:
while fathers were seen as providers for the fam-
ily, working all day to secure the financial
income, mothers were assigned the role as stay-
at-home, full-time caregivers for the children
[29]. Accordingly, a closer bond between moth-
ers and their children and a correspondingly

A. Bischof and G. Bischof

higher burden in the case of addiction has auto-
matically been assumed.

The role of females as primary caregiver for
children has for a long time led to a societal defi-
nition of a ‘good mother’, which is reflected in
the child’s behaviour and well-being, which in
turn often attributes the blame for the develop-
ment of an addictive disorder to the mother’s per-
formance [29]. Having a child with an addiction
puts parents—and especially mothers—in the
position of being responsible. Smith and Estefan
[29] report in their narrative literature review of
parenting courses in family centres in the 70s for
parents of young people with substance use prob-
lems that ‘dysfunctional family dynamics’ were
blamed for having generated the problems. This
attitude, i.e. that parents—and especially moth-
ers—are held responsible for what happens to
their child, even in adulthood, has been internal-
ized by parents for decades. Accordingly, parents
are known to blame themselves and feel respon-
sible for their offspring’s development of an
addiction problem [30, 31].

Furthermore, and depending on the cultural
background, addiction of a child (even if they are
now adult) is seen as a ‘family illness’, as
described by the authors of a study on parents of
individuals with an addiction in India [32].
Therefore, it is not surprising that in this study,
the proportion of mothers reporting severe objec-
tive and subjective burden was twice as high than
that of wives, and females reported a three to four
times higher burden than males [32].

In general, coping with the addiction varies
depending on the sex of the parent. Mothers as
AFMs are—also corresponding to gender role
expectations—prone to be more permissive, soft
and caring towards their children, but also more
confronting, while fathers tend to be more strict,
disciplinary, but also conflict-avoiding [11, 29,
33].

A recent Swedish study with 684 parents
recruited via an organization for parents of drug
using children analysed gender differences and
found that mothers more often reported guilt,
shame and a higher impact of the addiction on
emotions and family life, compared to the fathers
[34]. The authors concluded, also considering the
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low participation rate of fathers in their study
(14%), that fathers ‘take less responsibility than
mothers for children as well as for problems
within the family’ (p. 2330). This conclusion dis-
regards the fact that low study participation rates
correspond to the generally low help-seeking
behaviour of men (all study participants were
recruited in help services for parents of individu-
als with drug use). Additionally, and according to
the aforementioned gender role stereotypes, men
may be more reserved concerning the expression
of their own emotional states.

This does not mean that fathers are less bur-
dened: in a recent study examining 167 parents
(35% males) of adult children seeking treatment
for substance use disorders, Russell and col-
leagues [35] found elevated rates of depression,
anxiety, stress and decreased values in relation-
ship quality in both parents, but mothers and
fathers did not differ in these variables, which
means that the burden for both sexes was the
same when dealing with a child with substance
use disorders.

In a German qualitative study on AFMs, 22
mothers and nine fathers were included [12].
Both sexes reported high levels of strain, impair-
ment in family life and communication problems,
but differences could be detected: while mothers
expressed more psychological burden (e.g.
depressive symptoms), fathers were more bur-
dened by somatic consequences and suffered
from violent behaviour by the child. Additionally,
they expressed a strong feeling of helplessness.
While mothers self-sacrificed themselves more,
fathers could distance themselves better, set
fewer rules for the individuals with addiction but
stuck to these rules with greater consistency.
Interestingly, when asked about resources, the
fathers reported that their partners were the most
important resource while the mothers complained
about not handling the addiction problem together
as a couple with their partners, which is in line
with previous studies where mothers did not feel
supported by their partners [9, 36]. Overall, these
results might be associated with the aforemen-
tioned role expectancies and stereotypes, too.

Other groups of AFMs than partners and par-
ents are rarely analysed in research, especially in
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terms of gender differences (for underage chil-
dren of parents with substance use disorders, see
Chap. 5). Haverfield and Theiss [37] found in an
online survey with 622 adult children (537
females, 85 males) of a parent with an alcohol
use disorder that females had a higher perception
of stigmatization when the severity of the par-
ent’s substance use disorder was perceived as
higher and when the topic was avoided, while
stigmatization was only present in males when
avoiding the topic. In both sexes, stigmatization
was significantly associated with more symptoms
of depression and lower self-esteem and
resilience.

Examinations of siblings of individuals with
substance use disorders are scarce. Although a
small-scale qualitative study by Barnard [38],
which interviewed 24 individuals with problem-
atic drug use, their parents and their siblings
(n = 20, age 16-26), did not compare gender-
related burden, this study did show that sisters
and brothers of individuals with drug use did not
differ in the amount of worries, stress, relation-
ship problems and difficulties in loyalty as conse-
quences of the addiction. The only gender-related
difference was that some of the brothers of male
individuals with drug problems were more often
victims of bullying and violence by other drug
users who had business with their sibling.

8.2  Conclusions

In sum, the experiences of male and female
AFMs do not differ strongly in terms of them
feeling stressed and not knowing how to cope
with the situation, i.e. the ‘core’ or ‘essence’ of
how AFMs experience the addiction of their
loved ones, as Orford and colleagues [11, 20]
have elaborated. Nevertheless, due to expecta-
tions towards their gender role, the extent of bur-
den, the ability to cope and the ability to withdraw
and look after themselves vary, depending on
gender and cultural context. Female AFMs espe-
cially have to deal with multiple problems,
though our knowledge about male coping mecha-
nisms and psychological strain is scarce. This is
highly corresponding to societal and internalized
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gender role expectancies and gender stereo-
types—men do not talk about their worries—
which arereflected in often low study participation
rates and in low treatment utilization by men.
Future studies should focus on reaching out for
male AFMs to get a better understanding of their
burden and concerns. Studies that did include
higher rates of male participants used a variety of
methods, including getting female patients in
treatment to nominate partners as study partici-
pants [27] or recruiting AFMs via advertisements
[17] or recruiting via online support forums [35].
Future studies could use these promising
approaches to address male AFMs directly.

Furthermore, we need more comparative stud-
ies to be able to better classify the differences,
especially against the background of cultural par-
ticularities. Additionally, it is highly necessary to
build gender-sensitive counselling and treatment
opportunities that take into account the different
burdens, coping strategies and cultural realities to
gently try to overcome internalized rigid stereo-
types, so that female and male AFMs get the help
they need—in their own right.
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9.1 Introduction

All human action is expressed within a cultural
dimension, with culture being understood as the
context where people live. It includes complex,
supportive systems in which collective and indi-
vidual awareness are combined and expressed
through a common language and behavior of
their members [1].

The purpose of this chapter is to assess the
impact of the 5-Step Method (5SM) on an
Indigenous community and to analyze the results
from an anthropological perspective, observing
the way individuals cope with their culture and
deal with their emotions when they wish to mod-
ify a lifestyle marked by violence due to exces-
sive alcohol consumption. In this chapter, we
seek to show the influence of the cultural context,
by describing the behavior of women who, using
the 5SM, processed their emotions, modified
their behavior, and adopted more beneficial
responses that did not limit their everyday life.

Research in Indigenous populations poses a
major methodological challenge, particularly
because researchers and the community have a
range of ways of interpreting the world.
Additionally, language shapes social content that
often differs between cultures. Finally, every cul-
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ture has a mandate with symbolic, traditional
content for a type of society.
The community, insofar as it shares a common cul-

ture, is collectively interested in exerting pressure
on its members to conform to its norms [2].

Approaches and reflections from research on
health in rural or Indigenous communities in
Mexico contain countless heartbreaking stories
of family members, particularly wives, mothers,
and children [3, 4]. On the one hand, women can-
not complain about such situations caused by
excessive alcohol use, usually by men, because
they involve acts within the home. On the other
hand, since the resulting emotional discomfort is
not physically located in an organ of the body,
women are unable to express it and get it treated
with medicines. They therefore think that there is
no cure for it and that no one understands them.
Emotions are located in the realm of beliefs and
hence women use care options typical of their
culture rather than modern evidence-based psy-
chosocial interventions, which are not usually
readily available in Indigenous or rural areas.

The case study presented here represents our
research conducted in an Indigenous area encom-
passing small communities with 600-1500
inhabitants, located 200 km from Mexico City.
During an initial ethnographic exploration, we
identified alcohol abuse as a major problem in
these communities. Drinking alcohol is a deeply
rooted custom in the community, affording group
identity and solidarity, especially among men. Its

87

G. Bischof et al. (eds.), Families Affected by Addiction, Sustainable Development Goals Series,

https://doi.org/10.1007/978-3-031-82583-5_9


http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-82583-5_9&domain=pdf
https://doi.org/10.1007/978-3-031-82583-5_9#DOI
https://orcid.org/0000-0002-9570-2405
https://orcid.org/0000-0001-8338-6903
https://orcid.org/0000-0001-7548-7800
https://orcid.org/0000-0002-9753-1072
mailto:morarj@inprf.gob.mx

88

consumption is often intended to strengthen
friendship and it is common for employers to
offer workers pulque at the end of the day, espe-
cially in the agriculture and construction indus-
try. Pulque, a traditional fermented drink (4.5%
alcohol) is mead obtained from the maguey stalk.
Itis produced for personal use and sale, is cheaper
than beer, and consumed excessively daily. There
has recently been a gradual shift from the inex-
pensive pulque obtained from people’s maize
fields toward commercially available beer, affect-
ing the family economy.

Our ethnographic exploration also identified
poverty as a barrier to accessing healthcare,
partly due to the difficult geographical conditions
and the limited transport services available. In
some communities, even the nearest health center
is over an hour’s walk away, and people prefer to
spend their time and scant financial resources on
basic needs over healthcare.

Members of these communities lack clear
information on alcohol use disorders. Only peo-
ple who drink every day until they get drunk are
regarded as having alcohol use disorders. When
these individuals seek help at the health centers,
health professionals scold them for misbehaving,
especially if they find out they have behaved vio-
lently toward women, but no further intervention
is provided. Health systems, especially those for
treating alcohol use disorders, are limited or non-
existent in Indigenous areas. Where they do exist,
they tend to focus on dealing with the individual
who drinks alcohol and fail to address the prob-
lems of their significant others.

Although some men attempted to give up
drinking, they soon dropped out of treatment.
Alcoholics Anonymous (AA) groups have proved
unsuccessful, mainly because of their proximity
to the communities, and men are afraid that oth-
ers in their community will find out about their
drinking problems if they attend the local AA
group.

After our psychologist had spent adequate
time in the community addressing various issues,
women trusted her enough to admit they were
experiencing a series of family problems related
to their partners’ alcohol use and that they
required support. They reported feelings of ten-
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sion, sadness, and depression. They did not
believe that these experiences warranted seeing
the doctor because they expected the feelings to
go away even though they were endlessly
repeated and became part of their everyday life.
This was a problem the women had initially tried
to conceal.

9.2 The 5-Step Method (55M)

and Its Implementation

It was decided to address the emotional conflicts
of a group of these women using the 5SM to
determine whether a psychoeducational interven-
tion would work within this social context with
its entrenched patriarchal traditions.

This involved a rearrangement, an intersubjec-
tive reconstruction, and different behavior that
entailed consequences within the community due
to the women’s “disloyalty” to men in a society
where the patriarchal culture and habits posed a
challenge for women. Addressing the manner in
which they coped with their situation was
expected to encourage women to attempt to mod-
ify the practices that led to their suffering and to
function within their cultural context with a new
perspective on their problems.

The 5SM was explained to the women, and
were told that the following ethical aspects would
be followed throughout the process: (a) the cul-
tural practices of the population would be
respected, such as their right not to report matters
they did not wish to discuss with strangers; (b)
the counselors would clearly, simply, and empa-
thetically explain each of the components of the
intervention, ensuring that they had been under-
stood by women; (c) sessions would be brief,
lasting no more than an hour; (d) the women
would have access to the counselors who would
be available to listen to them and be flexible as
regards the women’s schedules and the use of
their time; (e) the counselors would promote the
active participation of the women, in other words,
they would tell them that they themselves would
decide what to do throughout the entire process
in keeping with their needs and by analyzing the
advantages and disadvantages for them; (f)
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confidentiality and anonymity would be guaran-
teed; and (g) the women would be asked to give
their consent and told that they could drop out of
the intervention whenever they wished.

When we suggested an intervention to help
relieve part of this distress, we recalled what
Mier (2002) said about the importance of an
intervention and its ethical scope as a process of
creating meaning [5]. An intervention is an
extrinsic act unrelated to the autonomous devel-
opment of the community, which disrupts a sta-
ble regime and can create an area of confrontation
in response an unsolicited intervention. This begs
the question of whether it is possible to promote
a process of emotional transformation despite the
cultural influences that normalize it. Is designing
an intervention a feasible solution? We had
already adapted the 5SM manual for this popula-
tion, especially in regard to the language and
meanings of terms such as coping [6].

Another important aspect to analyze was the
role of the counselors, one of whom was an out-
sider and the other a local. The former had to
earn the trust of the women and did so more eas-
ily, paradoxically, because of her outsider status,
which made the women feel she would not
betray a confidence. The latter was a local
woman, who was forced to conduct the interven-
tion in communities far from her own to encour-
age the women to trust her. However, she
established an empathic relationship with the
women more quickly, since status as a local
facilitated her understanding of the cultural and
linguistic codes [7].

9.2.1 Implementation

Women were invited to participate through the
Health Jurisdiction serving several towns. The
local doctor was asked to refer patients with
health problems related to the alcohol use of a
family member to the counselors. Over a period
of 9 months, 73 women and one man attended,
with only 43 accepting the intervention (compris-
ing four to six sessions). The remainder agreed to
participate as a control group and were evaluated
at 3, 6, and 12 months, through the Coping

Questionnaire [8] and Center for Epidemiological
Studies-Depression (CES-D) questionnaire [9].
The intervention was regarded as appropriate
because it enabled the women to know that they
made decisions in keeping with their possibili-
ties. Within their culture, they would have to
choose the possibilities they were willing to
accept.

In this chapter we share the process of under-
standing and explaining whereby the women pro-
gressed from one stage to another, through the
metaphor of social drama and experience.
Proposed by Turner (1974), this method analyzes
a psychological process to understand conflict
within a culture that can be construed as a social
drama in the form of a ritual [10]. There are con-
flictive processes in which subjects experience
dramatic moments. In these cases, the concept of
social drama can be useful for describing situa-
tions within the four stages of the social drama:
the first stage, rupture or the gap, deepens the
second stage, the crisis. The third stage involves
readjustment or transformation, while the fourth
involves reintegration or reintegration and under-
standing how the actors construct the process of
their suffering, and whether they can adopt new
perspectives. In other words, what the SSM seeks
is to enable people to shift from one way of cop-
ing to another that is more beneficial and in line
with their own culture.

The 5SM was implemented through its five
steps, analyzing the advantages and disadvan-
tages of the women’s previous way of coping and
identifying the ones they now wished to use.
However, for analyzing the results, we altered the
model. Although changes in the coping model
continued to be identified through coping mecha-
nisms, we highlighted an anthropological model
in which women'’s responses are part of a specific
cultural context such as that of small communi-
ties with a strong cultural mandate. This had pre-
viously prevented the women from requesting
support, but in this case, they dared to participate
in this intervention, which we believe could
encourage its implementation in similar
communities.

The analysis began by considering the lived
experience as a reality organized through
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language, in this case as a historical and cultural
process, “facts of awareness given by the interior
experience” [11, 12]. According to Turner, expe-
rience is a volatile but productive word that can
be controlled. It is also “crystallized secretions of
a human experience.” In other words, even
though the experience is volatile, something
takes root in the person, which is where we think
that an intervention can mobilize what has been
crystallized.

As mentioned earlier, we used Turner’s ritual
model, in which the first phase is rupture accom-
panied by the initial crisis. In this case, it was
triggered by the decision to rebel against men and
the patriarchy. By independently making the
decision to receive help, the women broke the
rule of not talking to outsiders about their domes-
tic problems. During the sessions, they discussed
information that would be regarded as opposing
men, disobeying their orders since they had not
told them or requested their permission.

Some testimonials from the first session, when
the crisis erupted, included stories of violence
and infidelity, and feeling powerless to change
the situation. Women suffered because they
feared they would be rejected, violated, and
judged by the community. They admitted that
they had been cursed for not obeying a man, and
often feared that the curse could come true.

At this point, the cultural norm, which in this
case is eminently patriarchal, had been broken.

The second phase saw a deepening of the cri-
sis, which Turner calls the gap. From their testi-
monials, we realized that the line between the
first and second phase (usually the second and
third sessions) was quite subtle. They continued
to dare to break the rules because they were in a
difficult situation, and this was the first time they
had talked about it. This second stage took place
during the path to achieving self-awareness,
although it did not happen in the same way with
all the women, varying in intensity, space, and
time. The intervention continued to focus on cog-
nitive and affective aspects, with women begin-
ning to see things differently. They began to
clarify their responsibilities and feel less guilty.
They realized that alcohol consumption was the
man’s problem. One of the women who used to
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give her husband money (tolerance mechanism)
now said, “Now I am going to tell you the truth. I
refused to give him (money) because he spends it
on drink.” She began a process of understanding
and acknowledging herself and realized that
refusing to give her husband money was not the
wrong response. When she and the counselor
analyzed what the advantages and disadvantages
of giving him money would have been, she real-
ized that that had been the best decision. She
clarified this with the counselor, who did not
judge her, and instead understood her and
approved her decision. This produced catharsis,
relief, and the realization that she had not make a
mistake and that she had been entitled to do so.
She accepted that she had made the right deci-
sion, and realized it was not an act of disloyalty.
Part of this process involved recognizing her dis-
tress and its link with the way the other person,
her husband, drank, and with having lived in suf-
fering and isolation because of attempting to con-
ceal her problems.

During this second stage, corresponding to the
second or third session, some women began to
see the situation more clearly. The only thing the
counselor had done was listen to them, reflect
with them on the advantages and disadvantages
of implementing these new actions and discuss
which of the two they would prefer to deal with.
In this case, the crisis took place at two moments.
One involved the sense of shock when an intoler-
able situation occurred that made the women vio-
late the norm, which empowered them. The
second occurred when the women had doubts
about moving forward, when they realized they
had violated a norm. Nevertheless, most of them
continued, even though they assumed the com-
munity would have found out that they were
seeking help. Most of them had not told their hus-
bands they were going to the sessions but had
said that they were going to the health center for
the treatment of a physical ailment.

Readjustment or transformation, the third
stage, happened between the third and fourth ses-
sion, when delimiting actions and readjustment
procedures took place. At this stage, there was no
going back as the women has already achieved
self-awareness. It is at this point that an



9 Impact of Culture and Geographical Location on Affected Family Members 91

intervention can arbitrarily change culture. The
women restructured their thoughts by analyzing
and reflecting on the advantages and disadvan-
tages of choosing a new course of action.

...after the conversations with the young lady [the
counselor], I calmed down and... it was then that I
did a lot of thinking. We looked at several options
and I decided to work to get ahead, while I am still
young... before I was destroyed and wanted to
die... I finally plucked up my courage and said to
him [the husband], “If you want to go, go, and I
didn’t pay him any attention. I don’t want to go
down, only up. He [the husband] also changed. My
attitude and that of my children chastened him. If
he is rude again, he will have to leave, or I will
go... Why should I die if he is the one with the
problem?” (Jimena)

Enthusiasm emerged as another form of expe-
rience, with women learning how to handle the
situation. One woman already had the support of
her children, who were all males, which gave her
strength.

Now, I want to go to work. I want to get a job but

first I want, how can I say this, to finish this and

take some medication that can, let’s say, control
me so that I can work because otherwise I'm going

to be a nervous wreck, which means I won’t make
it (Araceli).

The fourth stage was reinsertion, or reintegra-
tion. By this stage, five to six sessions had already
been conducted. By this stage, the woman had
been reintegrated or detached herself from the
process, emotions had been restored, and they
had changed from feeling fear, hopelessness, and
emptiness to beginning to feel they could take
public action. These could be formal, such as
separation, or informal, such as deciding to do
things they had been forbidden to do, such as get-
ting a job (independent, assertive mechanisms).
The final phase of reintegration not only involved
them but also the community, which had realized
that the women were changing. They felt moved
by the recognition and acceptance they had
received, which the community had witnessed.
They set formal boundaries to respond to the hus-
band’s violence (I will go to the Town Hall, I will
talk to the mayor and report him) as well as infor-
mal ones (You can’t come back to my house:
either I leave, or you do).

No, not anymore, well, that’s not right anymore
(laughs). For me to be like this, for him to mistreat
me. That’s really bad. If you want to drink, I tell
him, you can sleep up there. Just go to sleep
(Bertha).

I feel better. On the one hand, I no longer have
problems at home, and I feel that I am going to be
calm there. If I cry, I cry tears of joy and happi-
ness., | feel that God hugged me and said, through
you, that I should not feel guilty. I want to work
because I need the money because I plan to shut off
a room and open a window (to sell things)
(Catalina).

...Now after the therapy (intervention) I regret
what I was going to do (kill myself). My children
tell me I have set an example for them. Thank you. I
really appreciate what you have done. I really appre-
ciate it. If I hadn’t come to this training, I would not
have reflected on things but... hopefully and he will
also come, but hey, it’s his decision (Jimena).

... Yes, but I thank God that I got this help and
I’'m getting ahead. Well, he doesn’t affect me at all
right now because I've already...I just look out for
myself, so I don’t look out for him anymore, just
for myself (Juana).

As a result of these actions, some members of
the community gained legitimacy and others lost
it. However, social dramas, as Turner points out,
represent the constant challenge of each culture
to perfect its political and social organization. In
them, personal and collective identities are recon-
sidered and modified, traditions reinvented and
re-signified. This last stage of reconstruction is
delimited by an action involving reconciliation
with themselves and social reintegration. The tes-
timonials show that the women recovered their
worlds, becoming the subjects of their own lives.
For example, Juana began to realize her children
needed her, that her husband was no longer as
important and that she had the right to be happy
and do things for herself.

Or Carmen who, during the process, decided
to start going to church to support her life, and
said 6 months later:

Now I know what he wanted was for me not to go
out, since I never went out even on errands, ... now
they tell me that I am in charge, I am already in
charge of myself ... I tell him I don’t like him to
offend me. If you go on like that, I am going to go
on fighting and you will realize I don’t want to go
on fighting, ... I don’t want to give up what I have
found, I am happy to become a woman, I don’t
have to be a nun (Carmen).
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All these changes had an impact at the com-
munity level, even if it was just within their circle
of close friends, as when friends and neighbors
said to one of them, “Go and get that help. It has
done her a lot of good.” In this way, women in the
community also realized they could be helped in
similar circumstances.

9.3  Discussion

This chapter seeks to describe the experience of
implementing the 5SM in an Indigenous cultural
context. We describe the experience of receiving
the 5SM in a group of Indigenous women who
were experiencing violence, neglect, severe
stress, depression, anxiety, and even death
wishes, primarily due to the excessive alcohol
consumption of their partners.

The women were mainly driven by despera-
tion and the inability to envisage alternatives for
their lives. They were aware that seeking help
without the consent of their partners was a bold
move in a highly patriarchal society, which pro-
hibited women from talking about family prob-
lems outside the home, where excessive alcohol
consumption is a behavior men are “entitled to”
and women are expected to tolerate.

In the beginning, the women expressed a great
deal of pain, despair, humiliation, fear, anger, and
resignation, as has been reported in other studies
[13]. This can be understood as a social drama,
which can only be resolved after the emergence
of a crisis. As the intervention progressed, sub-
jects concluded that they were not responsible for
their partner’s alcohol use and that they did not
have to tolerate it. They gradually realized that
they were doing nothing wrong by attending the
sessions and that they had made the best decision.
During this stage, an ambiguous feeling of anger
also emerged. This involved the desire to use vio-
lence against their partners, and fear because they
believed they were disobeying the patriarchal
mandate to conceal family problems. At this
point, they felt they would have to make deci-
sions and plan how they would uphold them vis-
a-vis the community, the partner’s family and of
course themselves. This was a difficult moment
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because they could have dropped out of the pro-
gram because they felt confused, angry, pained,
displeased, and sad, but despite their doubts and
as a result of a cognitive, emotional process, and
the support of the counselor, they used these
emotions for their benefit, and completed all the
sessions.

At the same time, during this stage, subjects
perceived signs of support among community
members and their neighbors, which encouraged
them to continue. They were reaffirmed as
women and learned to weigh up the advantages
and disadvantages of the strategies they used.
They acquired peace of mind, enthusiasm, and
confidence, noting that their proposals were
achievable and that their fear of men had
decreased. They developed ways to earn money
by working, which is what they needed most
urgently to cover their basic needs and took up
activities they always wanted to try but had never
done.

Once the five stages had been completed, the
reintegration of the person took place. As Turner
(1985) would say, a temporary organization of
meanings, values, and intentions occurred across
three dimensions: cognitive, affective, and voli-
tional [14]. The empathy of the counselors, who
did not judge or criticize the women, had
undoubtedly helped them [14]. They also
obtained a positive response from members of
their community and even their children.

The decisions they took may have been coun-
tercultural within their community, such as con-
sidering divorce or separation, reporting
violence, or physically confronting their abusers,
but they now felt empowered to do so. They
knew that if legal action were taken against
them, they would have the support of the
Steward, the main leader of the community,
since they had already spoken to him, especially
in regard to marital violence. What was impor-
tant in the community is that the women realized
they could modify certain behaviors they had
previously thought were regarded as impossible
to change. In these small communities, where
everyone knew each other, the community itself
witnessed the changes that had taken place
among some of its members and supported them.
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This could serve as an example to other women
and could even spark social change.

This experience enabled us to learn about the
challenges an intervention of this nature entails in
a nonurban context. On the one hand, the original
language was Nhafihi (Otomi in Spanish) and
although all the women spoke Spanish, they had
idioms and linguistic particularities different
from the language spoken in urban settings. This
challenge was overcome since the SSM manual
for the urban population was adapted to the type
of Spanish used in the community [6, 15]. The
second challenge involved the customs and tradi-
tions imposed by an essentially patriarchal cul-
ture, which prevented alcohol consumption from
being framed as a problem, or women from com-
plaining about it. Therefore, agreeing to partici-
pate in the intervention was a countercultural
decision contradicting the customs and traditions
of the community. However, the women coped
with this seemingly insurmountable challenge
and emerged stronger.

Communities like this one are beginning to
transmit messages to women that there is no rea-
son to endure violence. Other messages attempt
to convince local authorities to legally intervene
in the case of complaints about domestic vio-
lence, which was not possible before since they
were regarded as belonging to the private sphere.
Despite these changes, consolidating a public
policy of this nature remains a remote
possibility.

In short, as Marsella and Dash-Scheuer (1987)
note, the function of coping behaviors is not
merely to adapt, but also forms part of human
beings’ quest for growth, competition, and dif-
ferentiation [16]. This is what happened with this
group of women. We had the opportunity to sup-
port their mental health without imposing our
views. They were the ones who identified their
strengths and limitations to implement different
ways of coping that would be beneficial for them.

Finally, the 5SM overcame the methodologi-
cal challenge identified by Douglas (1979)
regarding the difficulty of communication
between researchers and the community due to
differences in the way of interpreting the world.
Based on the experience presented here, the

5SM can be regarded as an opportunity to sup-
port mental health in a broader sphere, namely
the family [2]. One of the lessons drawn is the
urgent need for community prevention, to con-
tribute to developing an awareness of gender
equality, positive ways of managing emotions,
identifying the harm associated with alcohol
consumption, changing relationships of power,
justice, and designing harm reduction policies. It
is essential to explore alternatives to offer less
harmful forms of consumption and promote
community actions in which alcohol plays a less
important role as a facilitator of socialization,
relaxation, and pleasure, particularly for the new
generations.

References

1. Durkheim E. La division social del trabajo. Madrid:
Akal; 1987.

2. Douglas M. Contaminacién. En Enciclopedia
Internacional de las Ciencias Sociales. T. 3. Madrid,
Espafia: Aguilar; 1979.

3. Eber C. Women and alcohol in a highland Maya town:
water of hope, water of sorrow. University of Texas
Press; 2010.

4. Natera G. Restauracion de emociones en mujeres indi-
genas con parejas que abusan del alcohol. In: Esteinou
OH, editor. Acercamientos multidisciplinarios a las
emociones. México: UNAM; 2017. p. 237-61.

5. Mier R. El Acto Antropolégico: La Intervencién como
Extrafieza. Revista Tramas. 2002;18:13-50.

6. Tiburcio M. Adaptacion de un modelo de intervencion
para familiares de usuarios de alcohol en una comu-
nidad indigena: Tesis doctorado. México: Facultad de
Psicologia Universidad Nacional; 2009.

7. Natera Rey G, Medina Aguilar PS, Callejas Pérez
F, Juarez F, Tiburcio M. Efectos de una interven-
cién a familiares de consumidores de alcohol en
una regién indigena en Meéxico. Salud Mental.
2011;34(3):195-201.

8. Orford J, Natera G, Velleman R, Copello A, Bowie N,
Bradbury C, et al. Ways of coping and the health of
relatives facing drug and alcohol problems in Mexico
and England. Addiction. 2001;96(5):761-74.

9. Rey GN, Sainz MT. Adaptacién de un modelo de
intervencion para ayudar a las familias indigenas a
enfrentar el consumo excesivo de alcohol en la zona
central de México. Salud Mental. 2007;30(6):32-42.

10. Turner V. Dramas, fields, and metaphors symbolic
action in human society. Cornell University Press;
1974.

11. Dilthey W. Las categorias de la vida. Critica de la
razén histérica. Barcelona: Peninsula; 1986.



94 G.N.Rey etal.

12. Bruner J. Accidn, pensamiento y lenguaje. Madrid:  15. Natera G, Tiburcio M, Mora J, Oxford J. Apoyando a

Alianza; 1998. familias que enfrentan el consumo de alcohol y dro-
13. Mardani M, Alipour F, Rafiey H, Fallahi-Khoshknab gas. Editorial Pax Instituto Nacional de Psiquiatria

M, Arshi M. Challenges in addiction-affected fami- México; 2009.

lies: a systematic review of qualitative studies. BMC  16. Dasen P, Berry J, Sartorius N. Health and cross-

Psychiatry. 2023;23(1):1-19. cultural psychology. Newbury Park, CA: Sage; 1988.

14. Turner V, Turner EL. On the edge of the bush: anthro-
pology as experience. University of Arizona Press;
1985.

Open Access This chapter is licensed under the terms of the Creative Commons Attribution 4.0 International License
(http://creativecommons.org/licenses/by/4.0/), which permits use, sharing, adaptation, distribution and reproduction in
any medium or format, as long as you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license and indicate if changes were made.

The images or other third party material in this chapter are included in the chapter’s Creative Commons license,
unless indicated otherwise in a credit line to the material. If material is not included in the chapter’s Creative Commons
license and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to
obtain permission directly from the copyright holder.


http://creativecommons.org/licenses/by/4.0/

Kristine Berg Titlestad

Margaret Stroebe @,

l')

Check for
updates

, Sari Kaarina Lindeman @,

Kari Madeleine Stabell Dyregrov @,
and Lillian Bruland Selseng

10.1 Introduction

Persons who succumb to any sort of addictive
behavioral pattern, including the use of narcotics
and alcohol, run an elevated risk of dying [1].
Causes range from those directly due to the intake
of substances (e.g., an overdose of a specific
drug) or indirect causes resulting from the addic-
tion (e.g., suicide associated with the burden of
gambling debts). Such deaths are generally
understood to profoundly impact bereaved fam-
ily members and close friends [2, 3]. Yet, rela-
tively little research has been conducted to
explore the experience of addiction-related
bereavement. To our knowledge, there are no
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published studies concerning the bereaved fol-
lowing losses such as gambling-related suicides.

Bereavement following a drug-related death
(DRD!) will be the main focus of this chapter.
DRD has become a global public health issue.
The drug overdose epidemic continues to
worsen in the United States [4], and in European
countries like Norway, the numbers of over-
doses are stably high [5]. Deaths involving syn-
thetic opioids such as fentanyl have increased
in recent years in countries like the United
States, overdose deaths accelerated during the
COVID-19 pandemic [4], and for some coun-
tries, there is an increase in adolescent over-
dose deaths [6].

In this chapter, to illustrate the impact of loss
through addiction, two large-scale research proj-
ects are described. We briefly highlight the main
findings from the first project from the United
Kingdom about bereavement following
substance-related death, before we move on to
summarize recent research about the experience
of grief and grieving among those close to some-
one who died from a DRD from a project in
Norway.

'DRD describe a death that is related to drug use (e.g.,
overdose, health disorders which may be linked to drug
use in various ways).
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10.2 Bereavement Following
Addiction Deaths

Bereavement—understood as the situation of
someone who has experienced the death of a
significant person—is associated with height-
ened risk of mental and physical ill-health and
adjustment difficulties [7]. In cases of “unnatu-
ral deaths,” among which many addiction-
related causes can be classified, the risk is
intensified compared with that following more
natural types of death. There are a number of
reasons for this. Not only the circumstances of
death (sometimes sudden, violent, volitional)
but also other factors are likely to co-determine
the relatively-even-greater excesses. Notably,
in the current context and as elaborated below,
interpersonal variables, including long-stand-
ing relationship difficulties with the close,
deceased person who had used substances, and
trouble coping with the loss due to stigmatiza-
tion by others, have been well-documented
(among other features) in research on DRD
bereavement [8]. Identification of such factors
brings us directly into the family domain:
Typically, bereaved people do not grieve in iso-
lation; most do so with family members who
have experienced the same loss and together
with other members of their social networks.
Family dynamics affect personal grief and ways
of grieving, and vice versa. What is more, fam-
ily concerns (e.g., dealing with the legal conse-
quences of the unnatural death or the financial
burdens from debts relating to the addiction;
changed family relationships since the troubled
family member has died) have to be coped with.
Understanding bereavement following addic-
tion would, then, be incomplete without incor-
porating a family and friendship circle
perspective and this leads to examination of the
available research on DRD bereavement in
family context and its implications for under-
standing other types of addictions.
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10.3 Bereavement Following
Substance-Related Deaths

Valentine and colleagues conducted the first
large-scale research project concerning the expe-
riences of bereaved family members and friends
following a drug- or alcohol-related death in the
United Kingdom [9]. The research was carried
out in England and Scotland over 3 years from
2012 to 2015. One hundred and six bereaved
adults were interviewed [2]. To highlight signifi-
cant results for the present context: “Living with
the possibility of death” was described as chal-
lenging by many of the participants in the project.
The bereaved recounted a variety of manners in
which substance use yielded detrimental conse-
quences [2]. These encompassed both the physi-
cal and psychological dimensions of health,
strained interpersonal connections and familial
bonds, disrupted family life, and the subsequent
consequences extending throughout the broader
family structure and social circles. Stigmatization
emerged as one of the most prominent and recur-
rent themes, surfacing in discussions within
nearly three quarters of the interviews conducted
[2]. Interviewees illustrated instances of both
self-stigma and external stigma from various
sources such as individuals in positions of author-
ity, media outlets, family members, colleagues,
and friends.

The data from the project showed that the pro-
cess of discovering the body of the deceased indi-
vidual emerged as an aspect fraught with
heightened trauma often followed by an adverse
experiences and interactions with law enforce-
ment [2]. In close to 50% of the cases examined,
there existed a degree of police involvement.
Despite occasional positive encounters, inter-
viewees consistently conveyed a sense of distress
associated with police interactions. Specific
instances included inadequately clarified proce-
dures and families being left uninformed. In cer-
tain situations, families were burdened with
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feelings of culpability or a perception that both
they and the deceased individual were in some
manner associated with criminality.

The bereaved family members and friends
described diverse emotional responses in the
aftermath of the loss [2]. Dominant reactions
were those of grappling with the sense of a life’s
potential “gone to waste,” navigating emotions
toward individuals perceived as responsible for
the death, and even experiencing a sense of relief
due to both the deceased and themselves finding
peace.

10.4 Bereaved People
Following DRDs

The Norwegian research project “Drug Death-
Related Bereavement and Recovery Project”
(Norwegian acronym: END) studies experiences
and the consequences following a DRD from
family and close friends’ perspectives (n = 255),
their coping with bereavement, as well as the per-
spectives of public and nongovernmental service
providers (n = 105) (see END project web page
[10]). The studies in the UK project did not dif-
ferentiate bereavement following drug- and
alcohol-related deaths, except in one study where
Templeton and colleagues exclusively studied the
32 bereaved individuals following a drug over-
dose [11]. Those who died of a drug overdose
were reported to differ from those who died from
alcohol use: the former were more likely to be
male, young and had lost their lives at an early
stage of dependency, sometimes on the first time
the drug was taken [11]. In addition, alcohol-
related deaths were often a result of chronic dis-
ease [ 12]. Potential differences between drug- and
alcohol-related deaths were why the END project
sample only included DRD.

Adding to the knowledge base acquired from
the UK project, some main findings from the
END project support the finding that time before
death influences the bereavement process, DRD
grief is described as disenfranchised (i.e., not
acknowledged), and stigma affects the bereaved
people. For many, grief is multifaceted, with
complex emotions and reactions, and for a con-

siderable proportion, prolonged grief levels are
high [3]. Still, many adjust to life through aware-
ness of potential stressors and acting in advance
to prevent the stressors’ impact, and some
bereaved find new meaning through supporting
and being supported by their close ones who are
still alive [13].

We next explore main findings from the END
project in more detail, addressing the topics
“Time before death affects bereaved people’s
grief,” “The psychological, physical, and social
health consequences of DRD bereavement,” and
“Adjusting to the changed life using a variety of
coping strategies.”

10.5 Time Before Death Affects
Bereaved People’s Grief

There are good reasons to assume that having
lived with someone using drugs affects the course
of bereavement. This became evident in retro-
spective accounts by DRD bereaved of the time
before death. It is well-established that being in a
close relationship with someone who uses drugs
is often challenging. Systematic reviews show
that the negative impact an adult family mem-
ber’s high-risk drug use has on family members’
relations to the member who uses drugs and fam-
ily life [14] is similar to that on family members
related to a young family member [15]. Many
family members feel powerless and helpless, not
knowing how to stay involved or how to help.
It is extremely difficult to live so close, [the
deceased] becomes a very demanding person.
These extreme situations, where we had to call the
police, are very demanding, it is shocking. And,
especially, it is very demanding to constantly have
a person who is sick, right? It rarely goes well.
Then things went well for a period of time, I was

optimistic, and then it went downbhill, right, it was
like a roller coaster (Father [16]).

Results from the END project demonstrate
that the time preceding death also has significant
implications for the time following death. Like
the father in the quote, many bereaved experi-
enced traumatic events, with a roller coaster of
complex emotions such as fear and hope. As a
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result, many bereaved people reported being
exhausted when the death occurs. For parents,
these experiences are described as being in a state
of constant preparedness and extended parent-
hood. While dealing with their emotional roller
coaster, the parents took responsibilities that their
child generally should have handled (e.g.,
extended financial and practical support) [16].

Bereaved siblings in the END project often
described how life with their brother’s or sister’s
addiction changed relationships within the family
[17, 18]. Siblings explained how they worried
and felt responsible for their brother or sister.
Many also felt grief for the sibling relationship
that was so altered through the addiction, and
anger because the brother or sister created tur-
moil in the family. In addition, they tried to help
their parents with specific tasks and advice, and
their relationship with their parents often changed
too. The siblings tried to be strong and to take up
as little space as possible in the family [17]. Adult
siblings described a long process of finding the
right balance between helping others in the fam-
ily and caring for themselves [19]. For some sib-
lings, the brother’s or sister’s high-risk drug use
had been one of the many challenges in the fam-
ily. These siblings have experienced inadequate
care from their parents and explained their sib-
ling’s challenges due to a lack of parental sup-
port. Because of this demanding upbringing,
many struggled to trust others and had difficulty
accepting help from the social network later in
life as adults.

Close friendships can also change due to a
friend’s growing drug use challenges. Friends
described how they distanced themselves because
they did not want to get involved in their friend’s
drug use and felt less fellowship with them [20].
Many bereaved close friends described how they
had made less contact or how friendship had
become less reciprocal, in the sense that they felt
more like a helper than a friend. Such changes
and some withdrawals of friendship were com-
plex for them to think of later as bereaved friends,
and many regretted that they had not kept closer
contact. At the same time, new friendships also
emerged for the person who used drugs, in the
fellowship around drug use, reinforced by shared
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marginalized societal positions. In lives domi-
nated by drugs, friends risk losing close friends
in DRD.

Familial bonds, although strong, can falter
under the weight of this relentless struggle and
conflicts occur between family members about
how to deal with the high-risk drug use [19].
When family members experience a death such
as DRD, the bereaved may ruminate about the
time before death, what happened, and why these
fatal outcomes occur [16]. Intense rumination
can complicate bereaved people’s grief work. If,
for example, such features as rumination becomes
a dominant way of dealing with the loss for a
family member, and/or levels of conflict between
members run high, complications in grief may
occur and become barriers to healing together as
a family.

10.6 The Psychological, Physical,
and Social Health
Consequences of DRD
Bereavement

Losing a close one following a DRD has conse-
quences for many bereaved people’s psychologi-
cal, physical, and social health. Psychologically,
DRD grief can lead to a myriad of emotional
struggles. Grieving individuals may grapple with
intense feelings of guilt, shame, and self-blame,
as societal judgment and stigmatization insinuate
a failure on their part to prevent the tragedy. This
internalized blame can fuel a deep sense of per-
sonal responsibility, contributing to self-
destructive  behaviors and  compromised
self-esteem. Additionally, the lack of acknowl-
edgment and validation for their grief can result
in a profound sense of isolation, leading to symp-
toms of depression, anxiety, and prolonged grief
[31.

The article “Does ‘Time Heal all Wounds?’”
[3] has reported data from the END survey,
which included 234 family members. Parents,
siblings, and children of the deceased all reported
high levels of symptoms of prolonged grief (i.e.,
one type of complicated grief). One of the stron-
gest associations to grief complications were
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suicidal thoughts, withdrawal and blaming them-
selves. Hence, significant implications were
observed for the bereaved individuals. In addi-
tion, healing took longer than most people
assume, as those who had been bereaved
1-2 years previously had the highest level of
prolonged grief symptoms [3].

On a physical level, the toll of DRD grief
manifests in various ways. The chronic stress and
emotional chaos associated with this form of
bereavement can negatively affect the body [7].
Physical health may deteriorate as individuals
struggle to cope with the immense burden of their
grief. Parents interviewed in the END described
sleep disturbances and physical reactions (e.g.,
nauseous, dizzy, feeling exhausted) [16] and a
register study from Norway showed an increased
susceptibility to illnesses as well as early death
for parents [21]. Moreover, using substances as a
coping mechanism or a means to numb the pain
may further exacerbate the physical toll, leading
to a vicious cycle of self-destructive behaviors
[22].

The consequences for bereaved people’s
social health were illustrated in a cross-sectional
survey, analyzing data from the 255 participants
who replied to a survey in the END project. The
analyses showed that participants, on average,
rated their social health as poor, though with sig-
nificant variations within the group [23]. Family
members and friends reported lower scores than
other bereaved populations on instruments mea-
suring the quality of life, work and social adjust-
ment, and social support. The participants who
reported high satisfaction with professional help
reported higher scores on the same social health-
related variables [23].

Hence, DRD grief may exacts a heavy toll on
bereaved people’s social health. The bereaved
may find it challenging to share their experiences
and seek support, fearing judgment or encounter-
ing ignorance. This isolation can perpetuate feel-
ings of loneliness, further eroding social
connections and support networks. The stigma
associated with DRD can also impact the
bereaved person’s relationships, as they may face
blame or condemnation from friends, family, or
community members [24]. Consequently, social

networks may fracture, leaving individuals with
limited avenues for support and healing. The lack
of societal validation and understanding of this
loss can result in profound self and social isola-
tion [3].

10.6.1 Self-Isolation

Not being needed by others anymore and “los-
ing” their identity as a helper was also a trait for
parents who struggled the most to adjust to life
after the loss [13]. For the parents, withdrawal
(self-isolation) was reported to be characteristic
of the bereaved who struggled the most [3, 13]. If
the loss incorporated traumatic circumstances,
bereaved may isolate because they struggle with
severe emotional reactions and lack the energy to
socialize and participate in their “normal” daily
life [22]. Being troubled by self-scrutiny ques-
tions and rumination about why the death could
not be prevented are among the questions that
many bereaved after unnatural deaths pose to
themselves.

Bereaved siblings experienced their grief as
overshadowed by the grief of their parents
because people outside the family may perceive
the parents’ burden as heavier. In addition, the
siblings themselves were more concerned with
helping and supporting their parents. While par-
ents often felt guilt for not living up to their role
as parents and blaming themselves for the death
[16], siblings sometimes felt guilty for keeping
siblings’ secrets from their parents [18]. Siblings
who grow up in demanding care situations, in
particular, may find it challenging to be open
about their feelings and grief reactions, both
inside and outside the family [19].

Some bereaved following a DRD use illegal
drugs themselves. For those left behind who use
drugs themselves, disclosing their DRD loss to
others poses a risk of having to share information
about their own drug use, potentially exposing
them to stigmatization and condemnation related
to drug use [25]. Earlier experiences of stigma
associated with their own drug use may lead to
silence and social withdrawal in the event of
DRDs [25, 26].
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If social networks and professional helpers
were involved, they usually focused on the imme-
diate family. Hence, friends’ grief can become
forgotten and unacknowledged [27]. If the
bereaved and deceased are “just” friends, it is not
a matter of course that participation in rituals or
social support will be opened to the bereaved
friend. Bereaved friends in the END project
described much loneliness because many had no
contact with the deceased’s family, nor did they
have a shared network that could have “united
them” in their grief. The friends hesitated to con-
tact the family because they did not want to dis-
turb them and did not define their grief as
important [20].

10.6.2 Isolation from the Outside

Parents have described how their grief was dif-
ficult to share within the family and disturb the
family dynamic [28] Though many parents
interviewed in the END project had contact with
close network members, and had coworkers
who stepped up and helped them with practical
tasks, the longing to share their grief with others
was immense [13]. The bereaved siblings often
hoped for support, though many described that
support was not offered [19]. In contrast, many
siblings who had a difficult upbringing did not
want support and wished to be left alone with
their grief.

After losing several close ones over time,
many bereaved who use drugs learned that sup-
port from social networks and professional help
were lacking. Several of them said that they
struggled with thoughts and feelings of guilt after
the DRD. It could have to do with their role in
obtaining the drugs or that they felt that they did
not do enough to prevent the death. The guilt
could be intensified by accusations and exclusion
from others in the person’s social network.
Feeling guilty and counterfactual thinking is well
documented to be associated with grief [29].
However, the experience of a lack of cultural
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acceptance of the bereaved person’s drug use
seems to prevent them from sharing their experi-
ences of guilt and responsibility and thus hinder
them from getting support to cope with their feel-
ings [25]. Bereaved persons who use drugs also
experienced that their drug use led to mutual
withdrawal between them, and others close to
them. The drug use made them inaccessible for
social contact, and likewise they experienced that
the people around them who did not take drugs
kept a distance when they were on drugs. If the
health or social services responded, it primarily
targeted reducing their drug use [26]. Some
bereaved friends also felt highly alone in their
grief, either because they did not know the
deceased’s family members or because their net-
work had difficulty understanding that the friend
had maintained that friendship, and expected the
grief to pass quickly [20].

From the parent’s perspective, the family’s
needs become the bereaved parent’s responsibil-
ity when help from services is not provided [28].
Sometimes even becoming their parentally
bereaved grandchildren’s foster parent, parents
experienced overwhelming responsibilities, like
this family who cared for three parentally
bereaved grandchildren:

(...) and then I was a mom for three more with

completely different needs. And (...) they had a

complicated relationship with their mom, and the

boy to the father. He has not seen his father in
many years, and it is a process that is always diffi-
cult. And then (sigh), I felt I had octopus arms with
hands in all directions. And then I was supposed to
satisfy all kinds of things, and I was quite over-

stretched. Both physically and mentally (Emma,
lost daughter [28]).

Thus, professional family-oriented help efforts
for the DRD bereaved families were called for
by parents in the END project. The help that
was perceived as needed was related to the fam-
ily’s need and the ability to adapt to new roles
and the new reality, but it was also to create a
space and environment for emotional sharing
and joint meaning-making processes in the
family [28].
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10.7 Adjusting to the Changed
Life Using a Variety
of Coping Strategies

Each person’s grief journey is unique and finding
appropriate coping strategies often involves a
process of trial and error. It is important to note
that coping strategies can vary greatly, and what
works for one individual may not work for
another. Following DRDs, bereaved individuals
who participated in the END project described
that they faced immense challenges adjusting to
life without their loved ones [13, 25]. They used
various coping strategies to cope with the pro-
found loss and navigate the complex emotions
accompanying it.

Parents interviewed reported using cogni-
tive and communication strategies to heal. In
addition, craving knowledge about what hap-
pened and focusing on back to day-to-day
activities were essential for them too. Many
had received services from different health
professionals to learn cognitive strategies that
helped them deal with complex emotions and
reactions such as guilt and anger. Hence, as
time passed, many managed to control the
direction of their thoughts better, oscillating
between deciding when to grieve and putting
aside grief. Being open to others about the cir-
cumstances of death and the child’s drug use
were experienced as therapeutic for many.
However, they were particular about whom
they communicated with about the loss. Also,
that the bereaved parents were open about the
circumstances of death, served to help people
in the bereaved people’s network who struggle
with what to say and when.

Many bereaved parents had caring tasks for
the deceased child(ren) and their other still-alive
children [13]. They reported that taking care of
others helped them cope. Some bereaved sib-
lings also said that their family was the most cru-
cial support when family members managed to
cope with grief together [18]. Notably, the
deceased’s friends were highlighted by both par-
ents and siblings to be important in meaning-
making processes.

When [ saw all the people and, of course many
people using drugs... eh, like him, who came to
that funeral, I thought that his drug life had been
something more, than just what I had seen. And
that was good (Sister [19]).

Siblings, like this sister, often valued contact with
close friends of the bereaved and appreciated
their perspectives on the deceased friend [19].
Bereaved friends, too, have regarded contact with
the deceased’s family as significant in their grief
[20]. A bereaved friend explained how contact
with his friend’s family felt like confirmation that
he had been significant to the deceased and that
his friendship and love had mattered.

Several bereaved friends explained how losing
a friend engendered a critical awareness of one’s
values in life and a renewed appreciation of
friendship. Some also wanted to honor the
deceased friend by working for less stigmatizing
societal attitudes. Bereaved using drugs pre-
sented drug use as a substantial strategy to deal
with the loss. Whether or not they were using
drugs at the time of the death, several spoke of
more intense drug use following the loss [25].
Even though the drug use could be accompanied
by suicidal intentions and ideations, some
reported that it helped them confront the loss,
while for others, it helped them imagine that the
death was not real. Hence, drug use was experi-
enced as providing them with temporary pain
relief but also, like Eva’s story, it brought out
positive memories of the deceased:

When I cook up heroin and smell it, it reminds me

of the early days of love. It reminds me of every-

thing, inserting the syringe and feeling the hit of

the heroin and the heat in my body reminds me of

him and the security he gave me. And that’s often

the main reason I take heroin, it justifies it some-

how. It’s okay to do heroin because then I feel
closer to him [25].

Some bereaved using drugs reported responding to
the DRD experiences by reducing their drug use
[25]. The decrease was related to the death being a
wake-up call, giving them new reflections about
the risk of drug use and the intense pain of being
bereaved, or giving them the strength to honor the
deceased by reducing or stopping the drug use.
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10.8 Comparison Across Contexts:
The Two Projects Compared

Retrospectively, the results from the UK project
(i.e., substance-related death) studying bereave-
ment following substance-related death and the
results from the END project (i.e., DRD) explor-
ing grief following DRD showed more similari-
ties for the bereaved people’s reactions and
situations than differences. Researchers in the
UK study also found severe stress of living with
a person’s high-risk drug use before and after
death, stigma, disenfranchised grief, lack of
professional help and support from network
members. Still, grief is contextual and influ-
enced by various situational factors. Hence, how
someone mourns in the United Kingdom may
differ from how someone mourns in Norway
due to contextual and interpersonal factors. To
place such features in broader context: One
example is a result of the UK project concerning
official processes such as police investigations
and postmortem, which differ from how the
police investigate a DRD in Norway. The par-
ticipants in the UK project described very mixed
experiences, both with regard to these processes
and the officials involved (e.g., delay in releas-
ing the body between several months to over
1 year—often without explanation, lack of com-
passion, and consideration of the bereaved peo-
ple’s situation). Hence, holding the funeral
could be delayed for a year, complicating the
bereaved people’s grieving process [11].
Another interpersonal factor that differed was
the expectations to get help in Norway versus
the United Kingdom. Norwegian national guide-
lines recommends that municipalities activate
psychosocial crisis teams for the bereaved fol-
lowing a sudden and potentially traumatic death.
The END project showed that DRD-bereaved
people seldom received public services in line
with the guidelines. Hence, END project partici-
pants described feeling their grief was not
acknowledged by public services [16].
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10.9 Closing Reflections

Bereavement following addiction can signifi-
cantly disrupt family dynamics and relationships.
Research highlights the strain high-risk drug use
and subsequent deaths can place on family struc-
tures, communication, and trust. Understanding
these dynamics helps identify areas where sup-
port and intervention are needed. Research
emphasizes the importance of education to dispel
myths, reduce stigma, and promote awareness of
high-quality support services and coping strate-
gies. Many bereaved people eventually adjust
well to the loss when using various coping strate-
gies. Engaging in self-care activities, seeking
professional help, joining support groups, and
finding meaningful ways to remember and honor
the deceased can facilitate healing and resilience.
Understanding these coping mechanisms can
guide the development of bereavement support
programs.

We have covered many factors that impact on
families and friends coming to terms with a
DRD. There are additional aspects to research,
for example, the availability of social support,
mental health before the death, and challenges in
the relationship and/or the family’s coping style
can also have an impact on the level of grief,
post-traumatic stress, and level of functioning.
Prolonged and intense grief experienced by the
bereaved can also challenge the social network
support to a significant extent.

Overall, there is also a call for more research
on bereavement through addiction. Notably, a lit-
erature search and contacting an expert on gam-
bling research identified no scientific papers that
study bereavement following suicide associated
with the burden of gambling debts. The lessons
learnt so far from the research reported above
suggests that additional research following death
from this type of addiction can potentially help
the bereaved by validating their experiences, pro-
viding guidance on coping strategies, connecting
them with appropriate support networks, and
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empowering them to advocate for change.
Recognizing the unique needs of those bereaved
by addiction and tailoring support services
accordingly is essential.

The silence after a substance-related death
like DRD is deafening for many bereaved family
members and friends [16, 25]. Unlike more
socially recognized forms of loss, such as the
death of a family member from natural causes or
accidents, grief following addiction-related
deaths often remains marginalized, stigmatized,
and invalidated by society, exacerbating its detri-
mental impact [2, 24]. Family members and
friends report that lack of help from professionals
and people in their network who are struggling to
talk to them about the decedent person are exam-
ples of why bereavement is experienced by many
as disenfranchised.
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Check for
updates

Marcela Tiburcio Sainz and Pilar Bernal-Pérez

11.1 Introduction

Living with a person who uses substances is, in
itself, a significant problem for family group
members. This impact is even more significant
in families belonging to an ethnic minority since
they have characteristics determining relation-
ship dynamics, values, and social norms that
color their experience and can help or hinder
access to care services [1]. The central objective
of this chapter is to analyze how living with a
relative who consumes alcohol or other sub-
stances impacts the health of families that
belong to an ethnic minority or are part of an
indigenous population in different world
regions. It concludes with the findings of a study
conducted with an Indigenous community in
central Mexico.

11.2 What s an Ethnic Minority?

As part of its efforts to combat racism and
defend human rights, the United Nations [2]
recognizes various vulnerable groups experi-
encing discrimination, injustice, and health and

M. Tiburcio Sainz (D<) - P. Bernal-Pérez

Department of Social Sciences in Health, Direction of
Epidemiological and Psychosocial Research, Ramén
de la Fuente Muiiiz National Institute of Psychiatry,
Mexico City, Mexico

e-mail: tibsam @inprf.gob.mx; pilar.bp@tec.mx

© The Author(s) 2025

social disadvantages around the world, such as
(1) Afro-descendants, (2) Roma, (3) Indigenous
people, (4) migrants, (5) refugees, (6) people
living in extreme poverty, (7) women, (8)
LGBTQI+ people, and (9) minorities.

September 2022 marked the 30th anniversary
of adopting the Declaration of the Rights of
Persons Belonging to National or Ethnic,
Religious, and Linguistic Minorities. Despite
the significance of this event and what it repre-
sents in the fight to improve the living condi-
tions of people belonging to minority groups,
there is currently no single, agreed-upon defini-
tion of what a minority is. Nonetheless, the exis-
tence of a minority combines objective and
subjective elements. Objective elements include
the presence of an ethnicity, language, or reli-
gion shared by a group. In contrast, subjective
elements involve self-identifying as a member
of a national, ethnic, religious, or linguistic
minority [2].

The sociological and anthropological litera-
ture also notes that “minority” is a dynamic con-
cept involving the inclusion of elements
self-selected by the group in question. In other
words, the group defines itself based on specific
elements or characteristics [3]. An ethnic group
or minority is, therefore, a group identifying with
the same linguistic and cultural community.

Smith [4] defines ethnic groups as human pop-
ulations that share myths about their ancestry,
stories, and culture associated with a specific ter-
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ritory, which, at the same time, share a feeling of
solidarity. These groups also share identity ele-
ments such as (a) symbolic systems such as reli-
gion, mythology, and ritual, (b) food culture, (c)
clothing, (d) art, and (e) physical appearance.
Ethnic groups can share a narrow or broad spec-
trum of genetic ancestry depending on group
identification, with many groups having mixed
genetic ancestry.

Despite the difficulty of defining the concept
of an ethnic minority, some studies suggest that
these minorities share certain common factors
such as (a) marginalization, (b) stigmatization,
(c) inequality, (d) lack or scarcity of resources
and infrastructure, and (e) challenges for survival
[5, 6]. These characteristics create precarious liv-
ing conditions for members of a minority in gen-
eral and for members of the minority group with
alcohol and other substance use problems, in par-
ticular, since it poses a high risk to their mental
health and that of the most immediate context,
the family.

11.3 Factors Contributing
to the Marginalization
and Disadvantage of Ethnic
Minorities

Belonging to ethnic minorities often becomes a
barrier to accessing essential services for any
human group. Factors such as poverty, underde-
velopment, marginalization, social exclusion,
and economic disparities are closely linked to
inequality of power and opportunities, and more
specifically, affect their quality of life and
health, as when they suffer from the impact of
alcohol or substance use, at either a personal or
family level.

This marginality reflects a need for more
effective economic and societal participation.
Rural communities do not control the production
system nor participate in its benefits. Exclusion
from full participation in the national economy
leads to poverty [7], one of the most powerful
social determinants of psychopathology [8],
including psychoactive substance use.
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11.4 Substance Use:
Cause or Consequence
of Marginalization?

Excessive alcohol consumption has long been the
focus of interest of researchers from various dis-
ciplines who have helped identify factors related
to the onset and maintenance of substance use, as
well as its adverse effects at the individual and
social levels.

Epidemiological studies have also proved
helpful in understanding the extent of the prob-
lem at a local and international level. According
to recent WHO data, 5.1% of the global burden of
disease and physical injury is attributable to alco-
hol consumption, reflected in disability-adjusted
life years. Among people ages 20-39, approxi-
mately 13.5% of total deaths are attributable to
alcohol [9].

Socioeconomic development is one of the fac-
tors associated with the increase in substance use
in certain countries. For example, Vietnam saw a
50% increase in alcohol production within a
decade, with the proportion of adults who drink
increasing from 46% to 77% among men and
from 2% to 11% among women between 2002
and 2016. There was an association between the
risk of heavy drinking and the rate of harm and
negative impact on people’s lives [10].

11.5 Substance Use in Ethnic
Minorities Around the World

This section provides information that sheds light
on the use of psychoactive substances, particu-
larly alcohol, in minority groups in different parts
of the world, whose common denominator is the
invisibility of the problem, marginalization, and
poverty.

For example, among First Nations in
Manitoba, Canada, alcohol use among women
is regarded as a threat to the concept of femi-
ninity, meaning that women who drink conceal
the fact and are reluctant to seek help. Once
they enter treatment, they have different needs
from men, such as (a) opposition and lack of
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support from family and friends, (b) unem-
ployment, (c) economic barriers, (d) family
responsibilities, and (e) stigma and social dis-
approval. There is widespread distrust toward
health professionals due to the power imbal-
ance existing in the therapeutic relationship,
exacerbated in the case of women as they are
challenged by being labeled and judged and
the advice offered when they seek help. Other
vital topics for these women include (1) guilt
and shame, (2) unresolved core issues, (3)
resilience, (4) tenacity, (5) recovery process,
(6) family and friends, and (7) tradition and
spirituality [11].

The authors conclude that little is known
about the recovery process of Aboriginal and
First Nations women or the reasons why this crit-
ical topic has remained under-researched [11].
However, other authors have acknowledged the
absence of members of indigenous and aborigi-
nal peoples in the Canadian recovery scenario,
raising questions about possible racism [12].

Also, in Canada, Morton et al. [13] explored
the process members of the Anishinabek commu-
nity in Ontario undergo when they decide to stop
using and begin their recovery. After exploring
the sources of strength and resilience of those in
the community, the authors proposed five ele-
ments they consider crucial to the success of sub-
stance use treatment programs:

1. Formal support is obtained by users or their
families when they face challenges due to
substance use, violence, and mental health
problems.

2. Informal support, such as family and friends,
is a source of strength and resilience.

3. Individual practices and internal forces were
crucial for the healing process.

4. Beneficial effects of support that ensured their
privacy and confidentiality, providing a safe
space where they were not judged for what
they were experiencing.

5. Forward-looking vision of how services and
support were a source of strength and resil-
ience. Participants highlighted the need to
improve these services for those who need
them and for a greater awareness of the issue.
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They also pointed to the need for more sup-
port and necessary services.

In South India, as in many other cultures, the
family is the primary resource in the care of peo-
ple with mental illness and substance use. Family
members provide care for users. This is related to
the Indian tradition of interdependence, the con-
cern of close family members in the face of
adversity, and the shortage of mental health pro-
fessionals. However, providing care for a family
member takes a toll on the health of caregivers.
This adverse impact has been described as a bur-
den. The family environment determines it
through the coping styles of family members and
their tolerance of the user’s aberrant behavior.
This burden disrupts the life of family members
in the financial and emotional sense, placing
spouses, in particular, at a greater risk of stressful
life events and medical and psychiatric disorders,
as well as increasing their use of health care ser-
vices [14].

Another study conducted in Chile sought to
explore the meanings associated with problem-
atic alcohol use and dependence in rural Mapuche
communities. For this group, alcohol use was
defined as problematic when its frequency and
intensity had a direct and indirect impact on vari-
ous areas of a person’s life, negatively affecting
both the person who used alcohol and third par-
ties. The researchers attributed this type of con-
sumption to the impact of colonization on culture,
which entailed significant changes in how alco-
hol was consumed [15].

Finally, an ethnographic study with women
farmers and users from the Adamawa community
in the northeast of Nigeria found that in Africa,
there is no adequate way to measure substance
use. Nevertheless, alcohol and drug use is known
to be high because of its consequences. Before
colonization, people in this area drank local bev-
erages and subsequently began consuming what
their colonizers imported. An abrupt change was
observed in both traditions and the role of women,
who are regarded as responsible for obtaining
food for their families. The most common activ-
ity is agriculture, primarily female, mainly due to
poverty, cultural factors, and polygamy. Although
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data on substance use among women is almost
nonexistent in these communities, a significant
proportion of them are known to consume and
sell drugs. Some do so to make their work bear-
able since farmwork can be hard and tedious,
while those who do not work on farms engage in
sex work. The study revealed an increase in drug
use among young women and girls to be able to
do their jobs, which is a matter of concern [16].

This information shows that the use of sub-
stances, particularly alcohol, acts as a social dis-
organizer in various Australian, Latino, and
Aboriginal cultures. It is, therefore, essential to
implement substance use prevention and health
promotion for minority groups. It is also crucial
to design culturally relevant problems that will
permit the timely identification and prevention of
these problems.

11.6 Alcohol Consumption
in Ethnic Minorities

in Mexico

In Mexico, the Drug, Alcohol, and Tobacco
Consumption Survey [17] reports a lifetime prev-
alence of alcohol consumption in the total popu-
lation of 49.1%, with rates of use in the past
month of 35.9%, excess use of 19.8%, and regu-
lar use of 8.5%. The survey also mentions a gen-
eral upward trend over the years. A comparison
of the sexes shows that men still consume more
alcohol than women, although changes in wom-
en’s drinking habits are reflected in an increase in
their alcohol use.

Although there is a wealth of information on
the epidemiological behavior of psychoactive
substance use among the general population, the
same cannot be said of its use among ethnic
minorities and indigenous groups [18]. Besides
being scarce and difficult to identify, these data
provide highly local, specific information about
certain areas or zones. They are often drawn from
anthropological or sociological studies, meaning
their interpretive conceptual framework may dif-
fer from those with a health and well-being
approach.
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According to the Pan American Health
Organization [19], the mental health conditions
of Indigenous groups are usually worse than
those of non-Indigenous groups. For example,
they have significantly higher suicide rates and
more suicide risk factors: discrimination, con-
flict, trauma, stress caused by acculturation and
cultural displacement, harmful alcohol use, and
barriers to accessing care services.

Alcoholism is one of the most prevalent
chronic diseases in Indigenous peoples of the
Americas, who have higher alcohol use rates than
the general population [20]. Mexican ethnic
groups constitute a complex mosaic due to their
plurality and the social, economic, and political
difficulties they experience, exacerbated by
excessive alcohol use and lack of social protec-
tion. Mexican ethnic groups produce at least 172
different fermented beverages, 87% of which are
drinks with alcoholic content [21], some of which
are being replaced by beer.

Camacho et al. [22] studied an indigenous
population from the State of Tabasco and their
relationship with alcohol use. They observed that
ethnic identity should be analyzed to understand
the influence of culture on an individual’s alcohol
use. This identity is regarded as a construction
that develops within social frameworks, deter-
mining the position of people within society and
guiding their representations or actions within
the culture by which they are circumscribed [23,
24].

Concerning alcohol use in the total popula-
tion, a lifetime prevalence rate of 81.4% was
found, together with rates of 45.7% in the past
year, 15.7% in the past 30 days, and 4.3% in the
past 7 days. Regarding sex, a lifetime prevalence
rate of 85.7% was found for men and 78.6% for
women, with rates of 50% for men and 42.9% for
women in the past year and 17.9% for men and
14.3% for women in the past month. The age of
onset of alcohol use in this community is lower
than the national average. The authors note that
in the indigenous worldview, alcohol is present in
religious ceremonial acts, which can contribute
to the normalization of alcohol use and, there-
fore, to a lower age of onset.
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A study undertaken of the Indigenous popu-
lation residing in and originating from Mexico
City found that 20.9% of Indigenous men and
24% of non-Indigenous men drink excessively.
Among Indigenous women, the prevalence of
alcohol use was 22.9% compared to 21% for
non-Indigenous women. It was also observed
that the Indigenous population had little or no
access to health services. At the same time,
alcohol use has a more severe effect on organ-
isms weakened by malnutrition and extreme
poverty [25].

Through semi-structured interviews,
Herndndez [26] explored alcohol consumption
practices and their social, economic, and health
consequences in Huehuetla, Puebla, where the
most common beverages are beer and a type of
liquor called “kuchu” in Totonaco. On average,
they drink 3.5 days and spend 437.50 pesos a
week. Eleven of the 13 men interviewed reported
getting drunk every time they consumed alcohol.
When asked about the reason for this, they
replied, “Because that’s the point,” “We have
drinks with friends,” “(We do it) when we feel
excited or sad,” and “to loosen up the body.”
They said all the men in their families drink:
grandparents, fathers, uncles, cousins, and even
children. They consider that they drink for plea-
sure because they live with people who drink and
teach them to drink, and like their fathers before
them, their grandfathers drank, so “It gets handed
down from generation to generation.” Others
drink to forget their problems due to the stress of
work and fatigue, “I imagine it was a way to
relax.”

There are marked differences between the
characteristic consumption patterns of Mexico’s
urban and rural and Indigenous populations. The
available information suggests that these differ-
ences are due to the diversity of uses and cus-
toms, values and beliefs, social norms, and
contact with other cultures, as in the case of the
migrant population. Other factors may contribute
to the more severe consequences of consumption
among the rural and Indigenous populations,
such as poor education on issues related to con-
sumption and the absence of treatment centers
close to their locations.
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Another area where differences occur is the
way alcohol consumption affects those close to
the user. This topic is the focus of this article,
which seeks to provide information to understand
better the possible similarities, differences, and
challenges that families of ethnic minorities
experience and face when one of their members
uses psychoactive substances. The outlook in
rural and indigenous communities is a matter of
concern since they are the population sector with
the most significant lag in terms of mental health
care. Treatment centers are scarce, inaccessible,
and often poorly accepted by the social groups
they aim to serve [27]. To attempt to answer this
question, we will use a study of Otomi women in
the central area of Mexico as an example.

11.7 Community Views
On the Effects of Excessive
Drinking on Family
Well-being

The study described below is part of a larger proj-
ect whose purpose was to culturally adapt the
5-Step Program for use with the Otomi popula-
tion of the Mezquital Valley in the State of
Hidalgo, Mexico. This required obtaining infor-
mation on alcohol consumption practices and
their consequences on the mental health of the
inhabitants of an Otomi community. The infor-
mation was obtained through (1) ethnographic
observation and field diaries, (2) semi-structured
individual interviews, and (3) semi-structured
group interviews. This chapter only presents the
information related to the last strategy.

The following inclusion criteria were estab-
lished for the groups: being a community resi-
dent, wishing to share their opinions on the
population’s health, and agreeing to participate in
the study. Based on these criteria, three groups of
women were established, each with seven, six,
and four members. The sample size was subject
to the voluntary collaboration of the interview-
ees. Subjects were aged between 18 and 65 and
were mainly homemakers or shopkeepers.
Another interview was conducted with two men,
aged 27 and 37, respectively.
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The interview guide addressed five general
topics: (a) How does drinking occur in the com-
munity? (b) Problems related to consumption, (c)
How does it affect family members? (d) What
should be done when someone drinks a lot? (e)
What can be done to prevent the problem? Some
questions corresponding to each topic were
drawn from Jellinek’s Informant Method ques-
tionnaire [28].

Subjects were contacted through the
Community Assembly, where the project’s objec-
tives were announced, and authorization to
implement it was requested. Subjects in the
Health Center waiting room and at the end of the
“Oportunidades” social program meetings were
also invited to participate. When subjects
expressed interest in participating in the study,
they met in a multipurpose room. The objectives
were explained again, authorization to record the
sessions was requested, and the confidentiality of
the information was guaranteed.

11.7.1 Consumption Practices
and Associated Problems

Different responses were obtained from the
groups in the initial approach to this topic.
Whereas men said excessive alcohol consump-
tion is obviously a problem in the community,
women tended to say that there were more con-
sumers in the past and that nowadays, people
drank less. However, during the interviews, this
point of view gradually changed.

The groups agreed on two issues: (a) the trans-
formation of consumption patterns in the com-
munity due to migration, among other factors,
and (b) the existence of gendered social norms
concerning alcohol intake.

The first issue is informed by the notion that
migration to the United States results in the
“importation” of a way of drinking that differs
from local traditions:

They bring the problem of consumption from out-

side. When they leave the community, I say they

bring another change. When they emigrate, they
bring the drinking problem with them.
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Specifically, they note that beer has replaced
pulque as the beverage of choice. This phenom-
enon may also be linked to the loss or transfor-
mation of community identity, especially among
the youngest, as can be seen in the following
account:

Today, we see many young people who are there
but do not touch pulque; some people don’t drink it
either.

Pulque consumption has decreased. Those who
drank it more are already dead or sick. The new
generations feel sorry for them; they are ashamed
and already have a different mentality, so we have
forgotten about our culture, our roots, what is ours.
Because pulque is something, something that iden-
tifies us... But now we are ashamed about pulque!
Just as wearing cotton clothes makes us ashamed,
you know? Drinking pulque is something people
are ashamed about.

The social norms governing consumption
coincide with traditional gender roles, whereby
men are allowed to drink, and stricter rules apply
for women:

Men are also bad; they take advantage. They are

free to drink whenever they want, you know. But

women who drink have to watch out. Because if
they get drunk, they get into trouble.

Men begin drinking during adolescence with
groups of friends. At first, they do so covertly
because many drink without parental permission,
but as they grow older, they start drinking in pub-
lic. Adult males drink in various settings, includ-
ing the home and liquor stores. In these places, it
is customary for men to drink in groups and for
each person to take turns buying a round of drinks
for the entire group.

Men sometimes drink at work, especially as
day laborers in the irrigated Mezquital Valley
region. In this situation, it is common for workers
to drink pulque during lunch. Sometimes, the
employers provide them with the drink so that
“they are happy.” However, no one would allow
someone in a state of intoxication to work.

Women, for their part, report that they gener-
ally start drinking after getting married, only
drink at family gatherings, and require their hus-
band’s approval.
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“Being able to hold your drink” is a desirable
male characteristic. Men who drink excessively
command the admiration and respect of other
men and women, while those who do not drink
are regarded as “weak.” Women who drink are
frowned upon. For them, abstinence is consid-
ered a virtue and, to a certain extent, an
obligation.

The truth is that alcoholic consumption is part
of the life of community members. Pulque, in
particular, is reputed to have nutritional proper-
ties. In the past, children were “weaned” with
mead due to the lack of water and milk. This
practice continues in some families, although
increasingly less frequently.

When I weaned my children, I had that problem,

you know? They were anemic, and one of my aunts

always said, ‘Give them a small glass, just a small
glass at mealtimes,” and I used to give them a small

glass at mealtimes, and thank God, my children are
healthy, they don’t have any problems.

In the discussion, it was clear that community
members have some knowledge about the risks
involved in alcohol consumption but that this
knowledge clashes with tradition, resulting in a
reluctance to speak openly about what is happen-
ing in the community regarding alcohol.

For example, they know that excessive drink-
ing can cause dropsy or cirrhosis and that many
people have died because of this. Others say that
alcohol “burns the body,” which is why no one
should drink it. Among the problems that they
realize are associated with the consumption of
alcoholic beverages are (a) accidents, (b) the pos-
sibility of leading to rivalry between families
over the ownership of land or animals, (c) family
disintegration, (d) violence, since “it is easier to
fight with someone when you have been drink-
ing,” and (e) setting a bad example for children.

The discrepancy between their practices and
the “the way things should be done” imposed
from outside the community began to emerge
more clearly when the reasons why people drink
or decide not to drink were discussed. The main
reason they think people drink is habit, without
thinking about their decision. In this regard, they
pointed out that there are other practices among
members of the community that are also the

result of custom and can be as questionable as
excessive drinking, such as having more than one
wife.

Alcohol is also used as a social lubricant and
to strengthen friendships. Precisely, in the case of
men, it is thought to help them deal with personal
problems and emotional states that are difficult to
manage, such as sadness, anger, and worry. Other
less important reasons for drinking alcohol
include taste and the need to cool down.

Conversely, one of the most frequent reasons
for not drinking was that spending on alcohol
affects the family economy, the adverse effects
on the health of drinkers, being educated, and, in
general, having a different mindset from that of
the rest of the community. Other positive aspects
that can serve as protective factors are happiness,
having a job, and family integration.

When this issue was being addressed in one of
the groups, one of the participants expressed a
different opinion from the rest of those present.
She pointed out that nothing justifies excessive
alcohol consumption and that when someone
decides to drink, they always find the means to do
so regardless of the barriers they face:

If they don’t have enough money, they get it from

friends. Health?... I know many people who are on

the verge of dying from drinking, yet they go on

drinking. For me, there is no [reason], and they are

not worried about what the neighbor or someone

who doesn’t drink is going to say. Here, everyone
drinks.

This intervention was relevant not only
because of its content but also because it at least
allowed the participants of that group to express
their opinions regarding alcohol more freely,
assuming, from that moment onward, that the
men in this community drink excessively.

11.7.2 How Does Consumption
Affect Family Members?

The discussions also revealed what, in many
cases, appeared to be first-hand knowledge of
this topic. Since the confidentiality of the infor-
mation was guaranteed at the beginning of the
interviews, every effort was made to ensure that
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the discussion did not focus on specific cases but
on what was happening in the community in
general.

One of the ways alcohol consumption affects
the family is by altering the routine and quality
time spent with other members. “The family is
destroyed” means that male consumers spend
little time with their children. They do not express
interest in their activities or provide them with
the means to “get ahead.” In extreme cases,
children grow up without parental supervision
and “run wild.”

The four groups mentioned that the presence
of a consumer in the family affects the mental
health of other members, especially women who
experience various types of malaise. For exam-
ple, they feel bad knowing their husband has “the
vice.” They get scared when they see him come
home drunk. They feel afraid and worry about
money and the drinker’s health. They suffer a lot,
do not eat properly, despair, and can get sick
because of this.

Well, yes, I do see that it is worrying because, for
example, when they come home at night, they are
already out there or, for example, they are drinking
here in the center, and then you live over there, and
you wonder where they are. In other words, it is
something to worry about because when he drives
a car and gets very drunk or drinks too much, he no
longer realizes what he is doing, and he could kill
himself. In other words, he does not worry about
what he will do, where he will be, or whether he’ll
be right. I mean, it’s worrying. Is he going to fall?
Will he be able to drive? Will he be able to come
back home...?

Women carry this “burden” alone, and in addi-
tion to dealing with their suffering, they are given
the responsibility of protecting other family
members, including the person who drinks:

If the woman puts up with it, she suffers a lot;
maybe she can’t talk about things or the prob-
lems at home because it is a burden for the
woman alone. A burden, because if the woman
more or less knows how to get ahead, she helps
the children, but if not, it will be the downfall of
the family, totally... the children... because they
stop going to school, they won’t have a better
life, food, hygiene, a mother cannot give every-
thing, and it is a problem because the household
won’t progress.
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Well, her concern is that she worries about how to
get ahead with her children, and the other thing,
well... about her husband, that if he gets sick, who
is going to look after him? Who is going to be
responsible for him? And when the families do not
hide it, it is also because the burden falls mainly on
the woman. It is a burden for you as a woman.

As can be seen from these stories, there are
various reasons why living daily with a heavy
drinker is a highly stressful situation, which
threatens the health of all family members, com-
bined with another series of material difficulties
that aggravate living conditions in this
community.

11.7.3 What Should Be Done When
Someone Drinks a Lot?

Given the problems caused by a family member
who drinks, a range of options could improve the
situation. However, the effectiveness of these
solutions needs to be made clear. In some cases,
opinions on the matter appear due more to what
people have learned than to their own
experience.

Most strategies that respondents considered
could help solve the problems involve persuading
users to stop drinking. The most frequently men-
tioned ways were “convince him to go to treat-
ment,” “seek help,” “take him to a psychologist or
a doctor,” or “put him in an Alcoholics
Anonymous group.” These actions could cer-
tainly be a solution but are unrealistic measures
due to the total lack of forms of treatment in the
community. It was not until 2 years ago that the
first group of Alcoholics Anonymous was created
in the municipal head town approximately 30 km
away.

Other actions that the participants mentioned
included talking to the drinker, making them see
how their drinking is affecting their health and
their family, making them reflect, or asking a
family member or friend to talk to them, for
example:

99 <.

Talk to him, find a time when he is willing to talk,
and really talk about the problem. Make him see
what problems drinking causes and what the ben-
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efits of not drinking are so that he comes to his
senses. Give examples, and as they say, well, there
are children involved, so show him that his chil-
dren need him.

These ways in which problems can be solved
contrast sharply with the way drinkers are
expected to react since they consider that once
they have adopted this “vice,” it is almost impos-
sible to go back. One participant said, “They dig
in their heels and carry on.” The optimism
implicit in their proposals contrasts with a
problem that, based on experience, has no solu-
tion until illness or death arrives.

Talk to them, but they really don’t understand, the
only thing they say, ‘No, well...,” my children are
grown up, my children are already grown up, and
they really don’t understand no matter how much
you talk to them, no matter how much you tell
them. You try to talk to them, but no. They don’t
pay any attention.

They assume that if they try to convince them
“nicely,” drinkers will not understand or accept
the problem or do their part. They might take that
approach as “a joke” and become angry. That is
why “you have to get them when they are sober”
and “take them by surprise” to reduce the prob-
ability that they will refuse to listen. No specific
cases were explored. However, it is striking that
during the interviews, not a single case was men-
tioned in which these measures have been suc-
cessful despite the fact that they are regarded as
the most suitable ways to resolve family prob-
lems associated with alcohol consumption. On
the contrary, users are assumed to be incapable of
change.

As for what family members should do for
themselves, contradictory suggestions were also
found, one referring to duty and the other to
everyday experience. Despite feeling sad, wor-
ried, or angry, relatives should “pick themselves
up,” “not give up” and support the rest of the fam-
ily, including the drinker:

Well, I say that you should do something because

if I see that the family is getting worse day by day,

then I am not only going to destroy my health but

that of my family. I can’t collapse, and instead have

to think very carefully about what I’m going to do,

and more than anything, stay strong...

God is giving him the opportunity to recover, and
he doesn’t do anything, so even if it’s just a little
bit, she can work behind the scenes to help him
recover, that’s one [way], and another is to try... if
he’s a son, as a son. If he is a brother, as a brother,
and a husband as a husband, try to give him the
place he deserves, you know? Like, my love, 1
don’t want to help you out of obligation, but I help
you because I want to, because I want it that way
because you are the father of my children because
we started a family when we were young and it’s
worth living again, isn’t it? Yes, now with no con-
ditions, I'm not putting any conditions on helping
you because that is what I want to do.

“Not giving in” and “picking yourself up”
were frequent responses. However, only two spe-
cific strategies were mentioned to achieve this.
The first involves spending your free time on
activities that benefit other people, and the sec-
ond has to do with courage and faith:

I have always said that as a woman, you have to
have a lot of courage. Perhaps there comes a time
when you do feel discouraged by your problems,
but by thinking about it, trusting God, and I have
had a lot of faith that as a woman, you can get
ahead no matter what the problems are. As a
woman, you have to know how to cope with prob-
lems in life. There are good times and bad times,
and you have to go through all of them. It is a
matter of knowing how to cope with them and
thinking a lot about how to solve them, how to
know how to solve the problem, and then not get-
ting through it with alcohol. Maybe I’ll have a
beer, but then I shouldn’t drink it for two or three
days and just grit my teeth and get on with it. You
shouldn’t look for a solution but think that the
solution is knowing how to cope with life. One of
the most important things is knowing how to cope
with it, not being afraid, and having a lot of cour-
age. It is difficult, but it can be done. You can
pluck up courage.

In addition to the many concerns that arise
from living with a drinker and a minimal reper-
toire of options available to achieve a minimum
level of well-being, families, particularly women,
must also deal with the pressure exerted by the
community through expectations regarding their
behavior. Below is an example of what would
happen if a woman decided to end her relation-
ship with a drinker:

They say you didn’t care about him, and he is not

to blame; the woman is the one to blame, you were
to blame, and that’s it, even though the husband
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left the woman, \the woman is at fault. Who is to
blame? You were always to blame and that’s it, the
woman just left her husband, but the woman is to
blame. It doesn’t matter what the woman does, the
errands, the children, the animals, hanging her
clothes, everything, it’s still her fault.

People talk for the sake of talking... they don’t
worry about why, why she left her children or why
she had to leave her husband, and they say, ‘Oh
poor man! Because he’s a drunk, there’s nothing he
can do.” They looked for another life, and they left,
but for those of us who understand, we see that it
wasn’t like that, and you get fed up and desperate
when you see that type of problem. But others only
see outside and do not know what the problem
really is. And that is what has sometimes kept us
shut in because sometimes we have to put up with
things because of what people are going to say,
what they will say, the gossip, but sometimes we
don’t think about ourselves and how important it is
for us to take care of ourselves with these types of
problems.

In the process of exchanging views and reveal-
ing that fear of community opinion is a signifi-
cant source of discomfort and, above all, a barrier
to action, the possibility arose of reaching a tacit
agreement regarding the need to share experi-
ences and support each other as a way of finding
relief and contacting other organizations that
could be useful:

Well, you have to set an example to be able to advise
others because if I am the first one who is down and
I want to help my neighbor to be strong, to defend
herself, then I should start with me and give myself
the place I deserve. It is up to me as a woman in rela-
tion to my home and to society above all. So, when
I feel strong enough to do those things, I can easily
tell my friend, look, I did this, and you can too. Also,
let’s say the friend that I am going to advise because
her case cannot be the same as mine; it is a very dif-
ferent case, you know? So each family has its own
problem, you know, so there we have to see what
can be done in that case, you know, but set an exam-
ple more than anything, an example so that they can
live it, because if you don’t set an example, the per-
son is going to say, ‘She’s telling me, but how come
you don’t do that in your home?” ‘She lets them treat
her like that, and she’s giving me advice on how to
defend myself, right?’ That’s why you have to start
by setting an example.

Well, you can meet and talk to psychologists
and, if not, trust people. Women should trust each
other because sometimes there is no trust, and they
will divulge what happened, but as long as you
have experience, and you want to say do this or
that, you can more or less guide them.
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These opinions reveal the need to create
spaces where women living with heavy drinkers
can share their experiences, learn from strategies
that have worked for other families, and benefit
from the knowledge that external actors can pro-
vide them to find better ways of dealing with
adversity.

11.7.4 What Can Be Done to Prevent
the Problem?

The previous sections described how two levels
of discourse around alcohol use were identified
and what should be done when this problem
occurs in the family. Opinions about what can be
done in the community to prevent problems asso-
ciated with excessive alcohol consumption also
highlight the discrepancy between knowledge
and practice.

On the one hand, people suggested drastic mea-
sures such as restricting the sale of alcoholic bev-
erages. However, as soon as it was proposed, this
type of action was expected to fail since consum-
ers “always look for where it is.” In addition, these
types of measures would be ineffective in a place
where pulque is produced in most households.

For most of those interviewed, education is
another way alcohol abuse can be prevented.
From their point of view, “falks” are the best
strategy for modifying “the mindset” of young
people to positively change the behavior of ado-
lescent girls and prevent them from suffering
what they did:

Right now, the girl is here; she is going to high

school; after a while, they are different; she will no

longer have [the same] ideas as us because what
she is learning is different. She’s going to say, ‘Oh!

Mom put up with my dad the way he was, but I'm

certainly not going to!” So that is changing and

education... I think education is what brings about
change.

The idea that knowledge can influence behav-
ior persists, but the possibilities for change are
much more limited for adults than young people.
Nothing can be done for those who have already
started drinking, so preventive efforts must focus
on the younger population.
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Interestingly, the opinion of the youngest par-
ticipant (a high school student) contradicted
those of the rest of the group. In her words:

The talks are not very important because we
already have the information; one way or another,
we have it. Young people are bombarded with
information, they tell us at school, at home... I've
had enough!

The alternative seems to be to keep busy, find
activities that distract the mind, and avoid suc-
cumbing to “the temptation to drink.” In line with
this idea, the respondents believe that employ-
ment can contribute to reducing consumption
since it not only makes it possible to satisfy the
family’s needs but also to achieve personal fulfill-
ment, as described by one participant:

I say that time changes this a little bit, but also
this... it’s education, occupation... people who
don’t have a job, people who don’t have a job, they
tend to do things they shouldn’t, you know? But if
a man has a job, he is given a job, he comes home
tired and wants nothing more than to eat and have
a job, and that’s it, but people who don’t have a job
or even a woman who doesn’t have a job, is going
to do things they don’t want to do, or start talking
about things that aren’t helpful, you know? And
when there are things to worry about, there is no
longer time, there is no time to make nasty remarks
and talk about other people’s downfall, and instead
you do things that do obtain results, you know?

The following testimonial shows that the con-
ception of using free time as a preventive mea-
sure also applies in the case of young people:

What I would say is that there is a need for recre-

ational workshops, where young people can

occupy their time because since they have nothing

to do, they start drinking; they should create bas-
ketball groups, have areas for recreation...

Although the options available in the commu-
nity for work and recreational activities are
extremely limited, it is worth asking whether
these types of proposals are the result of knowl-
edge learned in everyday life or whether they are
part of a discourse that is not theirs but is more in
line with what they think researchers want to
hear.

It should be pointed out that the community
has a basketball court that is usually empty.
Furthermore, work with high school adolescents

has shown that most collaborate with domestic
work after leaving school. Many take the animals
to graze, remove weeds, work the land, or cut
firewood in the hills. However, these occupations
have not been effective enough to prevent the
onset of alcohol consumption.

11.8 Conclusions

The group interviews showed that, as has been
reported in different regions of the country,
alcohol consumption by men is widely accepted.
In contrast, alcohol use by women is more heav-
ily sanctioned [29]. They also mentioned vari-
ous reasons why alcohol is consumed, as well as
reasons why there are people who do not drink
and the reasons why no one should drink. It was
observed that, as also happens in the marginal-
ized urban population, consumption sometimes
serves as a means of coping with realities that
are difficult to manage, such as lack of work,
poverty, and even the absence of recreational
activities [30]. It is clear that consumption is
accepted as part of the life of the people who
live in the area and that eventually, at least at the
discourse level, they realize that consumption
can become a severe problem that has equally
significant consequences for the health of the
person who drinks and the health of the family
and the household economy, as well as having
social repercussions.

The information that the participants provided
was sufficiently rich to identify the stressors
implicit in living with a drinker. Data on the
effects of living with an alcohol consumer are
very similar to what has been found in the urban
Mexican population [31]. In both contexts, it is a
situation that creates confusion, discomfort, fear,
and concern and generally exceeds a person’s
capacity to respond. In both the city and this rural
community, it is considered that it is the respon-
sibility of women to deal with these problems
even though they are the ones most severely
affected, as the mothers, wives, daughters, and
daughters-in-law of men who drink excessively.
This research provided them with a space to share
their experience.
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It is important to note that some participants
were initially reluctant to express themselves
for fear that others would find out. Reluctance to
speak and distrust have been documented as
characteristic limitations of anthropological
work in which issues traditionally considered
part of the private sphere are explored [32].
Despite this, their contributions contributed to
identifying some of the problems felt by women
in the community. Similar information was col-
lected through individual interviews. In both
approaches, references to violence, the decline
in the economy, and, above all, the impact on
the mental health of all family members were
observed.

Sometimes, the absence of migrants makes
family problems involving alcohol use tempo-
rary. This circumstance contributes to minimiz-
ing the impact on family health since, in some
instances, these people have stopped being part
of the household’s everyday life. However, the
severity of these problems is not diminished
because they are short-lived; on the contrary,
this characteristic requires special attention as
it is a distinctive feature of community
dynamics.

Addressing the problems of family members
in a social context where alcohol abuse is com-
mon practice is vital for the reasons stated above.
It is essential to consider the sociocultural con-
text since culture dictates how a symptom is
defined, whether as a disease, a metaphysical
event, or another event in daily life [33]. That is
why this research explored the way families in an
Otomi community define their experiences
involving alcohol consumption and how they
explain the existence of this health problem in the
locality.

Implementing any intervention program in a
group different from that for which it was created
requires in-depth knowledge of the recipient
group’s sociocultural characteristics to make the
necessary modifications to increase its accep-
tance and likelihood of success while respecting
local values and norms. As Babor [34] states, cul-
turally appropriate solutions are necessary for
socially defined problems.

M. Tiburcio Sainz and P. Bernal-Pérez
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12.1 Introduction

Addictions are a growing problem worldwide,
contributing significantly to the burden of
mental and addictive disorders [1]. Although
approximately 100 million people in the world
are estimated to experience substance use by a
close relative [2], only a minority can access
adequate services for their care, mainly due to
stigma [3].

Stigma and addictions have attracted enor-
mous interest among researchers in recent years
[4]. Goffman [5] introduced the term “stigma”
to describe the social rejection suffered by a
person with a condition that socially discredits
them. According to sociologists Link and
Phelan [6], stigmatization involves an asym-
metrical process of power from which an anom-
alous identity is constructed through the
interaction between those who stigmatize and
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those who are stigmatized. For the purposes of
this analysis, we consider the definition of
stigma proposed by Medina-Perucha et al. [7]
to be of interest:
a social process involving the segregation of social
groups and individuals based on socially valued

attributes and leading to inequities based on social,
political, or economic power (p. 316).

Stigma related to substance use interferes
with the timely search for care. A study by Kohn
et al. [8] revealed that the substance use disorder
treatment gap is greater in Latin America
(83.7%) than in North America (69.1%).
Furthermore, in low- and middle-income coun-
tries, the scope of this problem may have been
underestimated due to the limited research
available on stigma [9].

Within this complex reality, the social stigma
experienced by people with substance use disor-
ders intersects with other axes of discrimination
and inequality. When viewed through an inter-
sectional lens [10], this stigma can reveal pat-
terns of exclusion and discrimination essential
to understanding and addressing the problem of
addictions. Intersectionality is an analytical tool
exploring the interconnectedness of sociopoliti-
cal categories that contribute to discrimination
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in various areas, including ethnicity, gender,
immigration status, social class, and age. These
categories overlap, creating a synergistic effect
[11]. For Grzanka [12], intersectionality “is the
study and criticism of how multiple social sys-
tems intersect by producing and sustaining com-
plex inequities” (p. 453), with an emphasis on
the role of justice. In this respect, this approach
is useful for addressing addictions, since they
are a public health problem closely linked to
globalization, worldwide production and com-
mercialization networks involving other social
determinants based on social inequality, power
structures, and gender, as well as the ideologi-
cal, political, and cultural aspects concerning
drugs.

In recent years, international research has
visibilized the needs of families dealing with
substance abuse and gambling [13, 14]. In a
systematic review of research on family and
addiction, Mardoni et al. [15]. identified five
broad dimensions in the experience of families,
including (1) initial shock, (2) being in a fog,
(3) sequence of disorders, (4) internal chaos
within the family, and (5) self-protection.
Families undergo evolutionary processes with
stages and transitions. Individual life processes
intersect complexly within family interactions,
emphasizing the importance of a holistic
approach to analyze biological, psychosocial,
historical, and cultural levels. Although inter-
sectionality is becoming more relevant in addic-
tion studies [16, 17], research from this
perspective remains scarce [18]. Furthermore,
studies using this perspective to specifically
explore the experience of family members are
even more limited.

Our aim in this chapter is to use an intersec-
tional perspective to examine the stigmatization
of families in which some of their members are
under treatment for substance use and to deter-
mine its scope by meeting with a small sample of
family members, interviewed as part of a larger
study on stigma and mental illness. At the end,
we analyze the importance of adopting an inter-
sectional perspective to guide future interven-
tions and contribute to public policy
development.

J. Mora-Rios et al.

12.2 Background Research
in Mexico

The data used for this study were originally
drawn from a mixed methods research project
designed to explore mental illness stigma and
discrimination among various groups (relatives
of people with substance use disorders) in Mexico
City [19]. Although the study’s original focus
was stigma, for this chapter we focused on the
experience of relatives of users in outpatient
treatment with a substance use disorder diagno-
sis. Data collection took place from January 2009
to July 2010. Details of the methodologies uti-
lized for data collection have previously been
published [20]. Participants provided informed
consent, and the research protocol was approved
by the Ethics Committee of the Ramén de La
Fuente National Institute of Psychiatry (Approval
No. EP09 4225.0).

In this study, we focus on the qualitative anal-
ysis of the experience of family members coping
with substance use by one of their members to
understand the impact of stigma and discrimina-
tion on their experiences, using an intersectional
approach.

12.3 Participants

Twelve relatives of substance users in outpatient
treatment were interviewed (Table 12.1). The
majority (10 out of 12) were women, with a pre-
dominance of mothers, followed by wives, a
grandmother, father, and son. The ages of the par-
ticipants ranged from 33 to 67, with an average of
49 (SD =11.8).

Only one of the users related to the interview-
ees was woman, one identified as gay. All of them
were in ambulatory treatment in psychiatric spe-
cialized centers. Seven had dual diagnosis and
the rest substance abuse; the age range was
between 18 and 60 years of age.

Five of the interviewees had lived with the
user for over 10 years. Five of the relatives were
partnered and the remainder lived alone. Most
were self-employed, and only one had social
security. The majority (six) were Catholic,
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followed by Evangelical Protestant (two) and two
atheists. Interviews were conducted in suitable
areas within the institutions where the study was
undertaken, enabling participants to express
themselves freely.

12.4 Data Collection

Data for this study was collected in a semi-
structured interview designed to explore the fol-
lowing topics: (1) family background, (2) history
of substance use and its impact on the family, (3)
experiences of stigma and discrimination associ-
ated with the relative’s drug use, (4) coping
responses of the family member, and (5) recom-
mendations for dealing with stigma and discrimi-
nation. The interview strategy involved asking
open, exploratory questions to encourage dia-
logue with relatives, such as: “What has your
relative’s substance use meant to you?”’ and
“Have you experienced a situation in which you
or your family, including the user, have been mis-
treated because of their substance use?”

12.5 Information Analysis

A thematic analysis (TA) of the interviews was
conducted using an inductive method based on
Braun and Clarke [21]. The process began with
reading and individual review of each of the
interviews by the authors of this study, who
coded the categories obtained at the group level
individually and then by consensus. The general
context of the interview was used to determine
which specific category the text belonged to in
the cases when team members disagreed. The
ATLAS ti program (version 6.2) was used to
organize the information.

12.6 Results

As aresult of the thematic analysis, we conducted
it using the following categories, based on the
participants’ accounts: (1) family history, (2)
effects of the illness on the family, (3) experi-

J. Mora-Rios et al.

ences of stigma and discrimination, (4) coping
responses, and (5) social support resources
(agency) (Fig. 12.1).

Family History

Ten of the 12 family members interviewed
reported a history of substance use in their own
family or in the user’s family of origin, six of
whom had a history of violence (whether physi-
cal, emotional, or sexual) in their childhood. One
user’s son mentioned that his father had a diffi-
cult childhood and that his grandfather was also
an alcohol user. In addition to the physical vio-
lence he experienced, the relative father was also
sexually abused, which led to him using alcohol
and drugs in his adult life. The participant
remarked that his father had also exercised physi-
cal and verbal violence. He recalled that, when he
was about 11 or 12 years old, his mother sum-
moned him and his siblings and told them their
father used marijuana. She asked them whether
he had ever offered them any and warned them
that if he did so, they should turn it down, telling
them that “people who use marijuana are bad”
(Participant 2).

Another participant admitted that her grand-
son had been the product of teenage pregnancy
and had experienced childhood neglect since his
parents had not been emotionally prepared to
raise him. The grandson had begun using drugs
as a teenager and admitted to an “Anexo,”! a cen-
ter for punishing drug users. He had been sexu-
ally abused there but never talked to anyone about
that experience and could not stand being touched
(Participant 3).

The stepfather of a drug user explained that
due to the lack of opportunities, his son had
been forced to emigrate to the United States,
where he had begun working with drug traffick-
ers. However, by the time he returned to Mexico,
he was already abusing substances, which cre-
ated various problems in the family and divided

'Tn Mexico “Anexo” means recovery residence. Usually,
they are associated with a traditional AA group (24 h).
Some of them have been critized for its punitive methods,
whereas others have been of great help for the users, it
depends on each center.
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4 Family History \
- Parents’ substance use and abuse
- Violence L
- Negligence and mistreatment
- Death, loss
- Sex abuse /

Stigma and Discrimination

- Negative and hostile attitudes:
criticism, comments and
disapproving looks

- Giving them nicknames

- Distancing

- Living with pain, sadness, feelings of guilt, shame,
hopelessness, helplessness, despair

- Loss of autonomy, plans and projects,

- Isolation

- Self-stigma (toxic violence)

T - Academic difficulties

- Being fired

- Unemployment

- No partner support

- Fear of the future

- Criticism from the family for not raising their child

properly

Effects of substance use on the family

- Stopping sharing activities,

behaving indifferently,

- Not taking them into account.
- Structural discrimination:
receiving criticism from health

N /

Family resources

- Information-seeking
- Support-seeking

Coping:
- Supporting the user
- Acting secretly

personnel, lacking social security - Activism - Covering up for the
and access to employment and - Helping other families user
education. - Faith in God - Openly discussing the

issue
- Defending the user

Fig. 12.1 Aspects surrounding subjects’ experience

it. Although the man’s stepson had received
treatment, he had not adhered to it and, there-
fore, reacted aggressively. As a result, the
mother left the house, taking the younger chil-
dren with her and leaving the father alone with
the older children, including the user, who had
problems with the law at the time of the inter-
view (Participant 12).

The Impact of Substance Use on Families
Substance use has implications for the family,
mainly for the mothers of male users, who consti-
tute the main support networks. They reported
feeling alone when dealing with their children’s
use and not receiving support from their partners.
However, it is interesting that a stepfather served
as the young man’s primary caregiver, although
he no longer lived with his former partner, the
user’s mother (Participant 12). At an emotional
level, the impact of substance use is primarily
expressed through feelings of sadness, anger,
guilt, shame, frustration, helplessness, and
despair. Subjects reported a negative impact on
their health and mood since their plans and proj-
ects tended to change at various levels (social,
work, and family).

The son of one user remarked that his
father’s marijuana use had not been problem-
atic. Concerning his alcohol use, he said that
his father only drank at parties or gatherings,
which did not make him act aggressively. The
interviewee described his father as a “cool
drunk.” Problems had arisen when his father
not only started using cocaine but when he
began smoking it. The addiction led him to
spend all their money:

... there were constant car accidents and money

problems. He used any excuse to get money. His

use affected him in many ways, especially finan-
cially. My father spent his money on alcoholic bev-
erages and things got worse when he began using
cocaine and marijuana. My father sold houses,
cars, televisions, and canned food and sentimen-
tally blackmailed the family so that they would

give him money wherever he was so he could sup-
port his habit (Participant 4).

There was only one case, the grandmother of a
user, who said she had not been affected in any
way by her grandson’s use. On the contrary, she
enjoyed being able to help him now that he lived
with her and had a good relationship, even though
her grandson has cognitive impairment due to his
dual diagnosis (schizophrenia and drug use). The
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grandmother reported that her grandson had no
friends, kept to himself, and found it hard to
relate to other people.

The impact on families due to a relative’s use
is exacerbated when other family members use
drugs, as occurred with three interviewees, who
also had to cope with their partners, siblings, and
offspring’ consumption (Participants 2, 4, and 5).
The example described below concerns the
mother of a user who has been severely affected
by this as well as the alcohol use of her son’s
father:

..it has really affected me. My husband has
stopped helping me, he turns a blind eye and does
not deal with problems. He does not like to be
bothered. I used to tolerate him because of his
alcohol addiction, and now he drinks heavily from
Friday to Sunday. I told him, “This is affecting you
a lot, you raise your voice, you shout,” and all this
has also affected my relationship with him and my
children... (Participant 2).

Experiences of Stigma and Discrimination
Stigma and discrimination based on substance
use are common experiences among the family
members interviewed. Nine relatives reported
incidents in which their loved ones were discrim-
inated against. These expressions of discrimina-
tion come from various sources, such as family,
friends, neighbors, strangers in the street, and
even the workplace.

Acknowledging a substance use problem at
home is a significant challenge for families. In
many cases, the issue remains a secret, and it
may take many years before they finally
acknowledge that a family member has a sub-
stance use problem. The stigma attached to
mental health and drug use is deeply ingrained
in society.

The wife of an alcohol user, who also had
obsessive—compulsive disorder, reported that it
had initially been difficult for her to persuade her
husband to accept psychiatric care:

I remember him telling me, “No! I'm not crazy, I

don’t need a shrink!” ... but now that he’s received

help and feels better, he even asks me to support

him so he can continue receiving care (Participant
10).

J. Mora-Rios et al.

According to another participant, ignorance of
mental health issues prevails in society. For the
average person, the term “psychiatry” refers to
meanings associated with being admitted to an
asylum, straitjackets, confinement, high fences,
and bars (Participant 4).

Family members also internalize stigma. One
participant had a son in outpatient treatment for a
dual diagnosis (substance use disorder and obses-
sive—compulsive disorder). However, during the
interview, she admitted living in uncertainty. On
the one hand, she was sure her son used drugs,
while at the same time, she said he did not use
them because he had tested negative in anti-
doping tests. As a family member, she internal-
ized the stigma associated with her son’s drug use
during this process.

... my husband doesn’t know my son uses drugs. I

haven’t told him because I don’t have conclusive

evidence that he does. That’s why I don’t share this
family problem with people because they might
single out my son and doors might be closed to him

later on (Participant 6).

... at first, I was ashamed. I often told my friends

that my son had been hospitalized for severe

depression. For me this is a family matter, so I pre-

fer not to tell anyone; only one friend knows the
truth (Participant 7).

“Toxic Shame”

Participant 4, whose father and brother use drugs,
explained that the impact of stigma is expressed
as a kind of “toxic shame,” which creates a bar-
rier to help-seeking for families. She had experi-
enced this with her father and other families who
had shared their experiences with her. In this
regard, she noted the following:

...there is a lot of prejudice that continues to exist
in families. People are afraid to admit that there is
a mental health or drug problem... families always
minimize problems. They have a hard time accept-
ing this situation and even naming the issue, which
is why they say that their family member uses sub-
stances sometimes or rarely without giving any
more details (Participant 4).

...I felt embarrassed because relatives asked me.
One day when I took my son to his medical
appointment, a cousin of his turned up and asked
me why he looked like that and it made me feel
ashamed because of his addiction more than any-
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thing... For me, it’s a tragedy that he has made a
mess of his life and it has destroyed me emotion-
ally (Participant 2).

The grandson of Participant 3 experienced
discrimination in his nuclear family, not only
because of his substance use but also because
of his sexual orientation, which is an example
of intersectionality. In this case, it is interest-
ing to note how these social representations
concerning drugs are linked to the idea of con-
tagion and the user’s mother’s attempt to dis-
tance herself to protect her daughters, as can be
seen in the following example provided by a
grandmother, whose daughter discriminated
against her grandson:

...my daughter thinks that my grandson could

infect her family. She had a fit once when she saw

my grandson hugging an older man on the street.

She said, ‘He’s a fag: what if he infects my daugh-

ters?” — and since then, she has no longer allowed

him to stay at her house, which is why he now lives
with me (Participant 3).

Another interviewee said she had faced the
pain of witnessing other people’s attitudes toward
her son, enduring ridicule from the neighbors,
other young people his age and family members.
However, she had also tried to strengthen herself
and her son. She said that when that happened,
she always tried to defend him.

They didn’t treat him like a normal person. They
would say, ‘He’s crazy,” or he would talk, and they
wouldn’t pay attention. Then my son used to say,
“My cousin so-and-so was talking to me, and he
acted as if I was crazy, he didn’t listen to me”
(Participant 2).

At the same time, this rejection is also
expressed in the form of commiseration, in this
case from a teacher of the subject’s son:

My son was rejected from the time he was in school.
They singled him out as if he had a big problem.
One day a teacher went up to him crying, saying that
he had a big problem but that she would help him.
At home, his sister has criticized him and said, ‘That
he is a moron, an alcoholic, his friends have given
him nicknames, they say he has Down’s syndrome,
or they say he is a disaster’ (Participant 9).

Another participant mentioned that the police
had unjustly arrested her son, because when she
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had asked him to buy some things at the store,
they had arrested him, thinking he was on drugs,
whereas he was on medication. Although she had
tried to explain this, the police refused to believe
her, and she was forced to bribe them to release
her son. Finally, a mother said that her son had
been unable to secure a job because of his
condition:

...Since my son’s last spell in hospital, he hasn’t

been able to hold down a job. He does not pay

attention to things anymore. He wants to get ahead

but when they see him, they don’t want to give him
the job (Participant 2).

Coping Responses and Cultural Aspects
Mexican families face a complex dilemma when
one of their members uses substances. This expe-
rience not only involves care-seeking at the com-
munity level but also a long journey full of
obstacles, stigma, and distrust of health services.
In their despair to find solutions, some people
resort to alternative/folk practices, such as seek-
ing the help of witches or spiritual ritual practi-
tioners, as can be seen from the following
examples:

Since all this started, I have seen six psychologists,
a psychiatrist and I even went to see a man who
does “limpias™.? That day I told my son to come
with me because my brain was hurting...he also
gave my son a spiritual cleansing and then he said,
“Your son is very smart, but he uses drugs.” I have
also taken him to therapists, I’ve been everywhere,
and all that involves money (Participant 6).

...sometimes I wonder why so many bad things
happen to us in the family and I’ve thought that
perhaps someone has cast a spell on us (Participant
12).

For the participants, most of whom are moth-
ers, faith in God is the main source of support for
dealing with this situation. In Mexican and Latin
American culture, religion is a vital source of
comfort and strength [22]. However, it is impor-
tant to note that in some cases, religion is also

2“Limpias” are spiritual cleansing and a physical-
symbolic procedure to restore balance wused in
Mesoamerican and Amerindian ethnomedicine. They
date from ancient times and link the person with them-
selves and their environment (physical-natural, social-
community, and cultural-religious-spiritual).
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used to control and criticize the actions of other
family members. Some examples are given
below:

I feel alone, in the ocean, lost, I feel very sad. I
always ask God to give me strength and not to
abandon me (Participant 6).

Praise be, things happen because God wants
and then he brings things down on us. Fortunately,
I've finished raising my children and thank God,
even though I’'m retired now, I can take care of
something that nobody wants; it’s nice to feel use-
ful (Participant 3).

...I have taken refuge in God a lot because I
have a lot of faith and I ask him to give me the
strength and understanding to continue because I
am powerless to sort out my son’s life. I leave
everything in His hands and in the hands of spe-
cialists and that gives me physical and moral
strength (Participant 11).

At the same time, God is a resource for con-
trolling the actions of other family members
through criticism and negative comments, either
to hold one of the members responsible or to
attempt to involve them in the care of substance
users, as can be seen in the following example:

Your father is going to die because of you or what

you do to your father. God is going to punish you;
you have to take care of your father (Participant 4).

This same participant remarked that, on one
occasion, he allowed a religious group to use a
ballroom and in exchange he asked the group to
say a prayer for his father. They gathered around
his father, laid their hands on his head, and one of
the members said a few words. They said, “We
are taking you out of this body. Jesus Christ, free
this person from his addictions and physical
abuse” (Participant 4).

The mothers interviewed tended to behave
secretively, making a desperate effort to keep
substance use hidden to protect their children
from criticism from family, neighbors, and oth-
ers. Participant 1 said that, to protect here told her
family and friends she was the one receiving psy-
chiatric care rather than her son: “I tell them that
I am the crazy one, not him”. Another respondent
confronted her son’s friends in the neighborhood
who criticized him by calling him “crazy stoner”
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and had also given him a nickname. She told
them: “Hey, don’t call my son that. That’s not his
name” (Participant 2).

However, families are not simply sources of
criticism and discrimination. Sometimes, they
also provide care and support, particularly when
coping with similar experiences within their
nuclear family, which can lead to greater solidar-
ity and understanding.

In my family, we all spend time together. We cook,

all my brothers’ and sisters’ children are there,

and my husband spends more time with my fam-

ily. My sister says, “Let’s do everything we can,
we have to get this kid back on his feet, he’s sick”

(Participant 7).

During this journey, some family members are
empowered and look for ways to help not only
their loved ones but also other families in similar
situations. This activism, whether through train-
ing or participation in organizations, is a show of
resilience and solidarity in the context of sub-
stance use. In this case, two participants became
activists. For example, Participant 4, whose
father was using substances, contacted family
organizations and began to receive training in
these issues, even traveling to other countries for
training. Participant 5 became involved with
ALANON groups and has been active in helping
other families.

In summary, despite the implications of the
user’s consumption, families develop resources
to cope with a close relative’s substance use, deal
with the situation, and try to get ahead, even if the
situation seems overwhelming. They also support
other families and constantly look for places
offering treatment and information.

12.7 Discussion

One of the main contributions of this study is
that it enabled us to adopt an intersectional
approach in the narrative of the family members
interviewed. This approach provides a nuanced
understanding of the multiple conditions lead-
ing to social exclusion of families dealing with a
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substance use disorder. Based on the thematic
analysis, we identify five dimensions that char-
acterize the experience of families: (1) a history
of substance use and other mental health prob-
lems in the family of origin, together with
adverse experiences in the user’s childhood; (2)
consequences of substance use for family
dynamics; (3) experiences related to the stigma
associated with substance use; (4) coping strate-
gies used by family members; and (5) resources
available within the family to manage substance
use. These dimensions reflect the universal
aspects and particularities of living with a fam-
ily member who abuses substances. Some of
these findings are consistent with the systematic
review of qualitative studies presented by Orford
[23, 24], according to the stress—strain-coping
and support model, confirming the universal
impact of living with a user.

Religious beliefs were one of the main sources
of support for the mothers of users. In this regard,
Allport [25] defines two types of religiosity, the
institutionalized one, which implies an active
participation by its practitioners (e.g., going to
church and following rituals) and the interiorized
religiosity, which expresses itself in a more pri-
vate or spiritual way. One example of this phe-
nomenon is when the mothers of the interviewees
felt very stressed and expressed phrases like the
following: “If god wants” or “let’s put everything
in the hands of god.” In Mexico, the most prac-
ticed religion is Catholicism (80% of the popula-
tion). For this group, God represents a source of
faith, strength, and hope.

Using an intersectionality-based approach
enabled us to determine how different social
determinants interact and affect the experience
of these families. It is striking how certain con-
ditions, such as a history of abuse in families of
origin or the traumatic childhood experiences
of users, aggravate the situation, as has been
widely documented in the literature [13, 16]. In
addition, the presence of a dual diagnosis in six
of the relatives shows the additional complex-
ity of having to deal with substance use, and
another psychiatric disorder. Factors such as
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structural discrimination, migration, and lack
of care for mental health problems also play a
significant role in the prognosis and care of
these families.

Regarding structural discrimination, the step-
son of one participant was a migrant, which, cou-
pled with substance use and delayed care-seeking,
exacerbates the problem not only for the user but
also for family members. Likewise, as part of the
context of these families, other factors mentioned
by the participants were identified, such as pre-
carious living conditions, unemployment, and
insufficient income to support the family, hamper
the timely care of these problems.

Concerning gender, women and user’s moth-
ers are still the primary caregivers. In our study,
seven of the 12 interviewees were the mothers of
male users, corroborating previous studies show-
ing the stigma and social isolation experienced
by mothers and wives in Latin America [26, 27].
The religion in the narrative of the women inter-
viewed, conferring meaning and represents an
organizing framework for the life course that
involves periods of intense suffering and aban-
donment. It is important to note that we also had
the testimonial of a stepfather, whose role as pri-
mary caregiver reveals the variety and complex-
ity of family dynamics.

As seen in the testimonials of the family mem-
bers interviewed, stigma constitutes a significant
source of stress and social disadvantage for those
who use substances [24]. It significantly impacts
their well-being, constituting an additional bur-
den that intersects with other conditions that cre-
ate double and triple disadvantages. According to
the literature, certain vulnerable groups, includ-
ing women, are most exposed to violence when
they eschew their gender role as caregivers.
However, further research is required on the
resources available to this population to cope
with adversity and adopt a more reflective and
critical position in the face of stigma and discrim-
ination in defense of their rights, beyond focus-
ing on the problem by blaming those who use
substances and their families, who directly suffer
the consequences [22].
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Limitations of the Study

A key limitation of our research is that an
intersectional approach was not used from the
start. This approach was adopted after the
interviews had already been conducted. If we
had adopted this perspective from the outset,
we would probably have achieved greater
depth in analyzing the social determinants,
affecting the experience of families with sub-
stance use disorders. However, despite these
limitations, the subsequent adaptation of the
intersectional approach yielded promising
results. It is particularly relevant in the context
of low- and middle-income countries, high-
lighting the relevance and potential of intersec-
tionality for future family research.

Implications of the Study

Culture and religion play a vital role in the expe-
rience of Mexican families forced to deal with
substance use. Previous works have already high-
lighted the importance of these aspects, particu-
larly for families in Latin America [21-23]. For
our interviewees, being the mothers of substance
users became a source of resilience and motiva-
tion [28]. However, some families have also used
religion to delegate care responsibilities.

At the same time, regarding self-care
resources, for example, in only one case did a
user’s mother seek a solution through a healer.
This finding wunderscores the diversity of
responses and resources used in different con-
texts, emphasizing the need for further research
on cultural dimensions concerning to addictions,
primarily in Low-and middle-Income countries
(LMIC).

Given the relevance of the family as a sup-
port network in LMIC, it is essential to expand
research on addictions using an intersectional
approach as it can provide valuable tools to
design inclusive and culturally relevant public
policies, ensuring adequate care for the most
vulnerable groups and promoting social
inclusion.
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13.1 Introduction

Addictive disorders are complex and highly preva-
lent public health problems that threaten the health
and well-being of those who experience addiction
and their significant others. The 2022 World Drug
Report produced by the United Nations Office on
Drugs and Crimes (UNODC) indicates that drug
use accounted for 9% of the global substance use-
related disability-adjusted life years (DALY) in
2019 while drug and alcohol use collectively
accounted for approximately 124 million deaths
[1]. Problem gambling has also been identified as
a significant concern, with a recent systematic
review finding that 0.23% of the global population
has sought help for problem gambling, with higher
help-seeking prevalence reported for those with
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increased gambling severity [2]. In addition to the
established harms caused to the person with addic-
tion problems, addictive disorders have a profound
impact on the quality of life of families and signifi-
cant others. Yet, as is evident throughout this book,
family members often suffer in silence and with
little formal support, intervention, or policy priori-
ties to help them cope effectively with the various
challenges they face due to the relative’s addiction
and related behaviours.

The current chapter aims to understand the
extent to which family members who are affected
by a relative’s addiction problem (AFMs) are pri-
oritized in policy and service delivery models. To
do this, we draw on two review studies that
employed different review approaches. First, we
draw on findings from a scoping literature review,
which was conducted to synthesize the literature
that identifies policy directives for AFMs.
Second, we consider the outcomes of a purposive
review, which was undertaken of relevant policy
and related documents across eight countries rep-
resented in the membership of the Addiction and
the Family International Network (AFINet:
www.afinetwork.info). While both studies
focused on AFMs, the scoping review only
included studies pertaining to AFMs of relatives
with substance use problems, while the purposive
review had an expanded interest, also including a
focus on AFMs of relatives who have gambling
problems. The findings of these two approaches
will now be presented followed by concluding
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comments with thoughts on the way forward to
better support affected families.

13.2 Scoping Review
13.2.1 Overview

The aim of the scoping exercise was to map out
key priorities identified by the literature pertain-
ing to how current policy priorities can be
strengthened to accommodate the support needs
of AFMs of relatives with substance use prob-
lems.' To do this, three databases were consulted,
namely, EBSCO-host web, Scopus and Taylor
and Francis, using Boolean phrase options to
search within databases. These databases were
identified, given their collective comprehensive
coverage of peer-reviewed articles pertaining to
social sciences, medicine and humanities. Scopus
holds the largest database of peer-reviewed
abstracts and citation, while EBSCO-host web is
an aggregator database, which entails content
from several publishers, including different jour-
nals and other databases. Similarly, Taylor and
Francis is an accredited database that provides
access to an array of articles pertaining to the
social sciences, behavioural sciences and health-
care. To ensure that the review was systematic,
the same keywords were used across the three
databases in the following way:

— Search 1: Family policy AND substance use
OR substance abuse OR drug use OR drug
abuse OR dependence OR addiction.

— Search 2: Family policy AND alcoholism OR
alcohol dependence OR alcohol abuse OR
alcoholic OR alcohol addiction.

Only articles with the respective keywords in
the abstracts were included in the review. Apart
from the keywords, only those articles that were
(1) directly interested in AFMs (in their own
right) and (2) offered policy implications for
AFMs were included in the review. Articles that
focused on the family but simply as part of the

'For a variety of reasons, problem gambling was not
included in this review (see limitations for more details).
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rehabilitation journey for the person with sub-
stance use problems were not included in this
review. These strict search parameters were
applied to identify articles that closely align with
our aim and, in this way, avoid articles that only
refer to our keywords in the body of the text. In
the next section of this chapter, we describe the
findings of our review.

13.2.2 How Can Alcohol and/or Drug
Policy Documents
Be Strengthened to Prioritize
the Support Needs of AFMs?

An important, but somewhat unsurprising, finding
that emerged even before drawing insights from
the literature in this review was the paucity of
papers that explicate the impact of a relative’s
substance misuse or addiction on family members
and the support needs of AFMs. Within this
already scant database, even fewer papers offered
specific directions on how policies can be
strengthened to not only recognize but also priori-
tize formal support for AFMs. The final number
of articles that were included in this review is
listed in Appendix (n = 9). A close inspection of
this literature showed two types of articles. The
first type includes research papers (n = 6) that
outline the policy implications of their research or
intervention studies pertaining to AFMs. The sec-
ond set of articles, policy papers (n = 3), directly
focus on the policy landscape and the place of
AFMs in drug and/or alcohol policies. Both sets
of papers were reviewed with the same question
in mind: how can (relevant) policies be strength-
ened to prioritize the support needs of AFMs?

13.2.2.1 Insights from ‘Research
Papers’

Notably, the research papers presented here are
not exhaustive and therefore do not reflect the
breadth of AFMs research. However, these were
the only articles that met our search criteria
within the selected databases and were thus
included in the review. The AFMs in these studies
represent different contexts including Canada
[3], India [4], Mexico [5, 6], Myanmar [7] and
Scotland [8]. The majority of the articles used
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qualitative methods with one article [6] conduct-
ing a literature review.

The six articles identified here offered valu-
able insights into the experiences of AFMs. These
studies covered various issues pertaining to AFM
experiences including: addiction-related stigma
and discrimination at treatment centres [5], the
role of stigma in caring for a relative with an
alcohol use problem [4], the relationships
between health care providers and family mem-
bers of persons with addiction problems [3], fam-
ilies’ perspectives on drug consumption rooms
and its impact [8], the coping experiences of car-
ing for a relative with a drug use disorder [7] and
AFM focused intervention strategies [6].

Our review found that although the authors
emphasized the need for targeted support for
AFMs, the policy implications listed in the arti-
cles were generally vague. For example, authors
such as Mora-Rios et al. [5] recommended that
governments should ‘develop public policy that
is more responsive to the specific needs of this
population’ but did not describe what directives
such policies could entail. Similarly, Thein et al.
[7] described the burdens associated with caring
for persons with drug use problems in Myanmar,
often with inadequate support for AFMs. They
also emphasized the harsh and punitive drug laws
that further increase stigma, making mental
health support for the relative and AFMs largely
inaccessible. In this regard, the authors recom-
mended that ‘[d]ecriminalizing drug users would
help promote human rights, reduce stigma and
social exclusion, and thereby ease caregivers’
burden’, but did not go into detail on how policies
could be strengthened to prioritize the needs of
AFMs [7].

However, two papers offered thoughts on how
policy and programmes can be strengthened to
better support AFMs. Natera et al. (2010), for
example, argued for the importance of specialist
training on AFMs and described how they hosted
training sessions with counsellors across Mexico
who subsequently ‘incorporated the study of
families under this paradigm in national pro-
grammes related to addictions’ [6]. However,
pertaining to policies, the authors maintained that
‘a short-term vision about family problems still
prevails, which puts the ball squarely in the fam-
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ily’s court’ [6]. In this regard, the authors argued
that the primary focus remains on individual
aspects of addiction and that ‘the family remains
absent from care policies’ [6]. Similarly, Kumar
et al. [4] identify the implications of their work
for policymaking and services in Goa. They pri-
oritized mental health literacy campaigns for
nurses and doctors who are typically the first
point of care for persons with substance use prob-
lems. Further, pertaining to policies, they recom-
mended that psychosocial treatment interventions
and mental health care explicitly for AFMs
should be a priority within the public health sys-
tem [4].

13.2.2.2 Insights from ‘Policy Papers’
The three articles that formed part of this collec-
tion were published between 2010 and 2017. All
three articles were policy reviews that primarily
considered the place of AFMs in drug and/or
alcohol policies. Briefly, Velleman [9] reviewed
several policy documents relevant to the UK con-
text that focused on drug and/or alcohol misuse,
also considering the progression of targeted
attention to the needs of AFMs over a 10-year
period. Groenewald and Bhana [10] focused their
policy review on the South African landscape,
evaluating the extent to which two national sub-
stance misuse policies and one family policy pri-
oritize the impact of a relative’s substance misuse
and addiction on AFMs. Like Velleman [9],
Devaney [11] examined eight policy documents
focused on Ireland. Here, Devaney [11] specifi-
cally reviewed Irish drug policies, focusing on
the problematization of families in treatment and
rehabilitation.

A number of themes arose from these three
policy reviews.

Growing Recognition of AFMs, but Limited
Priorities

Across the three papers, mention was made of the
growing attention given to families across the dif-
ferent policy documents that were reviewed by
authors. For example, referring to the primary
drug policy in Britain, Velleman (2010) wel-
comed the refocusing of the drugs: protecting
families and communities (2008) document to
centre the family, evident in the title, on drug
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issues [9]. This increased interest in the family,
Velleman noted, was also observed in other UK
policies reflecting that governments and agencies
are ‘starting to recognize both the needs of, and
the positive possibilities of using, affected adult
family members, [and that] this needs to be
encouraged and developed’ [9]. This said, he fur-
ther cautioned that recognizing family impacts is
not enough and might not necessarily translate
into the implementation of family-focused inter-
ventions for AFMs.

Similar  sentiments were offered by
Groenewald and Bhana who found that the South
African policies made some reference to the fam-
ily impacts of substance abuse. However, fami-
lies were often considered as part of the treatment
trajectory of the person with substance misuse
problems rather than offering targeted support for
AFMs [10]. Vague directives aligned with the
notion that families are negatively affected by
substance abuse and need support were observed,
but no mention of what such support interven-
tions or programmes need to entail. The authors
thus concluded that ‘South Africa still has a long
way to go in order to embed families of substance
abusers more centrally in these policy docu-
ments’ [10].

Daveney [11] reported a significant silence
on the AFM experience. Daveney explained that
families have been considered as being part of
the problem and solution pertaining to drug use,
reflecting ‘a construction of affected families as
pathological and “dysfunctional”, requiring
professional intervention to improve relation-
ships, functioning and communication’ [11].
This latter finding was also observed in the other
two articles [9, 10], creating a context in which
family dysfunction is blamed for the develop-
ment of substance use problems, the family is
required to cope without effective support with
the challenges they face as a result of the rela-
tive’s substance misuse behaviours and the fam-
ily has a shared responsibility for the relative’s
rehabilitation. Thus, while the family has been
more present in policy discourses over the past
two decades, these recognitions are not enough
to create policy priorities to address the needs of
AFMs.
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Expanded Perspectives on AFMs Required
to Prioritize the Needs of Different Family
Members
Representations of AFMs differed across the var-
ious policy documents, which means that, apart
from a focus on children, there was very little
consideration for how different family members
may be impacted, and will need to be supported,
when a relative has a substance misuse problem.
Velleman [9] draws attention to the importance of
child protection priorities that consider the devas-
tating effects that living with a parent or caregiver
who has a substance misuse problem has on
minors. Recognizing this as an immediate prior-
ity, he adds that priority setting for adult AFMs is
often overlooked. Expanding this further,
Daveney [11] points to the importance of an
intersectional lens to prioritize the complexities
of AFMs’ experiences and support needs.
Specifically, Daveney asserts that:
[t]he behavioural focus of the proposed solutions
and the lacunae in drug policy around factors that
impact on and mediate experiences of drug use in
the family—such as class, gender, family position,
place, stigma, marginalization and access to mate-
rial and political resources—individualise com-

plex social issues such as drug use and its
consequences [11].

Groenewald and Bhana [10] also maintained
this view, arguing that in socio-cultural diverse
contexts like South Africa, policies need to
address issues of gender, race and service avail-
ability and accessibility when setting policy
directives for AFMs. There is thus an urgent call
for better efforts to integrate an informed and
‘whole family’ perspective into relevant policies
[9] that considers, for example, how children’s
experiences and needs differ from that of parents,
siblings, wives, husbands, grandparents and other
caregivers.

Additional Policy Evaluations Required

The third issue that the authors discussed related
to the development of a global policy agenda for
AFMs. This was particularly evident in Velleman
[9] and Groenewald and Bhana’s [10] articles
where the need to examine other drug and alco-
hol, and family policy documents across the
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global landscape emerged as an imperative. In
both articles [9, 10], the authors argue that there
is tremendous value in learning from other con-
texts about how families, in their complexities,
can be prioritized as AFMs in respective policies.
This is part of what the current chapter aims to
address in section B; to consider how, if at all,
AFMs are prioritized, where the gaps are and
what can be gleaned and adapted from different
contexts.

More Research on AFMs and Their Support
Needs

The value of additional research that exemplifies
the support needs of AFMs in different contexts
cannot be overemphasized. As indicated earlier
in this chapter, and as other chapters in this book
show, there is a scarcity of studies on the experi-
ences and support needs of AFMs. This is par-
ticularly true in  low-and-middle-income
countries (LMICs) where a stronger focus has
been placed on the aetiology and prevalence of
drug and/or alcohol misuse and addiction, priori-
tizing an individual, rather than family perspec-
tive, on substance misuse. This is, of course,
important, but to advocate for AFMs, we must
build an evidence base that unpacks how differ-
ent family members are affected and the applica-
bility of different support initiatives for AFMs.
As Velleman (2010) states, ‘it is important to
underline the fact that policy cannot be developed
and implemented on its own, but needs to go
hand in hand with research [and], practice’ [9].
Likewise, reflecting on a LMIC, Groenewald and
Bhana (2016) called for more research in diverse
settings within South Africa and other LMICs to
expand the database on AFMs’ experiences
within these spaces [10].

Notably, research, in itself, is a valuable com-
modity to drive the policy agenda, but what is
further needed is the identification of evidence-
based interventions to help AFMs cope effec-
tively. In a later section of this book, several
chapters have been dedicated to describing dif-
ferent interventions for AFMs. Drawing on con-
clusions set by Velleman and Groenewald and
Bhana [9, 10], evaluation research is necessary to
assess the applicability of such interventions for
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different AFMs and across different contexts.
Indeed, policies and programmes are not mutu-
ally exclusive but need to work hand-in-hand to
address the needs of AFMs and decrease the bur-
den of disease on family members. In this regard,
Groenewald and Bhana indicate that ‘[p]olicies
should address what needs to be done and why,
while practitioners and researchers promote the
implementation of these strategies [...] it is
imperative that policies rely on evidence-
informed policy directives to help create an
enabling framework for implementation strate-
gies’ [10].

13.3 Document Reviews
13.3.1 Overview

In this section, we report first indications from an
ongoing project entitled ‘Country policies and
practices regarding affected family members
(AFMs)’. This project was carried out by mem-
bers of the Addiction and the Family International
Network (AFINet: www.afinetwork.info). As
implied, AFINet includes members who have a
shared interest in AFM research and interven-
tions and has members from many different
countries (now numbering 55 countries).
Members were invited to partake in this project
by purposively sharing policy documents that
have implications for AFMs. A number of docu-
ments (n = 36) from eight countries’ were
included in the review, which primarily entailed
government policy documents and documents
produced by government bodies on alcohol and/
or drugs and/or gambling. Also, candidates for
inclusion were documents produced by bodies
set up by government to advise on regulation,
research or treatment in the areas of substances or
gambling. These documents were subsequently
reviewed, guided by the question: do govern-
ments recognize the needs of affected family
members? Analysis revealed two findings:

Members from these countries responded to the invita-
tion: Brazil, Germany, India, Irish Republic, Mexico,
Netherlands, South Africa, and the UK.


http://www.afinetwork.info

138

1. There is limited recognition of AFMs.

2. There do exist a small number of exemplary
cases of documents that show how AFMs can
be well represented in policy.

13.3.1.1 Limited Recognition of AFMs

This finding corroborates the literature previ-
ously presented: that policies do not adequately
recognize or address the needs of AFMs. Limited
recognition was evident, including (1) no or only
vague mentions of AFMs, (2) focus on families
but AFMs remain peripheral, (3) mention of
AFMs but no priority setting and (4) mention of
AFMs with a focus on children only.

No or Only Vague Mentions of AFMs

Some policies, such as the 2015 Brazilian docu-
ment from the Ministry of Justice and Public
Security—National Secretariat for Drug Policy,
did not mention AFMs at all, while other docu-
ments merely mentioned families through repeti-
tive phrases like ‘and their families’. An example
of this is found in the 201617 annual report of
the Department of Social Justice
Empowerment, Government of India. The remit
of the Ministry of SJI&E is to empower various
socially and economically marginalized groups
including the ‘victims of alcoholism and sub-
stance abuse’, which ‘generally includes the
immediate family also’. Although there are state-
ments to the effect that it is best to take ‘a family/
community-based approach’, AFMs are nowhere
a focus in the document.

and

A Focus on Families but AFMs Remain
Peripheral

Limited recognition of AFMs was also found in
documents where families are mentioned, but
AFMs generally remained largely peripheral to
the document’s main concerns with no mention
of their needs for help or advice in their own
right. We offer three such examples. First, the UK
Government Alcohol Strategy 2012 includes sev-
eral quite specific family-relevant statements.
Although encouraging, these statements mostly
consider families and family members in the con-
text of already identified high priority policy
areas such as domestic violence, ‘troubled fami-
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lies’, heavy drinking and hospital accident and
emergency admissions, or foetal alcohol syn-
drome. There is lack of a general awareness of
‘affected family members’ as a group of stake-
holders or of alcohol’s harm to others in general.

A second example here is found in the 10
Mexican national documents that were exam-
ined. Across these documents the family was
mentioned 57 times; 24 times as a means of pre-
vention, 12 times as a means of accessing treat-
ment, 7 times as support for adherence to
treatment and only 7 times as a system that has its
own needs in the face of problems related to con-
sumption. State documents were found to be
similar. References to the family are specific in
some cases about the family’s role in prevention
and help for the relative with a substance use
problem, but not when it comes to family mem-
bers’ own needs as people affected physically
and emotionally by such consumption.

The final example we offer here is a document
from the Provincial Government, Western Cape,
in South Africa, which includes a section on:
Prioritising the role of families in relatives’ treat-
ment. While the title of this document is hopeful,
families are not clearly identified as needing help
or advice in their own right. The document indi-
cates that Drug Intervention Teams can be set up
to conduct community outreach activities (i.e.
can be deployed to police stations, schools and
courts, for example) and that office-based work-
ers can engage with drug users ‘and their fami-
lies’. The intention here is to motivate the using
relative to seek treatment as well as provide
advice on how to reduce the harms caused by
drugs. Drug Assessment Teams would work with
all clients, even those who are not yet ready to
stop using drugs, and if necessary, develop a care
plan for them and their families. Here, again we
observe the repetitive ‘and their families’ state-
ments, and although the family is mentioned, the
support needs of AFMs are not well addressed.

AFMs Are Mentioned but No Priorities

Are Set

This set of policy documents generally mentions
families or AFMs but does not follow through
with directed assessments, costing or reviewing
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whether set objectives have been met. For exam-
ple, a 2013 Dutch document by the National
Institute for Public Health and Environmental
Protection notes under a paragraph on harms to
others in society (‘victims’):
An important cost item, which has not been dis-
cussed previously, concerns the loss of quality of
life of family members of alcoholics, for example,
through fear for domestic violence, or by having to
take care of their alcoholic family member... As

there is no quantitative data available, these costs
have been stated solely as ‘to be determined.

Another example is found in the Responsible
Gambling Strategy Board (RGSB) (UK) National
Responsible Gambling Strategy 2016-17 to
2018-19, which appears to show commendable
recognition of affected families. They are men-
tioned in the Executive Summary and in no less
than 11 separate places in the main document.
Like UK Government alcohol and drug strate-
gies, this document recognizes harms to families
as a general category of harm, and not confined to
certain sub-categories such as children, pregnant
women or foetuses. On the other hand, these
mentions of family harm are brief and very gen-
eral. This oversight is seen again in an analysis of
their report the following year. In this report,
called One year on: progress delivering the
National Responsible Gambling Strategy, June
2017, a 20-page document with 56 sub-sections,
affected families are mentioned only once and
then indirectly. It seems that affected families
have been lost sight of between the writing of the
strategy document and the first-year progress
report.

Mention of AFMs with a Focus

on Children Only

The final theme pertaining to the limited recogni-
tion of AFMs relates to policy documents that
primarily focus on children and do not recognize
the diverse experiences and needs for support of
AFMs more generally. Examples here include the
German National Strategy on Drug and Addiction
Policy 2012, which focuses on addiction in gen-
eral including gambling. Another example is the
UK Government 2017 Drug Strategy, focusing
specifically on the work of Public Health England
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(PHE). It is stated that PHE will be expected to
work with Family Drug and Alcohol Courts and
local public health teams to help them to work
together to improve outcomes for families and
children. PHE will also review the evidence and
provide advice on the estimated number of chil-
dren likely to be affected by the drug and/or alco-
hol use of their parents, and provide advice to
national and local government on where action
could have the greatest impact on improving chil-
dren’s outcomes. It will also develop a toolkit for
local authorities to support local responses to
parental substance misuse, which will include
local prevalence data on parental/carer use, the
associated harms and likely costs, guidance and
information on effective interventions.

As mentioned in the previous section of this
chapter, a targeted focus on children protection is
undoubtedly important in the context of sub-
stance and gambling misuse and addiction.
However, a ‘whole families’ approach to AFMs
would ensure an expanded reach to support both
adult and child AFMs.

13.3.1.2 Exemplary Cases

of Documents Showing How

AFMs Can Be Well Represented

In Policy
Apart from the various documents mentioned
thus far, we now present two examples where
supporting family members emerged as a prior-
ity. The Substance Misuse Strategy for Wales
2008-18 was structured around four Priority
Action Areas of which ‘Supporting and protect-
ing families’ is the third. A figure shown in the
introductory section of the Executive Summary
shows ‘Support for Families and Carers’ as a
main element of relevance to all points on a con-
tinuum from education/prevention to harm mini-
mization to treatment to aftercare to recovery. It
is also inclusive where adults as well as children
are covered although children are still the biggest
priority. The good coverage of AFMs appears to
follow from the use of the general concept of
‘harm’, which is a central idea in this document,
appearing in the title and repeated often.

The second example is found in the Reducing

Harm, Supporting Recovery—A  health-led
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response to drug and alcohol use in Ireland
2017-2025. The most recent Irish National
Drugs Strategy had considerable input from the
National Family Support Network, a peer led
organization supporting family members living
with drug and alcohol use. From the outset the
impact on families and the involvement of family
members in the design and delivery of services is
given precedence. This is seen in both the vision
statement and in each of the five main objectives
of this strategy. Throughout the document the
importance of family involvement in supporting
the rehabilitation of a service user and the impact
on family members when a relative is engaged in
problematic substance use is acknowledged.

13.4 Discussion

Families play a crucial role in the promotion of
individual and collective health and well-being
[12]. Apart from being a space of care and inter-
vention, family members themselves require sup-
port to be well, and to be a space of support to
others. This is particularly important when a rela-
tive faces significant challenges that may com-
promise their own well-being and the well-being
of those closest to them, as is the case with sub-
stance use or gambling problems. In this regard,
obtaining support for both the relative and the
AFM are complementary urgencies. Although
the establishment of programmes and services
that provide targeted interventions to promote
effective coping mechanisms and enhance the
well-being of AFMs are important priorities, the
adoption of policies that advocate for such sup-
port services will advance these priorities. As
Groenewald and Bhana (2016) assert, ‘carefully
designed policies that magnify rather than mini-
mise support of the family can help lessen the
burden of substance abuse on families’ [10].

The findings of this current chapter, however,
suggest that the policy landscape still has a long
way to go to meaningfully incorporate the experi-
ences and support needs of AFMs in the global
priority setting. Collectively, the scoping and
document reviews highlight patterns with regard
to the representation of AFM in policy and ser-
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vice delivery models. Although there were some
notable exceptions, we found that AFMs were
often vaguely mentioned or completely neglected
in policy documents. While there has been grow-
ing attention given to families in some policy
documents, these policies do not adequately
address the needs of AFMs. When AFMs were
considered, there was a stronger focus on chil-
dren (which is most certainly important) as
opposed to the needs of the entire family or of
particular categories of AFM such as parents or
spouses/partners or grandparents [13-15].
Further, policy statements, while sometimes
advocating that the family be involved in the
treatment trajectory of the person with a sub-
stance use or gambling problem, are less likely to
emphasize the support needs of AFMs them-
selves during the treatment process.

In view of these findings, we continue to advo-
cate for a stronger, and more expanded, AFM
focus in policy, service delivery and research to
understand, describe and address the needs of
AFMs worldwide. To support Bogenschneider
etal.’s (2012) perspective pertaining to how fami-
lies affected by a variety of different issues might
be involved in policy development, ‘how families
are affected by an issue, if families contribute to
an issue, and [...] involving families in the
response, would result in more effective and effi-
cient solutions’ [16]. Thus, collaborative
approaches that enhance and integrate the voices
of AFMs should be research priorities to ensure a
‘family first’ and ‘family informed’ perspective
in the development of formal support initiatives.
Continuous, open and meaningful communica-
tion between various stakeholders including poli-
cymakers, government, family researchers,
practitioners, service providers and AFMs them-
selves would ensure the development and opera-
tionalization of unified actions plans for AFM
support.

13.5 Limitations

While this chapter provides valuable insights
into the policy implications for AFM research, it
is not without limitations. The chapter reflects
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on papers published within selected databases
and covers a specified timeline. Relevant publi-
cations beyond this scope therefore may have
been excluded. Also, as mentioned earlier in the
chapter, two separate review studies were
merged for this paper: the review of policy doc-
uments covered both substance misuse (drugs
and/or alcohol) and gambling, whereas the sys-
tematic review solely looked at AFMs of per-
sons with substance problems and did not search
for AFMs of those with gambling problems.
Future review studies could expand this work by
replicating the systematic review with a specific
focus on AFMs of persons with gambling prob-
lems, recognizing that AFMs’ experiences when
a relative has a gambling might be different to
AFMs of persons with substance use problems.
Further, although a large set of policy docu-
ments were reviewed as part of the document
review, the included documents are not exhaus-
tive but rather include a purposive collection of
policies. In this regard, the generalizability of
the document review findings is restricted and
do not represent different contexts, particularly
in the Global South. Again, future reviews could
expand this work by systematically considering
the differences (if any) in how AFMs are priori-
tized in policies across the Global North as
opposed to the Global South, enabling a move
towards a greater understanding of what contex-
tually relevant and culturally sensitive policy
responses should entail. This said, we expect
similar findings to those that were presented in
this chapter, given the widespread recognition
of the globally limited research and policy for-
mulations available related to AFMs.
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14.1 Introduction

Affected family members (AFMs) endure sig-
nificant suffering due to their relative’s addic-
tion and its repercussions, contributing
significantly to the global burden of ill-health in
adults [1-3]. While AFMs may seek both for-
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mal and informal help, professionals may lack
the specialized competencies required.
Competence in dealing with the impact of
addiction on families necessitates social net-
works involving professionals, institutions, and
informal groups.

The heuristics of judgement, as described by
Kahneman and Tversky [4], often lead profes-
sionals to overlook AFMs, rendering them invisi-
ble despite growing evidence of their struggles.
Family members hide their issues, do not perceive
themselves as needing help, and professionals
may feel helpless when confronted with these
challenges, perpetuating the invisibility of AFMs.

While professional skills are crucial, they are
insufficient in isolation. Networking with the
community and addressing hidden, complex
issues requires collective efforts. Building and
maintaining these networks necessitate sensitiz-
ing both practitioners and communities.

Engaging with AFMs is a complex, multilevel
process, starting with recognizing them as care-
givers. However, solely addressing their support
for the relative with the addiction is insufficient.
Changing cultural perceptions and attributions is
essential. Guided networks between various
community actors can sensitize health and social
workers, enabling them to develop sensitive
“mind maps” and support AFMs without judg-
ment and in their own right, i.e., regardless of
whether the relative recovers or stops substance
abuse or gambling behavior [5-9].
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The predominant medicalization of addiction
issues in the Western world contrasts with the
insufficient evidence in developing countries

[10-12]. Our proposed approach involves
community training to foster empathy, under-
standing  imperfections, and  embracing
differences.

This chapter draws on experiences in gam-
bling addiction in Italy, the fourth country glob-
ally for absolute gambling-related losses. At least
3% of the Italian adult population are problem
gamblers [13], and AFMs are obviously a much
larger percentage [7, 14-16]. Sensitizing social
and health workers and the community aims to
create awareness that encountering an AFM is
not uncommon, fostering a  supportive
environment.

For over 15 years in Lombardy and Emilia-
Romagna, thousands have been sensitized, con-
tributing to the international network of practices,
reflections, and research. This chapter represents
an initial step in promoting the global practice of
sensitizing social and health workers and
communities.

14.2 Systems Thinking, Design,
Welfare Strategies,
Generativity,
and Reprocessing

The narratives and experiences shared by practi-
tioners in the following pages serve as a conduit,
guiding us toward new reflective avenues to
establish foundations for future work.

In envisioning the future, “Systems Thinking”
underscores the imperative to comprehend
numerous elements as interconnected systems be
it products, services, processes, family dynamics,
or organizational structures. This approach is
rooted in addressing specific real-world prob-
lems, mapping the intricacies of a dynamic, mul-
tidimensional reality, and delineating clear goals.
Considering the diverse experiences we have
lived and contemplated, our proposition is to pin-
point a noteworthy practice for comparative anal-
ysis with counterparts in different regions and
countries.
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The methodological framework intertwines
three essential areas crucial for sensitization:
design, welfare strategies, and redesign.

Design is conceived here as the lever to pre-
lude changes in both work and cultural para-
digms. Design, in this context, surmounts the
cause—effect outlook and the automaticity of
problem-response. It introduces fresh perspec-
tives to scrutinize human actions and suggests
alternative solutions to address challenges. This
departure from the recurring treatment of prob-
lems as novel arises from the yet-to-be-identified
working processes. Design responds aptly to the
imperative of unveiling and training practitioners
to address latent issues.

Welfare strategies constitute the other pillar.
Welfare assumes the role of community genera-
tivity, activated when a community collectively
shoulders the responsibility for issues that may
impact only a few. This does not imply uniform
problems but rather emphasizes cultivating an
observant mindset and fostering connections
within the community. The cultural shift from
individualism to community is crucial, imparting
meaning to actions and making practitioners’
work purposeful. Cultural transformations within
a community unfold at a gradual pace. Thus,
looking forward involves perceiving today to
instigate future changes.

The final focal point revolves around the
imperative of reprocessing, emphasizing contin-
ual cross-referencing between teams.
Reprocessing allows for the evaluation of inter-
vention impact, the identification of requisite
skills, and the activation of optimal work
processes.

14.3 Theories and Good Practices

Our work in sensitization is grounded in theoreti-
cal principles primarily acquired through our
association with and insights from media educa-
tion [17, 18]. In addiction prevention, we have
come to understand that while information is
essential, it can become ineffective or even harm-
ful due to normalization [19]. Media education
has taught us that involving individuals in mes-
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sage construction can sensitize them in ways few
other experiences can, a phenomenon we have
observed with both students and adults.

We advocate for the active participation of
youth and adult groups in the creation of sensiti-
zation messages. By encouraging them to assist
in constructing messages, we believe that mes-
sages originating from within communities can
become highly effective and beneficial. Engaging
people in the process of crafting messages allows
for a more profound sensitization compared to
conventional communication methods.

14.4 Good Practices in Lombardy

To effectively shift perspectives on AFMs, a
comprehensive and sustained effort is required to
modify perceptions and attributions.

Formal legitimization to operate is a primary
requirement, compelling administrations to
implement measures and support interventions.
Scientific prerequisites involve the presence of
reliable psycho-socio-medical experts, well-
versed in the subject matter, who continuously
track political and social proposals. This ongoing
involvement enables them to substantiate inter-
ventions based on clinical research evidence, cre-
ating a circular process of monitoring, and
evaluating implemented actions. It is essential for
the success of the model to provide continuous,
diverse, and differentiated actions that persist
beyond the cessation of funding.

One notable experience within the framework
of this theoretical approach is the work conducted
by the AND-Azzardo e Nuove Dipendenze APS
association, particularly focusing on the theme of
gambling.  Collaborating  with CCOGA
(Coordinamento dei Comuni Contro 1’Overdose
da Gioco d’Azzardo), supervised by media edu-
cator Michele Marangi, the association identified
key awareness messages (#azzardotivinco).
These messages were disseminated through a
planned, multichannel, and multilevel communi-
cation strategy, actively involving various recipi-
ents of interventions, such as family members,
gamblers, and adolescents.
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This integrated approach successfully reached
a population of nearly 400,000 people, aligning
with the target of the target area, especially
toward the project’s conclusion, showing a con-
sistent upward trend over 5 years.

In conclusion, addressing the complexity of
AFMs requires specific actions, summarized by
key principles: competence, specialization, con-
sistency, constancy over time, longitudinal plan-
ning, leveraging network resources, assuming
clear roles based on actual skills, and verifying
and monitoring results regularly and progres-
sively. This approach leads to articulated, multi-
disciplinary, and multilevel actions, embedded
within an overarching project that acknowledges
the inherently fragmented, highly complex, and
multifactorial nature of the addiction phenome-
non [20].

14.5 Sensitization Experiences
in Emilia Romagna

Cooperativa L’Arco and Associazione La
Ricerca of Piacenza have collaborated with the
Addiction Service to raise awareness among
both practitioners and the community regarding
the impact of problem gambling on individuals,
families, workplaces, and institutions. While
pathological gambling is often perceived as a
niche issue, the plight of family members is
largely overlooked, such as the submerged part
of an iceberg [1].

The challenge lies in conveying the suffer-
ing of family members, and it is precisely why
we persist in experimenting with ways to
engage and sensitize both professionals and the
community. In both sensitization and preven-
tion efforts, despite the apparent contradiction,
information alone proves insufficient. In fact, it
runs the risk of leaving individuals feeling
powerless and compelled to avoid addressing
the issue.

Here are some practices we have imple-
mented, with some primarily focusing on the
community and others on practitioners, often
bridging both spheres.
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14.5.1 Networking

Networking stands out as the foremost and argu-
ably most crucial practice [21, 22]. It is a practice
that involves both the community and practitio-
ners, constituting a continuous effort that we
undertake whenever possible, despite occasional
frustrations and seemingly unyielding outcomes.

Project Iceberg’s primary objective is to
directly support family members affected by
gambling issues, employing the 5-Step Method
[6] and Couple Therapy. Additionally, the project
is committed to indirect support through
awareness-building and preventive measures. We
have embraced invitations of various kinds (350
events) from both formal and informal groups,
engaging nearly 3000 individuals of diverse ages
and cultures. Our outreach extends to voluntary
associations, churches, schools, various institu-
tions, and even entrepreneurs and trade unions.
Every entity plays a vital role and can contribute
meaningfully.

While conferences may not always yield
direct benefits, we never decline invitations.
Instead, we view them as opportunities to foster
networking, connect with other networks, and
explore potential collaborations. These occasions
provide a platform to understand and share
opportunities for cooperation.

14.5.2 Sensitizing Social Workers

Social workers often prioritize information and
request it during meetings, where we typically
provide information and some operational
guidance. However, the impact of these sugges-
tions, as good advice often proves, can be lim-
ited. We have observed that those who
immediately apply the questions and frame-
works we propose after a seminar are often
impressed because they work well in identify-
ing problems and assisting families.
Unfortunately, if there is a delay between the
seminar and the application of these ideas, they
tend to be forgotten. Workers sometimes fail to
identify potential families affected by gambling
issues among their patients.
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In seminars and meetings (almost 50)
requested by social and health workers and their
services, we manage to grab their interest and
occasionally surprise them. However, building
the network we envision with them, character-
ized by discussions on concrete situations and
mutual support, seems challenging and utopian.

To address this, we actively engage health and
social workers in concrete projects and invite
them to Iceberg creative groups, where their pres-
ence is invaluable. The “Flea in the Ear” initia-
tive, for instance, resulted from a creative group
involving practitioners and family members, pri-
marily from various addiction backgrounds. We
aim to transform informational moments into
opportunities for involvement and communica-
tion. An example is inviting social and health
workers from the addiction service we collabo-
rate with to participate in a World Café [23] on
the Iceberg Project.

Another sensitization experience for social
workers involved lectures for students of the
Social Service degree course and the Policy and
Family Welfare course of the Specialist Degree in
Social Service Design at Parma University. Over
a decade of sharing experiences in a university
context, dozens of social workers were sensitized
to the challenges faced by family members of
addicts, the complexities of sensitization, and the
benefits of working within networks.

Social workers frequently ask: what should be
done? As they begin to understand, their ques-
tions shift to: how can we become aware of hid-
den problems? Specifically, they inquire about
“the warning signs... the alarm bells.” Our
responses are nuanced, especially in gambling
cases, where numerous signals are indicative of
diverse situations. We propose that social work-
ers, with any client:

Notice: Pay attention to intuition and pick up
on strange signals.

Listen: Listen carefully and deeply to what
people are saying. Ask for clarification, pose
questions, and reflect with interest, respect, and
sensitivity.

Accompany: Guide individuals to an aware-
ness of the implications of problematic situa-
tions, encouraging them to seek support and help
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for all the challenges arising from addiction in
the family. Build trust and develop solutions
within the social network. Always instill hope
that things can improve.

For the first two points, we present the SSICS
Model [6], fostering a different understanding of
the situations practitioners may encounter. To
address the third point, we propose using Step 4
diagrams, illustrating types and possible dimen-
sions of support: emotional, social, informa-
tional, practical, financial, legal, physical,
spiritual, housing, and work.

Social services and social workers often
express a need for training on these issues. Our
goal is to train them in Noticing-Listening—
Accompanying, particularly by working with
them on specific cases and providing supervision
for the various steps of a pathway they may find
challenging to initiate.

Recently, we have been experimenting with
social workers, educators, and teachers with the
use of cards that we have prepared using specifi-
cally selected pictures: one set of cards contains
all the possible family members in a family with
gambling and another deck is made up of pic-
tures and words on the possible impact of gam-
bling on families. The practitioners choose in
the first case what a family with problems might
look like and in the second case what impact

Fig. 14.1 The pictures
among practitioners are
invited to chose the
Family Members of a
family with gambling
problems. After
everyone in the group
has chosen, we discuss
about roles in the family,
age of AFMs, and so on

there might be on health, finances, relationships,
etc. Both experiences generated immediate
understanding in the practitioners and teachers,
especially since they were conducted in groups
and this allowed amplification and mirroring
through the sharing of experiences by group
members.

Figures 14.1, 14.2 and 14.3 show some of the
cards that we use.

The first step is acknowledging the existence
of AFMs, followed by recognizing that they suf-
fer and are victims of related diseases, requiring
care themselves. The third step is understanding
that they form a large, neglected, and often voice-
less group. To sensitize health and social work-
ers, as well as the community, to the needs of
AFMs, it is crucial to begin with the epidemio-
logical situation of individuals struggling with
psychoactive substances or gambling. Despite
being a significant number, only a few are identi-
fied and treated by physicians and nurses.

According to the Italian National Health
Institute (ISS), problem gamblers constitute 3%
of the population, totaling 1.5 million [13], but
only 40,000 seek treatment from health services.
In the case of alcohol, there were 7.7 million at-
risk consumers and 750,000 harmful consumers
in 2021, yet only about 63,400 received care from
alcohol-related services [24].
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Figs. 14.2 and 14.3 There are some of the cards of the
impacts of problem gambling on AFMs: among them, clo-
sure of social life, lies, debts, selling goods, thefts, asking
salary’s earnest, shame, separations and divorces, tired-

AFMs are often the ones expressing the need
for help, and their numbers are significant in rela-
tion to each patient with an addiction. General
practitioners might initially be concerned about
an additional workload, but identifying addicts
and their families could result in more efficient
and effective healthcare. These patients often
visit GPs for health problems resulting from their
or their relatives’ addiction (e.g., depression,
insomnia, headaches, anxiety, stress, suicidal ide-
ation, hypertension) [14] without mentioning the
addiction.

Overcoming the fear of extra work is a major
obstacle to sensitization. To address this, it is not
only important to know where to direct individu-
als with problems and their families but also to
foster collaboration with services and patients.

ness, absent-mindedness, difficulty to focus, fights in the
family, economic violence, losing house, threating sui-
cide, negligence, and so on

Goals, both therapeutic and supportive, should be
shared and tailored to individual needs.
Additionally, education and awareness cam-
paigns can play a crucial role in dispelling mis-
conceptions and promoting understanding among
healthcare professionals.

Pediatricians hold privileged and crucial per-
spectives, particularly as children often suffer
significantly from their parents’ dependence.
This reflects negatively on the child’s caring abil-
ities and is certain to affect his or her psycho-

physical  development, highlighting  the
importance of recognizing the impact on
children.

Neurologists, too, offer valuable insights due
to the well-established comorbidity between
Parkinson’s disease and behavioral issues like
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gambling disorder, often induced by the use of
dopaminergic drugs in some patients. In Emilia-
Romagna, a protocol of understanding and col-
laboration has been instituted between the
Servizio per le Dipendenze (SerDs) and
Neurology Departments to facilitate early screen-
ing for those using these drugs. The involvement
of family members is central to the protocol.

Despite these insights, there remains a need to
afford family members proper recognition, not
solely as caregivers but as AFMs [25]. However,
individuals aware of addiction problems in the
population might mistakenly assume that others
share the same awareness—a common miscon-
ception. The necessity for broader awareness
campaigns to recognize and support AFMs
becomes evident in ensuring a comprehensive
understanding of the challenges faced by families
affected by addiction. This includes building
awareness amongst policy makers, that external
restrictions that reduce access to gambling, limits
the economic, psychological and relational dam-
age AFMs of problem gamblers, as demonstrated
in a study we conducted during the COVID-19
pandemic [26].

14.5.3 Involving People
in Communication Projects

When it comes to sensitization, relying solely on
words and information often falls short.
Recognizing this, we have drawn inspiration
from media education, discovering that an effec-
tive way to engage people is to invite them to par-
ticipate in building communication projects
directed at their own communities. Involvement
in such projects proves intriguing, fostering a
sense of creativity, usefulness, and contributing
to the cultural improvement of the community.
In our approach, particularly within the
Iceberg Project aimed at supporting AFMs of
problem gamblers, we actively employ participa-
tory communication projects in two key contexts:
school and community. The focus of message
production in schools revolves around gambling
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and new technologies (video games, social
media, etc.), which often mimic aspects of gam-
bling behavior. While themes related to family
members are included in our proposals, young
people tend to opt for other topics in their mes-
sage production. In the community, we encour-
age citizens, both adults and young people, to
engage in the “Creative Groups (Tavoli creativi)”
of the Iceberg Project. Here, the central themes of
communication projects are the experiences and
needs of family members. We intentionally seek
help from the community to sensitize them to the
challenges faced by AFMs of gamblers. The
Creative Groups bring together a diverse mix of
individuals, including ordinary citizens, practi-
tioners, various professionals, volunteers, and
family members (of gamblers or other addicts).
This collaborative environment is not only inter-
esting but also highly sensitive, as it allows for a
rich exchange of perspectives.

In essence, our approach invites diverse indi-
viduals to collaboratively create communication
projects within contexts they are familiar with,
facilitating their contribution.

14.6 LaPulce nell'orecchio:
Arousing Doubts

A notable result stemming from the Creative
Groups is “La Pulce nell’orecchio,” literally
translating to “The Flea in the Ear.” The phrase
signifies arousing doubts, and this communica-
tion product offers a versatile tool applicable in
various contexts.

The idea emerged from a fundamental ques-
tion: “What signals do you need to pay attention
to...?” La Pulce serves as a kind of test for family
members, friends, and individuals familiar with
someone dealing with gambling issues, helping
them assess if the situation has taken a potentially
dangerous turn.

Creative Groups chose to adapt Lie Bet, the
self-administered gambler’s test, to create La
Pulce. The text underwent drafting, critique, and
revision within the Creative Table, involving
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family members through focus groups. The draw-
ings were crafted by a graphic designer attuned to
social issues, contributing to a visually engaging
and effective communication tool.

14.7 TheFleain Your Ear
(Figs. 14.4,14.5, and 14.6)

A flea speaks into an ear: “Is there something
bothering you, but you don’t know what?”

Do you have a family member (or friend) who
gambles, buys scratch cards, plays slot machines
or online casinos?

Fig. 14.4 Exterior

CONTATTAGI

Then here are two questions for you:

1. Do you have any doubt that he/she is overdo-
ing it?

2. Do you think he/she is hiding something from
you?

If you answered yes to at least one of the two
questions, your family member may have a gam-
bling problem. You are not alone. For more infor-
mation turn the sheet over.

Lapulce
nell'orecchio
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Fig. 14.5 Interior

HAI UN FAMILIARE O UNA
PERSONA AMICA CHE
SCOMMETTE, COMPRA GRATTA
E VINCI, GIOCA ALLE sLoT
MACHINE OPPURE NEI CASINO
ONLINE?

Hai il dubbio che
stia esagerando?

Pensi che ti stia
nascondendo
qualcosa?

/
f Se hai risposto si ad almeno una delle due domande, il tuo familiare

o la tua persona amica potrebbe avere un problema di gioco d'azzardo.
Non sei solo. Per saperne di piy, gira il foglio.

Fig. 14.6 Pulce flyers
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14.8 Iceberg
If you need support, if you want to know more, if
you need advice contact us.
Fausta Fagnoni Associazione La Ricerca
Alessandra Bassi Cooperativa L’ Arco
Iceberg: Associazione La Ricerca and
Cooperativa sociale L’ Arco supporting gamblers
AFMs (Figs. 14.4, 14.5 and 14.6).

14.9 Conclusion

Raising awareness among practitioners, stake-
holders, and the community about the needs of
AFMs is a complex yet imperative task. AFMs
are not only affected themselves, but their often-
overlooked status presents a broader public
health and social cohesion challenge. Given that
acknowledging the problem can often evoke
feelings of shame and guilt, it is crucial to guide
practitioners and communities toward a height-
ened sensitivity and inclusivity. Creating envi-
ronments where these emotions can be addressed
and normalized is essential. Therefore, it is par-
amount to begin this journey by understanding
the experiences, ideas, and emotions of practi-
tioners and the community themselves. Only by
deeply listening to their perspectives can we
effectively engage them in various forms of sup-
port, whether through creative initiatives, edu-
cational endeavors, or other means. This
collaborative approach allows us to embark on a
shared journey—one that we have navigated
ourselves and now seek to undertake alongside
them.
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Urvita Bhatia and Yashi Gandhi

Introduction:
Conceptualising Stigma

15.1

Stigma occurs when the identity and reputation
of particular groups are identified as deviant;
stigma often occurs alongside negative stereo-
types, prejudiced attitudes and discriminatory
behaviours. More broadly speaking, stigma is a
complex interplay of one’s attitudes, beliefs and
behaviours with societal norms, laws and regula-
tions and media portrayals. Typically, four forms
of stigma exist: self-stigma (i.e. internalised
shame), public/societal (negative or discrimina-
tory attitudes towards groups, held by people in
the community), stigma by association (as expe-
rienced by family members of people living with
SUDs) and structural (systemic stigma propa-
gated in terms of policies, laws, etc.).

A World Health Organization (WHO) study
conducted in 14 countries examined 18 of the
most stigmatised conditions (e.g. being a crimi-
nal, HIV-positive, being homeless) and found
that drug addiction (other than alcohol) was
ranked as the most stigmatised condition, with
alcohol addiction being ranked as the fourth most
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stigmatised [1]. Substance users are stigmatised
not only for their substance use but also for their
comorbid health conditions like HIV. The survey
also highlighted that stigma varies along a gradi-
ent of social distance, i.e. almost 60% of people
indicated that they would experience social rejec-
tion if they married someone with a mental health
problem as opposed to if that person was physi-
cally more distant (e.g. a neighbour) [1]. A USA-
wide national survey found that public stigma
towards family members of people with sub-
stance use problems is greater than other health
conditions, with family members often blamed
for both the onset and resolution of their rela-
tive’s substance use [2]. This chapter focusses on
the experience of stigma for family members of
people with substance use disorders (SUDs),
which includes both alcohol and illicit drugs. We
have not focussed on gambling in this chapter
due to the paucity of literature on stigma faced by
family members of people with gambling
problems.

15.2 Experiences of Stigma
Against Affected Family
Members

Stigma against family members is often described
as stigma by association, wherein the person is
stigmatised by virtue of being connected with
another individual who is viewed in stigmatised
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ways. Due to stereotypical representations of
people living with SUDs (including stigmatised
language used in policies), families often report
experiencing social distance and exclusion,
blame (in the form of nasty comments) and
shame. This in turn leads to family members
having lower self-esteem, internalised stigma
(self-stigma) and disrupted social relationships
with the person living with SUD as well as with
others in the community.

Another common explanation for stigma
against family members is related to cultural
explanations for mental health problems.
Previous research suggests that people are more
likely to attach negative attitudes towards family
members if they hold biogenetic, environmental
(e.g. poor parenting) and/or supernatural expla-
nations for SUD. A qualitative study showed how
children often experienced ‘contamination’
stigma, i.e. the wider society perceives them in a
negative way when their parents are living with a
mental health problem: ‘As a child, I used to feel
alone a lot, because you always have to hide
something. Your parents are drug addicts, you
can’t say that to anyone. You feel humiliated
[pause]. In many ways’ (Sarai, 36 years old) [3].

A study from Singapore (N = 940) showed
that half of the participants would be embar-
rassed if they were diagnosed with a mental
health problem, and half of those said that they
would not want others to know if their relative
were experiencing a mental health problem [4].
Given that SUD is even more stigmatising, one
can extrapolate that it would be even worse for
family members of those with SUD. Thus, family
members often cope with the stigma by conceal-
ing the mental health problem from others or by
reducing contact with others to avoid being con-
fronted with stigmatising reactions. In collectiv-
istic cultures (such as many across Asia) wherein
family members are actively involved in decision-
making and choices relating to help-seeking, this
wish to conceal has a direct impact on the help-
seeking intention and behaviour of the person liv-
ing with a mental health problem and, by analogy,
living with a SUD.

Stigma is also a common experience among
families experiencing disenfranchised grief (see
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Chap. 10). Because of the shame, self-blame and
guilt associated with the loss of their loved one
(due to the use of substances), they experience
interactions and responses which end up making
the bereavement process more complicated and
isolating, and delay help-seeking, as illustrated in
the quote below: ‘Penelope: Somebody told us
about [a grief group] for people who have lost a
child. But we were afraid. I remember talking to
our counselor [who] said, “you could go to a
meeting and be the only [parent] that lost some-
body to drug addiction.” I don’t know that I ever
would say that people look down on you...
Patrick: [They may believe that those who died
from an overdose] did it to [themselves].
Penelope: They did it to themselves. It’s not like
we lost our child to cancer or an accident... |
think that’s what kept me from going through’
[5]. Lastly, the experience of stigma is also inter-
twined with one’s social positioning in the com-
munity, i.e. one’s race, sexual orientation, gender,
age, religion, financial standing, etc., which
directly affects how people perceive them.

15.3 Evidence on the Nature
and Impact of Stigma

It is becoming more evident that the use of appro-
priate language and terminology is essential for
people to dissociate from the stigmatising label
they are otherwise associated with. Policies often
refer to individuals as ‘substance abusers’
(instead of a person living with substance use
problems), leading to attributions of culpability
and it being a personal choice. In other words,
referring to an individual as a ‘substance abuser’
may lead to perceptions of a greater need for pun-
ishment, whereas referring to an individual as
having a ‘substance use disorder’ may increase
perceptions of a need for treatment [6]. Early
policy developments predominantly in the devel-
oped world suggested that the needs of parents
and carers and the recognition of the impact of
stigma may have become more widely recog-
nised. A 2-year anti-stigma campaign was
announced by the British Government in October
of 2003. It aimed to ‘take away the shame faced
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by relatives of drug abusers’ [7] and to encourage
them to seek advice and assistance. However, in
more recent times, the topic has neither received
much traction nor been prioritised by policymak-
ers and clinicians, despite recent estimates that
the impacts of stigma on SUD treatment services
may have increased and exacerbated during and
after the COVID-19 pandemic [8]. While this
chapter attempts to highlight the experience and
impacts of stigma from the perspective of family
members, it is important to note that given the
paucity of relevant literature, we attempt to
extrapolate where relevant, from the experiences
of users themselves, which presumably would be
shared experiences of family members as well.

15.3.1 Evidence on Stigma
and Substance Use Disorders
in Health-Care Contexts

During the help-seeking process as well, family
members may experience stigma from health-
care professionals. The experience of stigma in
health-care settings takes various forms. First,
quality of care is often compromised due to
health professionals’ bias against mental health
problems, lack of cultural competencies [9] and
stereotypes around people from specific cultures
[10]. For instance, although high remission rates
for alcohol dependence have been found in
population-based studies [11], many health pro-
fessionals continue to view ‘alcoholism’ as incur-
able. A 2013 review synthesised the evidence for
health-care provider attitudes and its conse-
quences for substance use treatments [12]. The
review found that negative attitudes towards
patients with SUDs among health-care providers
were common. Major contributing factors to neg-
ative attitudes included perceived poor motiva-
tion and negative behaviours such as violence
[12]. Interestingly, the 2013 review also found
that health-care providers who had more contact
time, or frequent interactions, with patients with
SUDs tended to have more positive attitudes
towards patients. Similar findings were reported
by Boekel et al. [13] which compared attitudes of
general physicians, general psychiatrists and
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addiction specialists. They found that the latter
had more positive attitudes and higher regard for
patients with SUDs. Positive attitudes were found
to be linked with familiarity and understanding of
substance use (and related problems), more fre-
quent working with patients with SUDs and
greater confidence in the role of treatments.

Second, from a patient perspective, there have
been reports of this negative influence of stigma
(across a range of health-care settings), including
special populations (e.g. pregnant women with
alcohol use-related problems), on help-seeking
behaviours and quality of care provided, leading
to patients preferring to not openly speak of their
substance use history [14—16]. The issue of per-
ceived lack of confidentiality and anonymity can
be major barriers to accessing formal care [17].
Qualitative inquiries of the experiences of fami-
lies affected by substance use have indicated that
family members are often judged or blamed for
their relative’s substance use and experience feel-
ings of shame and hopelessness, which may deter
help-seeking for affected family members
(AFMs). Their experiences and needs are often
not taken into account, and instead care planning
and support are focussed exclusively on the user
[18]. Families also undergo intensified isolation
in their attempts to deal with stigma including not
disclosing and sharing about the substance use
and minimising their interactions with others
[17]. When we consider other types of sub-
stances, among adult family members of individ-
uvals who have misused opioids, greater
self-stigma has been associated with higher lev-
els of criticism towards the person with opioid
use disorders and emotional over-involvement
[19].

It is important to note that the impact of stigma
on treatment-seeking and mental health of fami-
lies has been documented less in non-high-
income country settings. In a qualitative study
from India with people using alcohol, their care-
givers and doctors, which explored stigma and its
role on caregiving [20], stigma was reported to
function both as a barrier to treatment and a con-
tributor to poor mental health and impaired
decision-making in caregivers. As a result of
stigma (and other factors, such as an over-
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individualised perception of SUDs), health-care
providers may not pay attention to or exclude the
role of family members in the treatment process.
This lack of support, particularly mental health-
related support, in turn may exacerbate the issues
faced by family members, increase caregiver bur-
den and negatively impact treatment outcomes.

15.3.2 Evidence on Stigma
and Mental Health Problems
in Health-Care Contexts

Much of the evidence on stigma experienced by
families in health-care contexts has focussed on a
range of serious mental health problems, includ-
ing but not limited to SUDs. The impact of struc-
tural stigma and discrimination on children of
parents with a mental health problem has been
highlighted in a recent review [21]. While struc-
tural discrimination is a form of stigma that is
experienced through various types of institutions,
health-care systems are a primary source of struc-
tural discrimination for families affected by men-
tal health problems. The review highlighted
negative and uncomfortable experiences of chil-
dren seeking help from the health-care system,
particularly alluding to the overall lack of care of
patients and families affected by mental health
problems and the negative atmosphere in these
settings. These negative experiences were also
extended to the interactions with doctors and sup-
port staff, with children reporting being ignored,
distanced and isolated and being treated without
empathy. Further, children have also reported
having to taking care of their parents when the
hospital system failed in that responsibility.
Another consequence of structural discrimina-
tion is the lack of information and education
directed at family members, leading to further
difficulties over how to cope with the problem
and seek appropriate support [21].

In summary, family members experience a
number of forms of stigma, from institutions,
from health-care providers, from the public and
from themselves. It is important to note that the
extent and level of stigma experienced by family
members (affected by mental health problems
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including SUDs) may differ based on factors
including gender, type of relationship with the
person with mental health problems, caregiver
status (e.g. earning vs non-earning member of the
family), etc. All of the forms of stigma either
cause or have the potential to cause serious dele-
terious effects on these family members; hence,
the next section of this chapter will examine what
research has been conducted on ways to reduce
such stigma, specifically in health-care settings.

15.4 Strategies to Reduce Stigma

Addressing stigma in health-care settings requires
a multipronged approach involving a range of
stakeholders including policymakers, programme
planners, delivery agents and support staff work-
ing in health-care settings. It is important to note
that though mental health professionals working
in the addictions sector may be in direct contact
with families and hence are in a strong position to
support the needs of AFMs, the countering of
stigma will need to entail the involvement of all
types of health-care professionals who interact
with patients and families. Professionals and sup-
port staff working with families need to be trained
in fundamental concepts of substance misuse
aetiology [with a greater emphasis on psycho-
logical approaches and a wider understanding of
addictions (vs a biogenetic understanding)] and
treatment, particularly the stages of change
approach and motivational interviewing. The for-
mer would help in understanding the difficulties
faced by families affected by substance use and
the decisions they may make and the latter in
eliciting commitment to change. There are a
number of evidence-based family-focussed psy-
chosocial interventions for a more tailored
response for family members’ needs, including
the Community Reinforcement and Family
Training (CRAFT), the 5-Step Method or
Behavioural Couples Therapy, all of which help
families in their own right.

There are several ways in which policies and
programmes can integrate a stigma-reduction
focus. Mental health literacy directed not only at
patients and family members, but also the larger
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health-care system can play a positive role in
ensuring care for affected family members. In
addition to education about ‘mental illnesses’,
mental health literacy should also highlight how
support networks can play a role in the well-being
and care of affected families [21]. Mental health
literacy is known to help as it addresses myths
and misconceptions, and related fears that people
may have, about a stigmatised condition such as
substance misuse. In addition to mental health
literacy, the training of health-care staff on soft
skills, i.e. responding sensitively to the needs of
affected families, particularly children [21], is
also crucial. Social contact interventions, where
mental health problems are more normalised by
openly interacting with a person with lived expe-
rience, is one of the most effective strategies that
has been used in anti-stigma efforts across health
and community settings. Such interventions are
likely to be more impactful when combined with
education and informational strategies [22].

Finally, there is some evidence to suggest that
while families may address stigma differently
(e.g. by challenging it, accepting it, disclosing
their family’s experiences), they need to be sup-
ported in identifying the strategies to reduce
stigma that they consider would work best for
them. These strategies may change over time and
need to be reinforced based on the social context
[23].

15.5 Discussion

Given the dearth of literature around stigma-
reduction interventions for families affected by
substance misuse, the discussion focusses on
drawing learnings from interventions that are
found to be effective for families and caregivers
affected by other stigmatised conditions such as
HIV, severe mental health conditions (e.g. psy-
chosis, bipolar disorder) and other types of dis-
abilities (e.g. physical disabilities, epilepsy).
The key strategies that aid in stigma reduction
for family members include (1) psycho-education
and skills building at the personal level; (2)
contact-based and social support, including shar-
ing and disclosure at the interpersonal level; and
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(3) transformative education and structural inter-
ventions at the societal level.

15.5.1 Psychoeducation and Skill-
Building for Family Members

Psychoeducation includes providing useful and
practical information about SUDs and its treat-
ment, common comorbidities with SUDs, the
role of family in taking care of people living with
SUDs (e.g. improving help-seeking behaviours
and adherence to treatment) and on resilience and
coping skills like communication, problem-
solving and conflict resolution. It has been found
that specific modules on coping and well-being
in addition to literacy education significantly
alleviated stress and burden of care for family
members.

These sessions can happen in different for-
mats: face to face involving communication
between a speaker and a small audience of family
members, on social media platforms such as
Facebook and WhatsApp groups and using other
modalities such as video and telephonic-based
interactions. There is merit in conducting a com-
bination of psychoeducation sessions wherein
some are attended by family members only and
some are conducted in the presence of the person
living with SUDs (e.g. parent—child dyad). It is
essential to note that the delivery method plays an
important role: face to face are most often used,
preferred and more effective than telephonic
[24]. Moreover, the delivery agent plays an
equally crucial role; different interventions may
use one or more from a range of agents, including
primary or specialist health workers, community
health workers and peer-led (e.g. family mem-
bers of people living with the condition). A study
highlighted that an intervention which involved
video-based education followed by discussions
with peers (i.e. a combination of psychoeduca-
tion and contact-based interventions, explained
below) was found to significantly reduce stigma
among caregivers when compared to health
worker-delivered intervention [24, 25]. Another
point of consideration is that delivery agents
must be chosen based on the local context. For
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instance, in certain settings, employing commu-
nity health workers may lead to unintended con-
sequences such as increased fear of stigma and
discrimination in the community due to increased
visits made by community health workers [24,
26].

Psychoeducation can lead to a greater accep-
tance of the member living with the condition
within the family environment and can improve
the inner feelings of the families towards both
that member and themselves, positively impact-
ing one’s stigma by association [27]. A study on
stigma relating to bipolar disorder showed that,
post-psychoeducation, parents did not blame
themselves for their child’s condition and also
viewed the child more favourably [28]. However,
existing literature also suggests that psychoedu-
cation rarely has explicit modules on stigma
reduction: there is an urgent need to design such
modules in order for the caregivers to play their
role in the recovery of their family member [24].
Previous studies suggest that this has implica-
tions for the treatment uptake and completion
rates of the relative with the SUD, especially
when these are caregiver-imposed [29], which is
often the case in collectivistic cultures like
Southeast and South Asia.

15.5.2 Contact-Based and Social
Support

Contact-based interventions are based on
Allport’s theory (1954) that suggested increasing
social contact with a person with lived experi-
ence would decrease stigma, especially one that
is internalised. A growing body of research shows
that positive and direct personal contact is an
effective anti-stigma strategy. A meta-analysis of
79 programmes representing findings from 14
countries concluded that contact-based interven-
tions were more effective than psychoeducation
or literacy building in reducing stigma among
adults [2].

Other types of contact-based interventions
that have been found to reduce stigma among
family members of people with conditions such
as dementia and intellectual disabilities as well as
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children with other disabilities include intergen-
erational storytelling, film screenings about peo-
ple living with the condition and their family
members and an inclusive sports, music or visual
arts programme that demonstrate that people are
both capable and more than just how their condi-
tion defines them [30, 31].

Social sharing and support can exist in multi-
ple forms: formal or informal peer support groups
(e.g. Al-Anon or Nar-Anon, a programme for the
family and friends of people living with alcohol
and drug misuse, and Families Anonymous,
where they explore the nature of addiction as a
family disease), disclosure or sharing of experi-
ences and counselling. In one study, peer support
groups, where content was chosen by the partici-
pants who had the condition (in this case, epi-
lepsy), were successful in targeting internalised
stigma and non-disclosure [30]. Similarly, in
another instance, visits by community health
workers to assist trained professionals in support-
ing family members reduced exclusion and nega-
tive attitudes. Finally, counselling is also
considered to be beneficial in disclosure and bet-
ter understanding of both the condition and their
own self-stigma [32].

15.5.3 Transformative Education
and Other Structural
Interventions

As discussed above, psychoeducation is
immensely helpful in overcoming misconcep-
tions and reducing stigma among family mem-
bers themselves. However, often family members
who live with people with these different condi-
tions experience social exclusion and public
stigma, which often leads to feelings of loneli-
ness and fear. Transformative education (or men-
tal health literacy programmes) is similar to
psychoeducation in principle, but it is directed to
the wider community (e.g. in schools, hospitals,
etc.) and targets the common fears that family
members hold about how they are perceived.
Education-related interventions that are often
found to be effective include theatre-style plays,
curriculum-based interventions and/or films on
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struggles of caregivers, with a specific focus on
cultural sensitivity and misconceptions widely
held by the community. A key driver in the suc-
cess of the intervention is that each of these
educational elements should be followed by
group discussions [32].

However, most of the research includes short-
term education programmes, and there is a need
to conduct more longitudinal efficacy studies
and/or trials to determine if they can effectively
reduce stigma in family members in the long
term. Apart from these recommendations, there is
a paucity of broad governmental-level policies
and interventions to comprehensively address the
negative attitudes towards families. For example,
decriminalisation could potentially shift the neg-
ative perspectives towards substance use issues
and reframe such problems as health conditions
impacting individuals and families, rather than

SOURCES OF
STIGMA

MANIFESTATIONS/
EFFECTS

Personal stigma (self) [

Felt stigma (internalized
| guilt, shame, self-blame)

Societal stigma
(e.g. friends, relatives) ™

Anticipated stigma (fear
“a of negative judgement, -
isolation)

Service provider stigma
(e.g. health care staff)

. Enacted stigma (unfair
b #treatment, discrimination ;.
social exclusion)
Structural stigma
(e.g. media, norms)

*influenced by social, economic and cultural factors e.g. race, gender, age,
religion, sexual orientation, employment, financial standing, etc

------- > Contact-based strategies -,
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criminal offenses that need punishment. It is evi-
dent from previous literature that there is a need
for multi-level and/or multi-component interven-
tions to create meaningful change in stigma and
perceptions, as family members are affected by
both public and internalised stigma. A review
highlighted that the interventions that led to sig-
nificant reductions in stigma among family mem-
bers of people with HIV and schizophrenia, in
countries as varied as Vietnam, South Africa,
Canada, Haiti and Kenya, included a combina-
tion of interventions (e.g. education-based along
with contact-based or contact-based with coun-
selling) [33]. Another review on stigma reduction
interventions towards people living with ‘mental
illness’ supported these findings [34]. Figure 15.1
below is a conceptual model summarising the
experience of stigma and ways in which it can be
addressed.

INTERVENTIONS IMPACT

% Pycho-education 3 Empowerment felt by
al family members

Internal coping

....... > (resilience building, Better mental health
communication) outcomes for family
_l External coping (social members

support, counselling)

Timely help-seeking

Adherence to treatment
¥ and better outcoms for
person living with SUD

Mental health literacy/
transformative education ™

"o

’ Training and sensitization| {

1 d social
of health care staff MPEOVEc socd

relationships

‘ Advocacy and use of  : ",
sensitive language ™. Improved access to health
P o care and allied services
"y Change in policies: media, p
criminal justice system |

Fig. 15.1 Understanding and addressing stigma experienced by affected family members
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15.5.4 Summary of Specific Stigma
Reduction Recommendations
for Two Key Stakeholder
Groups

What can policymakers and programme planners
do to address stigma towards affected family
members in health-care settings?

1. Focus on integrating stigma reduction in the
training of the specialist and non-specialist
workforce, particularly on challenging nega-
tive attitudes and improving communication
and support provided to families.

2. Recognise the wider context within which
substance use and misuse occurs, and reflect a
more nuanced and systemic understanding in
policies.

3. Plan for a well-trained workforce to work sen-
sitively with individuals and families, with a
focus on continued training and ongoing
support.

4. Prioritise the identification of systemic barri-
ers to care, including stigma; and collaborate
with patients, family members, providers and
lay public to plan responses.

5. Emphasise the need for data-driven decisions
in reconceptualising care for people affected
by substance use-related problems: both those
who use substances and their affected family
members.

6. Endorse the use of stigma-free language in
policies and services.

7. Endorse that support services need to think of
ways to avoid excluding family members on
the grounds of confidentiality (which further
perpetuates stigma) and, instead, plan for and
adopt family-sensitive approaches to care.

What can health-care professionals do?
Practising clinicians and support staff can use a
number of strategies to be mindful of and limit
the role of stigma, including:

1. Using language that shifts from identity-first
(e.g. an addict’s relative) to person-first (par-
ent of a teenager with substance use prob-
lems): this helps because the problem is not
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used to define the whole identity of the person
or the family.

2. Recognising and appreciating the role that
family members play in treatment, either for
themselves or for their relative.

3. Using active listening and responding to fam-
ily members, which may help engage both the
family members and the relative who uses
substances; both may benefit from treatment.

4. Focussing on strengths that families bring to
the table; this is likely to help instil hope and
belief in change.

5. Helping families understand how the wider
system interacts and influences substance use
behaviours and its consequences and using
concrete strategies that may be of help to them
(e.g. providing information, referrals to
services).

6. Using evidence-based treatments models to
address their concerns (e.g. the CRAFT or
5-Step Method approaches).

7. Engaging in further capacity-building and
sharing of best practices for family-centred
care, through credible organisations and net-
works (e.g. the Addiction and the Family
International Network).

15.5.5 Limitations

Most of the literature on the experience of stigma
experienced by affected family members has
been focussed on public attitudes towards ‘men-
tal illnesses’ [35]. The small body of literature on
substance use-related stigma in health-care set-
tings is predominantly concentrated on the per-
spectives of substance users [12] and public
attitudes and stigma [36]. Though this is a limita-
tion, one can extrapolate from these findings
which will likely impact family members as they
share treatment experiences with users. Further,
the majority of the studies that have explored
stigma in health-care settings are situated in the
Global North, limiting the generalisability of the
findings to other contexts.

A further limitation is that this chapter has
focussed primarily on stigma towards affected
family members within health-care settings,
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whereas, in fact, stigma needs to be reduced in all
settings and across society as a whole. However,
it is the case that the majority of suggestions and
recommendations made will be generalisable
across all settings.

15.5.6 Future Directions

Policies and programmes need to more ade-
quately acknowledge the role of stigma and rec-
ommend strategies for its reduction. At the
health-system level, programmes (e.g. educa-
tional programmes) aimed at preventing stigma,
with a focus on the delivery of more inclusive
and sensitive services, are likely to help and ulti-
mately improve treatment outcomes and engage-
ment of both users and caregivers. Efforts to
address stigma in health-care contexts should
also involve capacity-building and raising aware-
ness among health-care professionals, because
health-care professionals may be the first point
of contact for families affected by substance use.
It is imperative that health-care professionals
understand and acknowledge the diverse impacts
that substance use may have on families and
involve them as crucial partners in setting treat-
ment goals and in the recovery process. The
wider health system, including decision-makers,
practitioners and allied staff, needs to ensure an
inclusive, non-judgemental and empathic envi-
ronment, where families feel comfortable and
supported in their own right. Finally, there needs
to be increased attention and efforts towards
understanding complex forms of stigma that
may arise in situations where family members
are affected by multiple conditions, bereavement
and grief and the compounding impacts it may
have [37].

15.5.7 Conclusions

Some major challenges in the field include the
lack of rigorous research exploring how stigma
impacts family members affected by addictions.
Further, more work is needed to understand how
stigma-reduction interventions can be optimised

in specific contexts by uncovering what works,
for whom and in which settings. More consoli-
dated efforts are needed at a multi-sectoral level,
with service providers, programme planners and
policymakers coming together to shift the focus
towards system-level approaches to addressing
stigma in health-care settings.
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16.1 Introduction

The present volume includes a number of chap-
ters devoted to understanding the experiences of
addiction-affected family members (AFMs) and
the help they need (see Chaps. 1-12), with other
chapters detailing the forms of help that have
been developed to try and meet those needs (see
Chaps. 17-25). This chapter addresses an equally
important question which might otherwise easily
be overlooked: what are the special difficulties of
working with AFMs, experienced by individual
professionals and by the organisations they work
for, which might explain why AFMs are not more
often engaged by services offering treatment for
addiction?

We attempt here to start examining this issue by
summarising the results of two relevant pro-
grammes of research carried out by AFINet mem-
bers. Although the basic question posed is the
same, the two programmes approached it in differ-
ent ways. The first to be described was carried out
in Greece, in a specialised addiction service, and
the conceptual framework employed was that of
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the potential harmful personal impact on individ-
ual practitioners, due to their exposure to the trau-
matic experiences of AFMs. The programme was
carried out by the first author who is a mental
health nurse with a systemic and group analytic
background and her colleagues. They have a com-
mitment to trauma-informed recovery and the
reduction of coercive care. The second programme
of work took place in England, involved a number
of both specialised addiction and general health
services, and used a conceptual framework that
focused on the extent to which practitioners’ atti-
tudes to working with AFMs, as well as the condi-
tions in the groups and organisations in which they
worked, facilitated or inhibited engaging AFMs.
It was conducted by the second author and col-
leagues, trained in clinical psychology or social
science and committed to the Stress—Strain-
Information-Coping-Support model [1].

16.2 Programme 1

The studies which comprised our first research
programme were conducted at the drug and alco-
hol treatment unit of a psychiatric hospital in
Greece which has in-patient and specialised fam-
ily, adolescent, mother, and out-patient units.
Most patients were male (83%) and in the age
range of 20-39. Families were offered multi-
family group sessions throughout the treatment.
In addition, the alcohol treatment unit offered
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brief couple-therapy treatment and long-term
family support groups; and the family unit offered
psychoeducational seminars, family groups
focusing on motivation/rehabilitation, drama
therapy groups, and family and couple therapy.

This research programme comprised three
studies. The first involved 5 focus groups,
involving in total 27 professionals, all working at
1 of the in-patient centres. Participants within
each separate group worked at the same unit and
knew each other well. Involvement in work with
AFMs varied [2, 3]. The second study used 42
written case vignettes based on work with AFMs,
submitted by 21 professionals, most of whom
were psychologists [4]. The third was a study of
compassion fatigue in addiction nurses [5]. Semi-
structured interviews, focused on experiences of
working with individuals, including AFMs, who
had suffered from trauma, were held with a total
of 59 nurses, most (88%) working in the addic-
tions for more than 10 years. A qualitative, the-
matic analysis [6] using open coding, creating
categories and abstraction, was used for the data
analysis for each study.

The findings from the three studies have been
integrated here into a single model, shown in
Table 16.1, of professionals’ personal responses
and how those responses had changed, as their
experience of working with AFMs grew. The mod-
el’s overarching theme was that of an often long
journey towards greater satisfaction in engaging in
family work: moving from feeling overwhelmed
and inadequate during their earlier years in their
career, through gradual realisation of the position

Table 16.1 Programme 1: an integrated model

E. Missouridou and J. Orford

of family members, to a stage termed ‘compas-
sion—satisfaction’ and enhanced understanding for
both clients and family members. That core theme
was underpinned by three main stages and seven
sub-themes regarding the impact of working with
AFMs and the ethical issues faced. Illustrative
example quotes from family members, mainly
from parents, are provided to illustrate each of the
stages and sub-themes.

16.2.1 Stage 1: Reluctance/
Inadequacy in Dealing
with AFMs’ Intrusion

16.2.1.1 Feeling Overwhelmed
by Intense Emotions

For most participants, AFMs’ involvement in
treatment was described as most distressing
because it evoked feelings of anger and
resentment. Participants used the term ‘intrusion’
to denote AFMs’ persistent overinvolvement in
the therapist-client therapeutic alliance; AFMs
contacted the therapist too often, became very
demanding, and insisted on taking up time from
the client’s therapeutic session. The following
example is illustrative:

At first, I found myself entering into a competitive

relationship with family members, and I was angry

with them, for the attitude they had towards clients.

In retrospect, I realized through my own personal

work that this attitude I had was not helpful: nei-

ther for me nor for the client and (not) for the fam-

ily obviously. Family members come in deep
despair looking for a saviour...

Overarching theme Sub-themes
The transition into family work: | Stage 1 Reluctance/inadequacy in * Feeling overwhelmed by
the long journey from feeling dealing with AFMs’ intense emotions
overwhelmed and inadequate to ‘intrusion’ * Being pulled in different
compassion satisfaction directions
Stage 2 Realising the dynamics of * Being aggressive/abusive
trauma and family members’ towards AFMs
abuse by professionals * Reflecting on trauma
dynamics/power issues—
ethical dilemmas
Stage 3 Compassion satisfaction * Being able to listen

Over compassion fatigue

Personal/professional growth
and self-care
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16.2.1.2 Being Pulled in Different
Directions

For many participants, maintaining balance in

their alliances with the client and with the AFMs

was a major challenge, which was often described

as a demanding, complex, and exhaustive task, as

the following example shows:
What is most difficult for me is to remain neutral
when you work with both (family and client). How
can you be objective? With whom do you finally
ally? I have a hard time when the dynamics are
explosive during the session, and one pulls you on
one side and the other on another. Where do you
g0? How do you remain neutral in this intense tri-
angle that is being formed at that moment?

Some participants reported working with either
the family or the client; others did not involve fam-
ily members in treatment unless they had first built
a strong alliance with the client and asked for his or
her consent; still others referred family members to
a colleague to avoid jeopardising their alliance with
their client. Finally, some participants noted that
despite the clients’ conflict with their families, sev-
eral would not be satisfied if their families were
excluded from the treatment context.

16.2.2 Stage 2: Realising
the Dynamics of Trauma
and Family Members’ Abuse
by Professionals

16.2.2.1 Being Aggressive/Abusive
Towards AFMs

As professionals grew more confident in their
work in the field, they started recognising aggres-
sive and sometimes abusing behaviours towards
family members (both in their own behaviour and
those of other professionals) which sometimes
resulted in family members leaving the centre
feeling more guilty and distressed than before.
Overall, these aggressive feelings were attributed
by professionals as being a result of their own
unrealistic expectations, which were quite com-
mon at the beginning of their career, and pro-
pelled them to identify with the client against one
or more family members or related with their
own personal history and unresolved family con-
flicts. Initially such feelings and behaviours were

169

more commonly attributed to younger col-
leagues’ difficulty to recognize and work through
feelings of hopelessness and helpnessness which
they experience in the landscape of addiction and
trauma. However, with the help of supervision or
peer consultation, their colleagues were often
said to be able to contain the feelings that gave
rise to such behaviours. With greater experience,
many professionals also started to ‘own’ these
negative feelings and behaviours themselves, as
in the following example:

I also agree that it often happens to me to vent my
anger, a momentary relief to get all this out... the
family’s feelings are very difficult anyway, I appre-
ciate that our workload and the fact that we are
several times left without supervision, this does not
help us because it is like we are left with very dif-
ficult things in our hands, so it is natural that we
also sometimes act-out on our feelings during our
interactions, mainly anger, depending on the pro-
fessional’s temperament... consciously it is cer-
tainly done with the purpose of inducing change by
saying something intensely, to feel that family
members understood and heard what the profes-
sional said, but I think that this is more useful to
relieve the professional temporarily, to relieve the
professionals’ anger or anxiety...

16.2.2.2 Reflecting on Trauma
Dynamics/Power Issues—
Ethical Dilemmas
Professionals realised that masked trauma, pain,
and guilt were behind family members’
difficulties in achieving change. They realised
that the dynamics of trauma created intense feel-
ings of anger. The following is just one example:

After the first meeting with the parents, I under-
stood that I have to work with two people who are
burdened with serious traumas. The mother had
developed anorexia and the father was lost, asking
for answers. A parallel intervention was necessary
on many levels. Then I realized that parents may
not cooperate, they may attend the program with-
out implementing what is recommended to them or
even appear resistant, due to their inability to cope
with the demands of supporting their child’s treat-
ment. Their guilt, their resistance, unprocessed
emotions in the intergenerational course of the
family, and their problems in the present time may
significantly limit their ability to meet the demands
of the therapeutic framework.

Some participants reported experiencing high
distress when faced with ethical dilemmas and
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power issues associated with the dissemination
of information and family secrets (e.g. about
prior abuse, incest, addiction).

16.2.3 Stage 3: Compassion-
Satisfaction Outweighs
Compassion Fatigue

16.2.3.1 Being Able to Listen
With practice, professionals developed a more
realistic view of their limitations. They progres-
sively gave up their sense of omnipotence and
redefined their expectations of family members.
Having been exposed to family tragedies, profes-
sionals reported having changed in how they per-
ceived their interactions with AFMs and clients.
Some began to identify the family’s strengths,
rather than any pathology, and began interpreting
family members’ communication patterns in a
more positive light. Participants reported becom-
ing more accepting of AFMs, less judgmental,
and increasingly able to listen to their stories.
These are two examples:

In my role as a therapist, I now have less expecta-

tions of family... I am more realistic, in other

words, I am acceptant of whatever they can man-

age. Some can do many things, others very little,
yet all can do something.

At the beginning I was attending only to the cli-
ent’s story, while family meetings were very dis-
tressing to me. With increasing experience, my
listening skills improved and I managed to hear
more clearly both the person in therapy, and what
parents were sharing with me, in general and with
regard to their expectations. In my interactions
with them, I am now not as insecure since my atti-
tude has changed, and I facilitate communication
by listening to them, rather than being concerned
over whether they will follow my advice or not.

16.2.3.2 Personal/Professional Growth
and Self-care

Professionals reported progressive success in
avoiding becoming overwhelmed by the AFMs’
needs, fears, anxieties, and expectations. They
also recognised that even though their own emo-
tional reactions were occasionally intense, they
were more able to contain them and experience
them for a shorter duration. Variables that were
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described as facilitating the professionals’ change
and growth included (a) clinical experience; (b)
specialised training in addictions, as well as in a
theoretical and psychotherapeutic approach; (c)
supervision; (d) personal psychotherapy; and (e)
becoming a parent, which contributed to an
increased sensitivity to the family’s feelings,
responses, and concerns. Some felt they had now
achieved this change, while others thought
change was still incomplete:

As time passed, I realised how important small
everyday victories are and I felt good when they
achieved them... This is why this job is magical!
Because even if you take back the least of what you
gave, you feel that you really did your job well or
that you did the best you could!

I am undergoing a phase during which I have more
concerns and see things that I couldn’t see before.
For example, parents’ guilt. We shouldn’t render
them more guilty; recently, this has been a lot on my
mind, and has become a concern to me. I try, l am in
a process, but haven’t moved forward yet. I try to
perceive the situation more holistically.

16.2.4 Discussion of Research
Programme 1

Overall, professionals described the transition
into family work as a long journey from feeling
overwhelmed and inadequate during the earlier
years of their careers to a stage of compassion,
satisfaction, and enhanced understanding for
both clients and their families. Initially, AFMs’
presence in treatment centres was described as an
‘intrusion’, a word also employed to depict the
impact of addiction on families in a recent meta-
ethnographic review [7]. It can be seen how
addiction is so distressing that it is experienced as
an ‘intrusion’ and how, in turn, family members,
carrying all the stress as a result of this ‘intru-
sion’, themselves become ‘intruders’ in treat-
ment settings, intruding into the therapeutic
relationship between the professional and client.
The ‘intrusion’ is the fact that these family mem-
bers bring their overwhelming concern over the
stress of preventing the death of their relative,
alongside other intense feelings such as betrayal,
loss, and anger; but the fact that it is seen as an
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‘intrusion’ is also a mark of the initial lack of
understanding and empathy on the part of profes-
sionals: in the early years of their careers, many
professionals appeared to have difficulty under-
standing the reasons behind AFMs’ feelings and
behaviours, with this lack of understanding evok-
ing negative reactions from professionals, similar
to other descriptions in the literature of negative
and blaming reactions which carers and family
members experience [8]. Nonetheless, with time,
as professionals became more experienced and
were more able to both understand family mem-
bers’ positions and be more capable of contain-
ing their own emotional reactions, these negative
emotions were reported to be less intense and to
last for a briefer time. Instead, professionals
came to perceive their emotional reactions as
clues for a deeper understanding of the family
members’ being in the world.

16.3 Programme 2

The aim of our second programme of work was
to work with teams and organisations to move
their practice towards more positive attitudes in
engaging with affected family members [9, 10].
The work required the agreement of a whole
team or practice to work towards that end, mak-
ing sure that there existed sufficient support at all
levels of the organisation. All members of each
team were provided with training about the
Stress—Strain-Information-Coping-Support
(SSICS) model and the 5-Step Method of family
intervention (see Chap. 18). In contrast to the
Greek studies, the perspective was therefore one
of organisational change rather than one with a
focus on individual staff members’ experiences.
Table 16.2 lists the five service teams involved.
Exactly how the organisational-change research
group worked varied from team to team. For
example, work with the NHS drug and alcohol
unit and with the non-statutory alcohol team
involved regular visits of one or more members
of the research team, at least every 2 months and
often monthly, for a period of 2 years. Two-day
training or progress workshops were held at the
beginning, half-way through, and at the end of

Table 16.2 Programme 2: service units involved in the
research

¢ A National Health Service (NHS) drug and
alcohol treatment unit

¢ One team of a non-statutory organisation serving
clients with alcohol problems

* An NHS primary care health centre

¢ One branch of a Muslim family-oriented
foundation

* A non-statutory drug service

that 2-year period. In the other cases, the time
available for this type of work was necessarily
more limited. For example, work with the NHS
primary care health centre lasted for a total of
30 months. Contact was maintained by regular
visits of the research team to the practice, supple-
mented in the final 9 months by basing a member
of the research team in the practice for 2 days a
week.

16.3.1 Changes in Attitudes Towards
Working with Family
Members

In the work with teams 1, 2, and 3, a standard
attitude measure was administered at the begin-
ning and again at the end of the project. The
Attitudes to Addiction-Related Family Problems
Questionnaire (AAFPQ) is an adaptation of one
designed by Cartwright [11] to measure aspects
of the attitudes of different groups of practitio-
ners towards working with people with alcohol
problems. The AAFPQ is an adaptation which
refers to working with family members of people
with alcohol or drug problems. It consists of 28
questions with 7 response options (strongly agree
to strongly disagree). The AAFPQ is scored in
terms of seven interpretable factors: knowledge;
confidence; support from the service; legitimacy;
motivation; self-belief; and impact on the sub-
stance user [12]. As might be expected, attitudes
were more positive at the outset amongst staff of
the specialist services than amongst medical and
nursing staff in primary care, but positive change
occurred for both groups. The main changes were
in terms of knowledge (e.g. I know enough about
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the relationship between alcohol or drug misuse
and family problems to work with relatives of
misusers), confidence (e.g. I feel confident when
working with relatives of alcohol or drug misus-
ers), and support (e.g. I feel adequately supported
within my team/practice to work with relatives of
alcohol or drug misusers).

An analysis of detailed notes from all project
meetings, events, and focus group or individual
interviews with team members provided more
insight into why attitudes might need to change
and what might underlie the change when it
occurs. In teams 1, 2, and 3, working with family
members was not the norm at the outset, and
progress in the early months of the project was
slow and frustrating. There was difficulty in each
team about identifying family members to engage
with, and it was up to a year into the project
before sufficient experience had accumulated for
teams to recognise the benefits of involving fam-
ily members. However, from a slow start, by the
end of the project, the two specialist teams
believed there had been a ‘cultural shift’, that the
approach the project had aimed to foster had now
‘permeated’ the whole team and had become
firmly ‘embedded’. From having been services
with an individualistic orientation, based on one-
to-one counselling or therapy for individual alco-
hol or drug misusers, and probably discouraging
of family members, it had ‘become the norm’ to
welcome family members, and teams had become
more ‘network minded’ and ‘family friendly’. At
the non-statutory drug service, and in the Muslim
service, it was the case that much of the initiative
for the work had come from the teams them-
selves. They were already committed to some
form of family work, and it took less time for the
5-Step Method to be incorporated into their work.
In the primary care health centre, all practice
members recognised the consequences of ill-
health from having a close relative with an alco-
hol or drug problem, and nearly all, when asked
whether they thought the primary care general
practice setting was the right one for this kind of
work, answered positively.

In the first year of our work with the alcohol
and drug specialist teams, it became clearer why
many of those working in substance misuse treat-
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Table 16.3 Programme 2: some initial concerns
¢ I do not feel confident about handling open
conflicts between users and family
* Itis often inappropriate to ask users about
involving their family members
¢ Family members just want to have the drink or
drug problem fixed

* T have concerns about confidentiality if family
members are included

¢ Involving family members will require more
time which we do not have

e Won’t it open a Pandora’s box of marital and
family problems?

ment services might be reluctant to engage fam-
ily members. Table 16.3 illustrates some of the
concerns about involving family members which
surfaced during the first year of the project. Some
of these were concerns about resources. In the
primary care team, it was lack of time that was
most commonly mentioned and the need for
additional help in order to take on what was often
seen as a new line of psychological treatment.
Although such concerns were also expressed in
the specialist teams, it was more often uncertain-
ties of other kinds that were mentioned. One set
of concerns was about the potentially disruptive
effects of including family members, for exam-
ple, that they might bring unhelpful attitudes,
might dominate sessions, or have needs and goals
which were incompatible with those of the
substance-misusing clients. A further set of anxi-
eties had more to do with a lack of confidence on
the part of the practitioner, for example, about
handling confidentiality questions or managing
conflicts which might arise. It will be seen that
many of these issues are similar to those described
in our first example above, from Greece.

As the project progressed, and teams gained
more experience working with family members,
some of these worries diminished. Equally, if not
more important, was the growing realisation of
the rewards of involving family members.
Table 16.4 illustrates the kinds of statements that
team members increasingly made about the ben-
efits of family work. Although it was recognised
that the teams now had a powerful method for
helping family members in their own right, there
was also increased acknowledgement that involv-
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Table 16.4 Programme 2: seeing the benefits of working
with family members

e I get a clearer picture of the problem when I
involve family members

¢ Making sure the family is well informed is an
essential part of good treatment

¢ Encouraging open communication between the
user and their family is important

e I believe that involving family members should
be the norm

¢ T am now responding to the needs of family
members in their own right

* Clients can be discharged more easily knowing
that they have support

ing family members aided rather than hindered
substance misuse treatment goals, for example,
by enabling fuller information to be obtained,
being able to helpfully work through conflict,
giving family members greater understanding of
what the service was trying to do, and even expe-
riencing some relief that dealing with the prob-
lem was being shared with family members.

16.3.2 Changes in Teams’ Working
Practices

A quasi-experimental design was employed,
comparing project teams 1 and 2 with two com-
parison teams in the same organisations who
had not taken part in the project. The results
showed that family members were being seen
three to five times as often in the project teams
compared to the control teams (15-17% of ses-
sions versus 3—5%). It was now the case that the
majority of team members were seeing family
members at least sometimes, whereas that was
true of only a minority of team members in the
comparison teams. In addition, project teams
were now carrying out considerable amounts of
family work informally, for example, on the
telephone, during home visits, or in the waiting
room. In the primary care practice, over a period
of 18 months, 32 adult patients were identified
as suitable for the project, and 13 were recruited
for the project. In the Muslim service, 29
affected family members were recruited over a
period of 18 months. In the non-statutory drug
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service, 12 family members attended a themed
carer group programme and were assessed
before and after.

There was also some success in encouraging
teams to introduce new family-oriented proce-
dures. Changes to initial appointment letters and
assessment forms were thought to have been par-
ticularly effective in some teams. In one team
noticeable improvements had been made to the
‘family-friendliness’ of the team building: the
waiting room had been improved, now including
family-welcoming notices and a game for chil-
dren to play; and one of the counselling rooms
had been designated as a family room, with space
to accommodate children.

16.3.3 Issues Remaining and Lessons
Learned

A number of issues remained. One was the need
to recognise the differing levels of experience
and confidence for doing family work possessed
by different team members. The emphasis on
training and supporting whole teams may have
given insufficient recognition to variation in
training needs. Some team members, for exam-
ple, social workers and community psychiatric
nurses, were more comfortable working with
family members because of their professional
training and/or previous practice. Other team
members had had no such experience. We may
also have underestimated how different from
their normal practice it would be for some pri-
mary care health workers to work in a counsel-
ling or psychological way.

As was the case in our first example, from
Greece, one frequently discussed question was
how to strike the right balance between seeing
an affected family member and the focal client
(the one whose alcohol or drug use was of con-
cern) separately or together jointly. Preferred
practices differed, and a family’s circumstances
needed to be taken into account. A related and
much debated issue was whether it was more
difficult, or even sometimes appropriate at all,
to include affected family members when cases
appeared particularly complex, for example,
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involving child-protection issues, domestic vio-
lence, or when other agencies were involved in
the case.

16.3.4 Discussion of Research
Programme 2

Despite the existence of remaining issues, of
which the foregoing mentions only a few, we
believe this work provided some promising evi-
dence that substantial changes can be made in
the direction of promoting work with addiction-
affected family members in a range of health-
care settings. However, the work is not easy or
straightforward, and a number of difficulties
were encountered and lessons learned. For one
thing, it was not easy to recruit teams to take
part. As a result, those that did become involved
were a highly selected sample. Furthermore, the
amount of input necessary, over a period of sev-
eral months, was very considerable. The results
were encouraging but might be seen as modest.
Whether changes would be sustainable remains
an open question. In this regard, support at the
levels of management, service procurement, and
both local and national government policy lev-
els (see Chap. 13) will be required. At the time,
we said:
We are much more conscious now of how strong
and pervasive is the focus of most services on indi-
vidual patients or clients and how difficult it is to
change that focus, however motivated individual
practitioners may be to move their practice in the

direction of greater involvement of affected family
members (Orford et al., 2010, p 162).

16.4 General Discussion

We have described two very different sets of
studies, carried out in two different European cul-
tural settings, with differing theoretical guiding
frameworks, and different research foci and
methods. Yet the conclusions complement each
other and in certain ways are the same. Both con-
clude that, if health and care services aspire to
include family members affected by a close rela-
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tive’s addiction and to help them humanely and
effectively, they face very significant challenges
and barriers. The English programme of research,
focusing on the attitudes of service organisations
and their staff towards working with affected
family members, found that it was common for
staff to hold misgivings about involving AFMs
and that they often lacked confidence in doing so.
The Greek studies, informed by a trauma-
response conceptual framework, found evidence
of staff responses which were uncomfortable and
emotional, when trying to work with AFMs.
Despite the evident differences in approach, there
were some notable commonalities. Although
couched in different language, examples depicted
in the Greek studies were the feelings of inade-
quacy in working with family members, resent-
ment at what was seen as the intrusion of a family
member into the therapeutic work being under-
taken by the professional and the person with the
addictive problem, and, similarly, in the English
work, the lack of confidence, as well as concerns
about the appropriateness of involving an AFM
in work with the person with the addictive prob-
lem and what might happen in practice. In light
of these findings, the scarcity of AFM-accepting
practice in the addiction field should come as no
surprise.

Our most important conclusion from the find-
ings in both programmes of research, however,
was a very positive one: that professionals faced
with such challenges can and do move their prac-
tice in a more AFM-accepting direction, given
help and supervision from more experienced col-
leagues, further specialist training, and greater
experience at work and in life generally. This, it
seems, is not a quick or easy journey. Our results
point to the need to provide training and supervi-
sion to support the development of therapeutic
skills in addiction professionals, in their attempt
to engage family members in treatment. If the
challenging and demanding nature of family
involvement is not recognised, and no policies
exist for adequate staff training and supervision,
then the invaluable contribution of family engage-
ment in addiction treatment will remain limited.
Family work is not, and should not be, an indi-
vidual affair or a field of specialist work, but
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rather a collective pursuit that promotes mutual
support in times of distress and the sharing of
rewarding experiences that derive from our
encounters with families.

Finally, an important limitation of both sets of
studies needs to be noted. They took place in ser-
vices where the primary focus was the treatment
of patients who themselves were experiencing
addiction problems (or, in one of the English
studies, in a general healthcare service). Involving
and responding to the needs of AFMs was a sec-
ondary consideration. It is tempting to conclude
that the situation will not change and that improv-
ing the service response to AFMs will remain
hard to achieve until services are set up, man-
aged, and monitored in such a way that accepting
and working effectively with AFMs is
mandatory.
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Part IV

Interventions for AFMs



Ruth McGovern
and Cassey Muir

17.1 Introduction

Addictive behaviours, including alcohol misuse,
drug misuse and problem gambling, are common
in families around the world [1]. Previous esti-
mates have suggested that over 100 million people
are affected by a family member’s addiction [2].
More recently, however, studies have suggested a
much higher prevalence (see this volume: Chap.
2). Within the current chapter, an ‘affected family
member’ is used to describe a significant other and
may include a parent, partner, adult or dependent-
age child, sibling or other relative/caregiver.
‘Addiction’ or ‘addictive behaviours’ will be used
to describe the problematic use of alcohol and/or
drugs as well as gambling. Many affected family
members suffer significant stress, which may
cause psychological, social and physical problems
[2, 3]. Despite clear evidence of harm to the close
family members, interventions aiming to reduce
the harm caused by addiction have primarily
focused on the individual with the addictive behav-
iours [4]. Inherent within this approach is the
assumption that if ‘addictive behaviours’ are
reduced, the harm will also be reduced. Where
family members have been involved in the treat-

R. McGovern (X)) - C. Muir
Newcastle University, Newcastle, UK
e-mail: r.mcgovern@ncl.ac.uk

G. Bischof
Department of Psychiatry and Psychotherapy,
University of Liibeck, Liibeck, Germany

© The Author(s) 2025

l')

Check for
updates

, Gallus Bischof,

ment of persons with addiction problems, this has
been informed by the belief that the family may in
some way be part of the problem or offer part of
the solution. However, such an approach can led to
the perception of a shared responsibility for the
behaviours of the person who has addiction prob-
lems and has been widely criticised for pathologis-
ing the family. More recently there has been a
growing recognition that family members affected
by a relative’s addiction may benefit from treat-
ment ‘in their own right’ [5]. Such approaches rec-
ognise that there may be an enduring impact upon
the affected family member beyond the initial
exposure to addiction. Reducing the addictive
behaviours prevents ongoing, repeat exposure, but
it will not resolve the trauma that has often been
experienced by affected family members.
Moreover, recovery from addiction is rarely linear,
and affected families may experience an increase
in stress relating to fear of relapse following peri-
ods of abstention. Therefore, interventions focused
on the needs of the affected family members typi-
cally aim to address this impact and provide ongo-
ing support and/or strategies to the family member
as to how to cope.

Whilst there is a ‘common core’ of harm,
affected family members are far from a homoge-
nous group [6]. As shown in other chapters within
this handbook, differences in impact have been
reported based on the gender of the affected fam-
ily member [6, 7], relationship type [6, 8] and
socio-economic status [6, 7], with accumulative
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stress increasing the strain experienced [6].
Parents of adult children who have addiction
problems have been reported to experience high
levels of worry, difficulties coping and a grief
response [9]. Within intimate relationships,
affected spouses often experience mental health
problems and social problems such as financial
and housing instability. Moreover, there is estab-
lished evidence of an association between addic-
tion and intimate partner violence and abuse both
in the perpetrator and the victim [10]. Dependent-
age children are highly vulnerable to the effects
of a family member’s addiction, particularly
when the person with addiction is their parent
(see this volume: Chap. 5). Research has shown
an association between parental addiction and a
wide range of harms, including abuse and neglect
[11]. These varying impacts are suggestive of the
heterogeneous nature of families affected by an
adult relative’s addiction and their need for dif-
ferent interventions. Moreover, affected family
members may have greater or lesser need for
intervention depending upon the extent and qual-
ity of social support available to them informally.
For affected children, this may include the pres-
ence of a parent/caregiver who does not have
addiction problems. Similarly, adult affected
family members may experience some protection
from impact if they have the support of other
family members or friends or if they are involved
in activities they consider meaningful.

17.1.1 Types of Interventions
for the Affected Family

Interventions that involve affected family mem-
bers tend to be psychosocial in nature. They differ
in their aim and can largely be categorised as
interventions that (1) work with the family to
address problems within the family, (2) are
focused on the person who has addiction prob-
lems and include conjoint sessions that may also
provide some support to the affected family mem-
ber or (3) intervene directly with the affected fam-
ily member only [12]. These interventions are
likely to work in quite different ways, and each is
underpinned by different theoretical positions. As
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will be explained in more detail below, interven-
tions that work with the family to address family
problems such as through family therapy typically
view the family as ‘part of the problem’. These
interventions assume that addiction is a product
of, or at least a problem that is compounded by,
those family problems and dynamics. As such,
addressing family dynamics and improving fam-
ily relationships and communication are believed
to bring about positive change in the person who
has addiction problems as well as the wider fam-
ily. Conversely, interventions that are focused on
the person who has addiction problems but
include conjoint sessions with family members
perceive the family as largely ‘part of the solu-
tion’. They often follow traditional individualistic
addiction treatment approaches and introduce
specific content focused on how the affected user
(usually the partner) can better support the person
with addiction, within their efforts to achieve
change. This may include how the affected other
can positively acknowledge the addictive behav-
iours family members’ efforts to change and
increase shared activities and constructive com-
munication, all with the view to supporting the
person who has addiction problems. Interventions
that directly intervene with the affected family
member often work in one of two ways: (1) inter-
vene with the affected family member to influence
change in the person who has addiction problems
and/or (2) provide intervention to the affected
family member in response to their own needs,
typically with the aim of enhancing their ability to
cope, alleviate stress or address trauma.

17.1.2 Interventions that Work
with the Family to Address
Problems Within the Family

Family therapy perceives the family as a system,
wherein each part is connected to another.
Addiction, from this standpoint, is perceived as a
manifestation of serious dysfunctional relation-
ships and interactions within the family. As these
approaches view addiction as a product of the
family system, the family receives treatment as a
‘whole’. The aim is to improve family function-
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ing and the health and wellbeing of the family,
not just the person who experiences addiction.
There are many different types of family therapy
available, each informed by its own theoretical
positioning. However, many share a belief that
families may engage in behaviours that support
the addictive behaviours. These include problems
with communication, conflict, parenting skills,
family cohesion, and family attitudes about sub-
stance use. Within family therapy, these behav-
iours are sometimes referred to as ‘enabling
behaviours’, wherein the affected family member
is perceived to be complicit in enabling the per-
son experiencing the addiction to continue in
their addictive behaviours, and therefore in some
way responsible for them. By working with the
family and agreeing family goals it is believed
that family therapy can create an environment
that supports recovery for the family, including
the person who has addiction problems. Family
therapy with families affected by addiction is dis-
cussed in detail in Chap. 20.

There have been a number of randomised con-
trolled trials (RCTs) examining the effectiveness
of systemic family therapy at improving the well-
being of the affected family member, which have
found significant effects. Family members receiv-
ing this intervention have reported significant
improvements in family functioning [13] and
family member mental health [14]. Studies have
reported reductions in depression [13] and ‘co-
dependency’ between family members [15].
Whilst family therapy has previously been rec-
ommended for vulnerable children and young
people under 25 years, more recent evidence for
the involvement of family members has been
mixed and reported not to be cost effective [16].

17.1.3 Involvement of Family
in the Addiction Treatment

Some addiction interventions involve other fam-
ily members in the treatment of the person who
has addiction problems, usually because their
involvement is perceived to be supportive to the
treatment aims. These approaches often include
an addiction treatment component with adjunct

conjoint sessions with a family member.
However, the specific content of the conjoint ses-
sions varies, depending upon which affected fam-
ily member is involved in the intervention and the
theoretical ~ approach  underpinning  the
intervention.

Couple’s therapy typically includes between
10 and 32 sessions, which aim to support addic-
tion recovery through improved communication
and positive support for the person who has
addiction problems. In addition to a reduction in
addictive behaviours, couple’s therapy may also
result in positive outcomes for the affected family
member, particularly relating to improved rela-
tionship adjustment and family functioning, and
a reduction in intimate partner violence if that is
occurring [17]. Further examination of the
approach can be found in Chap. 21.

A family-centred empowerment approach
assumes that the family, along with the person
who has addiction problems, requires empower-
ment to support the individual to reduce their
addictive behaviours. The approach aims to
enhance motivational, psychological (such as
self-esteem) and self-problem (such as knowl-
edge and attitude) characteristics of the family
(including the person who has addiction prob-
lems). A trial of the family-centred model found
the approach improved social support and quality
of life in family members of methamphetamine
users post-intervention when compared to no
intervention [18].

Similarly, parent skills training is typically
focused on how the parent who has addiction
problems may minimise the impact of their
behaviours upon the child; and sessions may
include affected children directly or indirectly.
When these interventions are combined with
addiction treatment, they have been found to
result in significant reductions in parental addic-
tive behaviours [19]. In general, they have also
been associated with positive outcomes for both
the parent and the affected child by (1) providing
opportunities for positive parent—child interac-
tions; (2) including supportive peer-to-peer rela-
tionships for family members; (3) harnessing the
power of knowledge, especially regarding addic-
tion; and (4) using strategies that are responsive
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to socio-economic needs and matching services
to lived experience. A systematic review of inter-
ventions for affected families members found
that children whose families received parenting
skills intervention in addition to problematic sub-
stance use treatment reported significantly more
parental involvement and activities with their
parent and significant improvement on parental
discipline scales (laxness and over-reactivity)
than children whose parents received substance
use treatment only [17]. Further to these indirect
outcomes, these children have been found to be
less likely to use substances as they grow older,
including alcohol [20], tobacco [21] and mari-
juana [20]. However, a recent systematic review
of reviews reported mixed evidence as to whether
parenting interventions for parents who misuse
substances resulted in improved child outcomes
[22]. There is a paucity of studies that have exam-
ined parenting skills training with parents who
gamble problematically. Further discussion of
parental skills training can be found in Chap. 22.

17.1.4 Interventions Provided
Directly to the Affected Family
Member

As highlighted above, interventions that are pro-
vided solely to the affected family member can
be categorised as interventions that either aim to
work with the affected family member to influ-
ence change in the person who has addiction
problems or intervene with the affected family
member in their ‘own right’. There are a range of
interventions delivered directly to the affected
family member with one or other of these foci:
readers are directed to the recommended read-
ings listed at the end of this chapter, which
includes wider references to other interventions.
This chapter will outline one example of each of
these.

Community Reinforcement and Family
Training (CRAFT) is an adaptation of the
Community Reinforcement Approach (a cogni-
tive behavioural approach to working with people
who have addiction problems). This intervention
approach is described in more detail in Chap. 19.
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Within CRAFT, the therapist works with the fami-
lies of ‘unmotivated’ or treatment-refusing peo-
ple, in an attempt to change their environment to
achieve three main goals: (1) decrease the addic-
tive behaviours, (2) get the person experiencing
addiction into treatment and (3) increase the
affected family member’s wellbeing. The inter-
vention begins by building the affected family
members’ motivation to engage in the approach,
before conducting a functional analysis of com-
mon episodes of addictive behaviours. The
affected family member is supported to consider
how they might better respond within the episode,
particularly how to respond to early triggers for
problematic substance use or gambling. The fam-
ily member is taught positive communication
skills which are used within episodes of addicted
behaviour as well as within the ultimate invitation
to the person experiencing addiction to access
treatment. In addition, they are trained in how to
positively reinforce non-use and introduce nega-
tive consequences (removal of rewards) for use.
Whilst there is a large evidence base from RCTs
finding CRAFT to be effective at enabling family
members to influence the family member who has
addiction problems to reduce their addictive
behaviours or increase treatment engagement, the
effects of CRAFT on family members affected by
addiction are less conclusive. Furthermore, whilst
improvement in the wellbeing of the family mem-
bers was observed in all studies, no superiority
was found compared to other active controls like
Al-Anon or the Johnson Institute Intervention.
Exploratory analysis suggests that treatment
engagement of the individual with addiction prob-
lems through CRAFT is more likely if family
members engaged in CRAFT strongly endorse
this as a motive for participating at the beginning
of the intervention, whilst family members put-
ting less emphasis on this goal revealed lower
engagement rates [23].

One intervention that focuses on the affected
other is the 5-Step Method, which is a brief semi-
structured  psychosocial intervention. This
method is based on the stress—strain-information-
coping-support model, which recognises and
seeks to respond to the impact of a family mem-
ber’s addiction on affected family members. The
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approach does not view family members as con-
tributing to addiction but instead focuses upon
supporting family members to cope with its
impact. The 5-Step Method consists of the fol-
lowing steps:

1. Getting to know the family member and the
problem

. Providing relevant information

. Exploring and discussing coping behaviours

. Exploring and enhancing social support

. Reviewing previous steps and exploring fur-
ther needs

W A~ W

The 5-Step Method benefits from high levels
of flexibility and has been adapted to a range of
settings and populations, including affected chil-
dren, and is one of the few interventions that has
been adapted for families from low- to middle-
income countries. The method has been found to
be a promising intervention for family members,
with some evidence suggesting an improvement
in coping behaviour in family members [24] in
pre-post studies for problematic substance use
and gambling [25]. The one RCT conducted so
far showed both personally conducted 5-Step ses-
sions and self-help material based on the method
had positive effects for the affected other [26,
27]. For further discussion of the 5-Step Method,
please see Chap. 18.

SMART Family and Friends has adapted the
four principles of SMART recovery for affected
family (and others). Whilst SMART Family
and Friends includes some examination of how
best to help their family member to reduce
their addictive behaviours, which is similar to
CRAFT, at its core is a concern to train the
affected family member to take better care of
themselves and their own goals (as opposed to
influencing the person who has addiction prob-
lems). The SMART Family and Friends
approach recognises that affected family mem-
bers may have neglected their own needs whilst
prioritising the needs of the relative who has
addiction problems; therefore, they may
require support to refocus on their own life
goals and concerns. It aims to (1) promote
motivation to change, (2) encourage the family
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member to engage in self-care, (3) challenge
the family member’s thinking and (4) teach
assertive communication. The approach is
delivered within both in-person groups and
online wherein other affected family members
and friends share their experiences. A recently
completed pilot feasibility study has reported
improvements in psychological distress and
family impact post-treatment [28].

This peer support shares similarities with
other mutual aid and self-help approaches such
as Al-Anon. Al-Anon, formally known as
Al-Anon Family Groups, is a 12-step mutual-
help programme for affected family members
and is a widely used approach in the USA. Social
processes including bonding over shared experi-
ences and provision of role models have been
found to mediate between participation in
Al-Anon and positive outcomes. Al-Anon has
been reported to be associated with better quality
of life, better coping and improved positive
symptoms [e.g. increased self-esteem and
reduced negative symptoms (e.g. depression)] in
pre-post studies and has shown similar effects on
the wellbeing of family members compared to
CRAFT interventions [29]. For further discus-
sion of self-help approaches, the reader is directed
to Chap. 25.

Low-intensity interventions are brief, time-
limited interventions that include affected fam-
ily members. Whilst there is no agreed definition
of a low-intensity intervention, these are typi-
cally six sessions and often take a structured
approach, wherein affected family members
complete a brief training programme of prog-
ress through steps or stages. A number of estab-
lished more intensive interventions have been
adapted for lower-intensity, brief formats. Such
approaches have the benefit of enabling integra-
tion within a wider range of settings and, in
doing so, may reach more affected family mem-
bers. Examples include single-session adapta-
tions of the 5-Step Method for delivery in
structured carers groups [30] and in primary
care [27]. More recently there has been the
development and evaluation of a low-intensity
mobile app to provide information to friends of
adult substance users and empower affected oth-
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ers to influence addictive behaviours [31]. Low-
intensity interventions are discussed in more
detail in Chap. 24.

There are a limited number of interventions
that are provided directly to affected children,
all of which focus upon parental problematic
substance use. Most interventions aimed at
younger children utilise cognitive behavioural
therapy, psychoeducational or skills training
approaches. A small number of school-based
interventions have been developed to try and
improve outcomes for children whose parents
use substances problematically. These have
largely been developed within the USA, adopt-
ing a peer support model rather than involving
family members. However, these interventions
showed low-quality evidence of effect [17].
The 5-Step Method, mentioned previously, has
also been adapted for children, called ‘Steps to
Cope’, which aims to build resilience by target-
ing known protective factors, including ensur-
ing young people have a supportive adult they
can trust, and by enhancing their self-esteem. A
pre-post study found some significant improve-
ments in resilience measures, but further work
is needed to ensure barriers to implementation
are overcome [32]. In Germany, a RCT found
that a community-based psychoeducational
intervention called ‘Trampoline’ for children
aged 8—12 years had some effect on reducing
feelings of social isolation and improving par-
ent—child relationships [17]. Trampoline
includes nine group-based modules (e.g. one on
enhancing self-worth and another on providing
knowledge on addiction), utilising role-play
and fun activities. Interventions for adult chil-
dren mostly consist of self-help interventions to
improve wellbeing. These interventions typi-
cally consist of regular group meetings wherein
family member’s share experiences of living
with parental alcohol use, with mental health
benefits reported [33], although self-help
approaches have more recently been adapted
for online delivery. Other intervention
approaches have included forgiveness therapy
and coping skills training. For further discus-
sion on interventions for children, please see
Chap. 23.
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17.2 Responding to the Needs
of the Affected Family:Is It
Enough?

This chapter has discussed a wide range of inter-
ventions involving affected family members.
However, as illustrated within this overview
chapter, when families are involved in interven-
tions, this is often as a means of affecting change
in the focal user. Family interventions such as
family therapy see the family as part of the prob-
lem and therefore needing to change before
addiction can be addressed. Conjoint interven-
tions see the family member in some way as part
of the solution, wherein they are intervened with
as a means of encouraging change and contribut-
ing to the success of the addiction treatment.
Similarly, interventions such as CRAFT empower
family members to take an active role in chang-
ing the behaviour of their relative who has addic-
tion problems and encouraging treatment entry.
Many of these interventions have been found to
be effective at reducing the addictive behaviours
of the individual and are therefore important in
alleviating the acute stress and strain family
members often experience when affected by a
relative’s addiction. However, the traumatic
impacts of addiction upon affected family mem-
bers are well documented [2, 3, 34]. These
impacts may be long lasting and compounded by
accumulative burden experienced by many fami-
lies [6] and require direct intervention to the fam-
ily member in their own right. In order to meet
the needs of the affected family, it is likely that
interventions that focus on the family member in
their own right are required.

17.3 Gapsin the Evidence

Although a number of studies have analysed the
effects of interventions for or involving family
members, to date, no long-term effects of inter-
ventions have been reported. Study quality on
average is at best modest and often restricted to
pre-post studies that likely overestimate treat-
ment effects (e.g. when family members seek
help at specific critical situations), without
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consideration of aspects such as chronicity of the
relative’s substance use. Furthermore, many stud-
ies have restricted their assessment on outcomes
for the focal relative who uses substances (espe-
cially in studies on conjoint treatments) or the
affected family member (without taking relation-
ship and/or user into account). This makes a com-
parison of changes obtained through specific
interventions difficult. In addition, most studies
relied on self-selected samples, and generalis-
ability to the population of family members is
questionable. Future studies should consult
affected family members on their intervention
preferences, co-producing interventions informed
by the specific needs of different subgroups of
affected family members. Much of the available
evidence currently is focused on female affected
family members, with very little research devel-
oping or evaluating interventions for affected
male family members. As a result, we know very
little about how best to intervene with affected
male family members. It is likely that male fam-
ily members will have both different impacts
from their exposure to their relative’s substance
use and varying support needs. Most of the inter-
ventions available to families affected by a rela-
tive’s substance use are from high-income
countries, with a paucity of approaches and evi-
dence focused on low- and middle-income coun-
tries [35]. There is a need for further research to
examine how best to respond to the needs of
these populations, including how to culturally
adapt promising interventions and implement
them within countries that may have limited reli-
ance upon state-provided health and social care
provision.

17.4 Conclusions

There are a wide range of interventions involv-
ing affected family members with differing
mechanisms of impact and outcomes. This
increasing recognition of the importance of the
family within the context of addiction is wel-
comed. However, many of the interventions
which include affected family members main-
tain a primary focus on the person who demon-
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strates addiction behaviours, with little
examination of family outcomes. These inter-
ventions do not go far enough to address the
needs often experienced within addiction-
affected families. There is a need for research
which develops and evaluates interventions
which seek to address the complex multidimen-
sional adversities experienced by many families
affected by addiction. Further research is needed
to determine the effect of multi-component psy-
chosocial interventions, which seek to support
both the relative exhibiting addiction behaviours
and the affected family member, with equal
focus on their needs.
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Lorna Templeton

18.1 Introduction

There is clear global evidence of the complex,
extensive and long-term ways in which people
can be negatively affected by the alcohol, other
drug or gambling behaviours of a relative or close
other [1, 2] (see also Parts 1 and 2 of this vol-
ume). Despite this, there continues to be insuffi-
cient attention paid to the development and
implementation of evidence-based interventions
for these individuals in their own right [3-5]. In
2022, the EMCDDA named the 5-Step Method
as one such intervention [4]. The 5-Step Method
is a brief, structured, psychosocial evidence-
based intervention for adult ‘affected family
members’ (AFMs). It is important for four main
reasons: its central focus on AFMs, worthy of
support in their own right and regardless of
whether the person who is using alcohol or other
drugs, or gambling, is in treatment or recovery;
the evidence-based foundations related to both its
original development and its ongoing implemen-
tation and evaluation; its measurement of AFM-
focused outcomes; and its careful attention to
language and terminology.!

!'See also http://afinetwork.info/5-step-method-resources-
introduction (free membership is required to access some
materials).

L. Templeton (D<)
Independent Research Consultant, Wales, UK
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Check for
updates

This chapter will summarise the three core
components of the international 5-Step Method
programme of work, namely, the development of
the original intervention and early evidence of
efficacy and effectiveness, ongoing evidence of
effectiveness and global implementation includ-
ing attention to context and ensuring fidelity. The
chapter will end with some reflections on the suc-
cesses and ongoing challenges related to the
5-Step Method.

18.2 The Development

of the 5-Step Method
Intervention and Early
Evidence of Efficacy

and Effectiveness

The 5-Step Method was first developed in the
1990s, following many years of international
mixed methods research in the UK, Mexico City,
Aboriginal communities in the Northern
Territory of Australia and Italy [6]. The wealth
of data thus collected provided valuable and, at
that time, innovative evidence to understand and
describe in-depth the ‘variform universal’ expe-
rience of AFMs. In other words, there is a core
experience for AFMs, best summarised with the
‘Stress—Strain-Information-Coping-Support’
(SSICS) model (Fig. 18.1) [5]. Collectively,
stress and strain describe how AFMs are affected,

189

G. Bischof et al. (eds.), Families Affected by Addiction, Sustainable Development Goals Series,

https://doi.org/10.1007/978-3-031-82583-5_18


http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-82583-5_18&domain=pdf
https://doi.org/10.1007/978-3-031-82583-5_18#DOI
http://afinetwork.info/5-step-method-resources-introduction
http://afinetwork.info/5-step-method-resources-introduction

190

L. Templeton

Information:

Knowledge enables feelings of
control

Stress:

AFMs are stressed due to the
impact of the alcohol use, other
drug use, gambling behaviour

Strain:

Physical and/or psychological
health problems

Coping:
How AFMs cope with (respond
to) the situation

Support:

Level and quality of social
support available to AFMs

Fig. 18.1 The Stress—Strain-Information-Coping-Support model

with information, coping and support acting as
mediators of their experiences, thereby being
open to influence through intervention. Within
this core experience, there can be variation and
nuance according to, for example, country; rela-
tionship; whether the situation involves alcohol,
other drugs or gambling; familial structure and
hierarchy; and cultural norms including faith
and religion [6, 7] (see also Part 2 of this vol-
ume). The SSICS model forms the building
blocks of the 5-Step Method itself, and the 5
Steps are as follows:

Step 1: Listen, reassure and explore concerns.

Step 2: Provide relevant, specific and targeted
information.

Step 3: Explore coping responses.

Step 4: Discuss support.

Step 5: Discuss and explore further needs.

In the UK, initial testing of the 5-Step
Method found that it was feasible to train pri-
mary health-care practitioners (doctors, nurses
and health visitors) to use the intervention,
with data from AFMs showing a significant
reduction in physical and psychological symp-
toms and similarly significant changes in cop-
ing responses [8]. A further randomised
controlled trial in primary care compared the
intervention as delivered by practitioners, sup-
ported by a self-help version of the handbook,
with the self-help handbook only [9]. Both

forms of the intervention led to improvements
in impact, health and coping, changes which
were maintained and/or improved at 12 months,
with no significant differences between the two
arms of the trial [9, 10]. Qualitative data from
AFMs and primary health-care practitioners
helped to further understand the opportunities
and limitations of the intervention and the
potential for delivery in primary care [11, 12].
Further small-scale research studies at this
time successfully explored the feasibility for
the intervention to be delivered in a statutory
substance use treatment service and in a group
format [13, 14].

Early research also tested the 5-Step Method
in Mexico and Italy, supported by translation of
materials and accounting for sociocultural char-
acteristics. These included alcohol and other drug
problems being viewed as private problems for
internal resolution by families rather than as
issues of public health concern and the tendency
for women to be viewed as responsible for such
problems [15, 16]. In Mexico, research with 60
indigenous female AFMs from a rural area known
for both its poverty and ancestral alcohol drink-
ing practices compared those who received the
5-Step Method with a control group who chose
not to engage with the intervention. This study
found that the former experienced a reduction in
health symptoms (symptoms increased in the
control group) and changes in coping behaviour
that were not seen in the control group [17].
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In Italy, a feasibility study in primary care and
specialist addiction services found that staff could
be trained to use the intervention with fidelity,
with similarly positive outcomes for AFMs in
impact, health and coping [18, 19]. Considering
all the early international evidence of efficacy and
effectiveness, it was concluded that [20]:
When all strands of evidence are considered
together, the 5-Step Method emerges as a very
promising approach to reduce addiction family-
related harm.... a strong platform from which to

roll-out the 5-Step Method in routine practice”
(Copello et al., 2010: 100)

Subsequent work in the UK explored whether
it was possible for a range of services (a primary
care team, a National Health Service substance
use treatment service, two non-statutory sub-
stance use treatment services and a Muslim
family-oriented service) to become more family-
focused in their response to alcohol and other
drug use, including the use of the 5-Step Method,
and outside of the rigorous requirements of
research studies [21]. Successes included
improved knowledge, confidence and attitudes
of staff in working with AFMs, as well as
improved family-focused working practices,
such as increased engagement of AFMs.
Challenges included the time needed to make the
required changes and undertaking the work in
the context of broader service pressures.
Concluding reflections from this work were
summarised as follows [21]:

Change takes times but ....a ‘cultural change’ can

take place.....[however] sustainability of change

remains an issue.... the capacity of services to take

on work with family members affected by sub-

stance misuse of close relatives varies greatly
(Orford et al., 2010: 154)

18.3 Ongoing Evidence
of Effectiveness: The Family

Member Questionnaire

The primary way in which the effectiveness of
the 5-Step Method is measured is through the
Short Questionnaire for Family Members
Affected by Addiction (SQFM-AA: commonly
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referred to as the FMQ [Family Member
Questionnaire]). Developed from the four mea-
sures that were used in many of the research stud-
ies described above, the FMQ consists of 33
items covering the core elements of the SSICS
model [22, 23]. So, there are 11 sub-scales cover-
ing Stress (e.g. ‘Has your relative upset family
occasions’), Strain (e.g. ‘“Worrying’; ‘Cannot
concentrate’), Coping (e.g. ‘Watched his/her
every move or checked up on him/her or kept a
close eye on him/her?’; ‘Got on with your own
things or acted as if he/she wasn’t there?’) and
Support (e.g. ‘I have confided in my health/social
care worker about my situation’; ‘Friends/rela-
tions have said things about my relative that I do
NOT agree with’). Additionally, 18 items (all
stress items, all strain items, emotionally engaged
coping and tolerant inactive coping) are com-
bined to calculate total family burden [23].

The FMQ is completed before and after a
5-Step Method intervention (the time frame
between timepoints can vary). Based on pre- and
post-intervention matched data from 871 AFMs
from 16 different services across 8 countries,’
statistically significant positive change occurs
across all domains measured by the FMQ
(Table 18.1, Fig. 18.2) [23]. Of particular note is
the 98% improvement in formal Helpful Support,
along with 29-38% reductions in Overall Impact,
total symptoms, engaged emotional coping and
total family burden [23].

Based on data from six of the eight countries,
there are no statistically significant between-
country differences, for example, to account for
gender or cultural norms [23]. While there are
insufficient data currently to assess the longer-
term impact of the 5-Step Method, there are indi-
cations from individual studies that the positive

*Unpublished data, presented by Professor Richard
Velleman at the 4th AFINet International Conference,
Rotterdam, June 2023. The FMQ data come from 16
organisations (covering alcohol, other drugs and gam-
bling) in 8 countries (Australia, England, Hong Kong,
Ireland, the Netherlands, New Zealand, Northern Ireland
and Scotland). However, for one country (Australia), there
is matched FMQ data from one AFM, and for another
(Hong Kong), there are matched FMQ data from eight
AFMs, so the analyses reported here are based on FMQ
returns from the other six countries.
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Table 18.1 International Family Member Questionnaire data

Before intervention After intervention t-Test (statistical
Mean (SD) Mean (SD) significance)
Impact worrying 5.52 (2.44) 3.77 (2.52) 20.508 (<0.0005)
behaviour (N = 868)
Impact active disturbance | 3.79 (2.69) 2.21(2.18) 19.003 (<0.0005)
(N=2871)
Total impact (N = 868) 9.31 (4.39) 5.98 (4.12) 23.514 (<0.0005)
Psychological symptoms 5.19 (1.51) 3.78 (1.86) 22.647 (<0.0005)
(N = 866)
Physical symptoms 3.88 (2.01) 2.65 (1.91) 18.050 (<0.0005)
(N =865)
Total symptoms (N =863) |9.07 (3.21) 6.47 (3.36) 23.332 (<0.0005)
Engaged emotional coping | 5.56 (2.48) 3.42(2.42) 24.795 (<0.0005)
(N = 866)
Engaged assertive coping | 5.44 (2.80) 4.27 (2.81) 12.108 (<0.0005)
(N =869)
Tolerant inactive coping 3.52 (2.60) 1.80 (2.09) 19.754 (<0.0005)
(N =867)
Withdrawal coping 4.37 (2.64) 5.37 (2.60) —10.918 (<0.0005)
(N =865)
Helpful informal support 6.04 (2.81) 6.30 (2.61) —2.900 (<0.002)
(N =864)
Helpful formal support 3.24 (2.95) 6.43 (3.01) —26.332 (<0.0005)
(N =1853)
Unhelpful informal 2.36 (2.47) 1.90 (2.28) 5.897 (<0.0005)
support (N = 859)
Total family burden 27.44 (9.47) 17.68 (9.40) 29.184 (<0.0005)
(N =853)

In all but three areas, a reduction in score indicates positive change; for three areas (withdrawal coping, helpful informal

support, helpful formal support), an increase in score indicates positive change
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Fig. 18.2 5-Step Method outcomes—impact, symptoms,
coping, support, and total family burden (N = 853-871)*.
*In all but three areas, a reduction in score indicates posi-
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informal support, helpful formal support), an increase in
score indicates positive change
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outcomes seen at the end of the intervention can
be sustained and/or improved in the longer term
[10, 22, 24]. Finally, while there is no stan-
dardised way to collect qualitative feedback from
AFMs, some services do collect such data
through their own research and evaluation or
service-based processes like a satisfaction ques-
tionnaire. By way of example, this AFM from
New Zealand explains how the intervention
helped them:
You are encouraged to realise that you are not
alone....It shows you three key, coping mecha-
nisms and reinforces to you that regardless of
whichever one you utilise, there is no wrong
answer because each way has its own positive and
negative aspects and you will find yourself using
different ones at varying times depending on the
need. I also found that the non-judgemental
approach, geared towards helping you to gain
insight, resilience and strength, helps you to find
confidence in yourself and to hold your head up
high during what is often a very long and at the
very least challenging journey, where the propen-
sity to give up is not unusual.....[there were] quite a
few eureka moments. ...[before] I felt shellshocked,
humiliated, afraid, confused, deflated, exhausted
and alone. Now I feel armed with a significant
amount of knowledge and information from vari-
ous perspectives and I feel so much better prepared

than I otherwise would have been for what still lies
ahead (AFM, New Zealand)

18.4 Evidence of Global
Implementation Including
Attention to Context
and Ensuring Fidelity

Four overlapping components of the interna-
tional 5-Step Method programme of work will
be summarised, namely, the reach of the inter-
vention including who uses it and with whom it
has been used, ways of using the intervention
including remote delivery and organisational and
country-wide schemes, adaptations of the origi-
nal intervention and supporting delivery and
implementation fidelity.
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18.4.1 Who Uses the 5-Step Method
and with Whom Has It Been
Used?

In 2023, the 5-Step Method is used in 11 coun-
tries: Australia, Canada, England, Hong Kong,
India, Italy, Mexico, the Netherlands, New
Zealand, Northern Ireland and the Republic of
Ireland, although there is variation in the levels of
implementation. Training is compulsory for all
those who wish to use the 5-Step Method,
although there is some flexibility in the length and
mode of training, with increasing use of online
training largely because of the Covid-19 pan-
demic. Generally, training is up to 2 days
supported by a requirement to engage in self-
guided learning using reading and video materials
that are primarily available online. Skills practice,
observed by the trainers and guided by the com-
petency framework (see below), is crucial and a
significant part of the training. However, some
countries deliver training differently, such as in
Mexico where it is part of a Master’s psychology
degree programme. Supplementary sessions can
be run for managers and supervisors to provide an
overview of the intervention and to ensure that the
various essential components of delivery (such as
data recording and supervision) are in place.

In total, approximately 2500 practitioners
have been trained globally, although it is not
known how many of these proceed to regularly
use the intervention or are still using it after a rea-
sonable period of time.? Despite the focus of the
original testing of the intervention in primary
care, those trained most commonly come from
statutory or non-statutory alcohol/drug/gambling
treatment services and specialist services for
AFMs/carers or are counsellors in a range of set-
tings. In some locations increasing numbers of
people with ‘lived experience’, who can be either

3The number is probably larger than this as data have been
more consistently collected from ~2012. The number also
includes those who have been trained to use Steps to Cope
(see later in Chapter).
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volunteers (e.g. peer mentors) or salaried work-
ers, are being trained.

Alongside the use of the FMQ (see above),
services are asked to record basic demographic
information about all AFMs with whom they
work and where possible agreements are put in
place for anonymised data to be shared with
AFINet. Data for 945 AFMs (the exact N for
each variable varies) indicate that the majority
(81%) of AFMs are female (33% mothers and
23% spouses), with an average age of 51 years
(range 16-90 years); are concerned about male
relatives (73%), with an average age of 35 years
(range 13-81 years); and have been living with
the situation for an average of 9.4 years [23].
Over one third (38%) were concerned about
another’s alcohol use, a similar proportion (38%)
were concerned about another’s drug use, with
the rest concerned about either polydrug use
(15%) or gambling (9%) behaviours. AFMs
from the UK, Ireland and the Netherlands are
predominantly White, while in New Zealand
16% of AFMs are indigenous Maori or Pasifika
(which mirrors national population data), and in
Australia 6% of AFMs are Aboriginal or Torres
Strait Islanders [23].

18.4.2 Ways of Using the 5-Step
Method

Originally, the 5-Step Method was developed as
an individual in-person intervention, but, over the
years, how the intervention is delivered has
become more varied. It continues to be used
mainly as an individual intervention between a
trained practitioner and an AFM—in-person,
over the phone or, increasingly in recent years, by
remote computer sessions—with the self-help
handbook often used to support this work. Recent
years have seen an increase in the use of the
5-Step Method with groups of AFMs.

Delivery via video-conferencing, using a
range of platforms, has significantly increased,
largely due to the Covid-19 pandemic. Guidelines

L. Templeton

to support this have been developed,* and research
has started to explore whether there are differ-
ences in outcomes for AFMs when the interven-
tion is delivered via video-conferencing. For
example, a study in the Netherlands with 145
AFMs who engaged with the 5-Step Method via
group work, half of whom attended intervention
groups via video-conferencing, reported no sig-
nificant differences in outcomes between the two
groups [24].

As part of the initial research phase of the
5-Step Method programme, Ibanga reported
encouraging results from a web-based self-help
version based on the self-help handbook [25].
This exploratory study identified a number of
challenges with online delivery, such as main-
taining the website, recruiting AFMs and ensur-
ing that digital interventions can keep up with
advances in digital technology. Unfortunately,
there has been limited work subsequently to
progress web-based versions of the 5-Step
Method. One exception is a non-statutory sub-
stance use treatment service in England, where
the 5-Step Method is now available as an online
intervention as part of a broader suite of digital
interventions and resources available to AFMs
(evaluation of this is ongoing). Also, in Mexico a
Spanish language web-based self-help version of
the intervention is being evaluated.

Generally, services commission AFINet to
deliver training. In some countries the 5-Step
Method has been introduced across a whole
organisation, to services that are part of a larger
organisation, or across a service at a national
level. Examples are Turning Point in England
(Box 18.1), Family Drug Support Aotearoa in
New Zealand (Box 18.2), Family Support
Network in the Republic of Ireland (now C&F
Training), Jellinek Foundation in the Netherlands
and primary care centres for addiction (CAPA)
across Mexico.

*See, for example, the guidelines developed by colleagues
in New Zealand on the AFINet website.
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Box 18.1 Introducing the 5-Step Method
Across Treatment Services: Jan Larkin, Head
of Psychology, Turning Point, UK

Turning Point is a publicly commissioned
health and social care charitable organisa-
tion in England providing substance use,
public health, mental health and intellec-
tual disability services. We have a strong
commitment to offer evidence-based sup-
port to those affected by others’ substance
use and have been developing our psycho-
social model in this regard since 2010,
when we began to offer the 5-Step Method
to AFMs in our substance use services.
Over the last 12 years, we have integrated
the approach by increasing our numbers of
dedicated family workers and offering spe-
cific training to family members with lived
experience to facilitate the approach as
peer mentors. Our family model currently
includes the 5-Step Method in a range of
modalities: individual and group-based,
face to face and virtual by phone or com-
puter. We have recently launched a digital
version of the 5-Step Method, developed in
conjunction with AFINet, which can be
used as a self-guided or guided resource.
Additionally, we offer less structured regu-
lar carers groups in each substance use ser-
vice for longer-term support and have
linked up with Talking Therapies in a num-
ber of areas to offer mental health interven-
tions either alongside or after our 5-Step
Method and carers support groups.
Currently, the 5-Step Method is being used
in services across eight English counties
and five London boroughs.

In response to positive clinical outcomes
as measured by the FMQ (currently before
and after data from over 100 AFMs and a
great deal of positive feedback about the
5-Step Method from affected others and
staff), we have developed an adapted a ver-
sion of the approach to support those
affected by others’ mental health problems.
Our intention is to pilot this adapted ver-
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sion in some of our mental health services
to reach those people who are currently not
being offered dedicated support in their
own right.

Box 18.2 Introducing the 5-Step Method
Across a Family Support Service: Pauline
Stewart, Executive Officer and Founder,
Family Drug Support Aotearoa New Zealand
(FDS)

FDS, a not-for-profit organisation formed
in 2018 by Dr. Stewart, has offered the
5-Step Method across rural, town and city
areas since 2020, with 95% of AFMs
receiving support via Telehealth (Zoom).
To date, FDS has trained around 35 accred-
ited practitioners, 4 accredited trainers and
4 accredited assessors (see elsewhere in
this chapter for more information on
accreditation). Training is delivered in-
person twice yearly in New Zealand, with
all those trained expected to subsequently
complete the accreditation process.
Practitioners are primarily volunteers,
although four are employed part-time to
provide the intervention via Zoom. Many
are already counsellors, psychologists,
social workers or people with considerable
experience working professionally with
families. Those selected for training are
provided with the training and accredita-
tion free, in return for volunteering with
FDS to use the 5-Step Method for at least
2 years. This team is supported by adminis-
tration, supervision and ongoing profes-
sional development.

AFMs apply for the 5-Step Method pro-
gramme online via the FDS website (www.
fds.org.nz) or via the FDS support line.
While AFMs are diverse demographically,
the majority (79%) are female with an
average age of 52 and have been an AFM
for an average of 10 years. One quarter of
AFMs are indigenous Maori or Pasifika.

(continued)


http://www.fds.org.nz
http://www.fds.org.nz
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Box 18.2 (continued)

Two thirds of those who they are concerned
about are male (66%) with an average age
of 33 and generally using alcohol (30%),
methamphetamine (24%) or cannabis
(22%). Telehealth delivery is usually on a
one-to-one basis with a practitioner,
although sometimes two AFMs, such as
couples or siblings, engage (sometimes
because they are in different areas of New
Zealand). Before and after FMQ data from
approximately 300 AFMs indicates that
92% experience reduced total family bur-
den, with improvements seen across all
areas measured by the FMQ. Clinical evi-
dence suggests that the outcomes in
reduced family burden are as good as, and
in some cases greater, for Maori/Pasifika
AFMs. Three-month follow-up data (avail-
able from about three quarters of AFMs)
show that improvements in coping and
well-being are maintained.

FDS has now introduced a Youth 5-Step
Method intervention for young people aged
1624 years (supported by the University
of Quebec), and a special version of the
5-Step Method for AFMs whose loved one
has died during the intervention. One chal-
lenge of introducing the 5-Step Method has
been balancing the number of accredited
practitioners trained to the number of
AFMs seeking help so that AFMs can
receive support within 1-2 weeks of con-
tacting FDS. The success of the 5-Step
Method across FDS has now attracted gov-
ernment funding to supplement grants and
donations, ensuring sustainability for the
organisation.

18.4.3 Adaptations to the Original
Intervention

In some countries (such as Hong Kong, India,
Italy, Mexico, New Zealand), the introduction of
the 5-Step Method has considered cultural rele-
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vance (such as for Maori or Pasifika people in
New Zealand), including language translations
(e.g. Chinese, Dutch, Italian, Indian languages,
Spanish/Portuguese) and other cultural adapta-
tions such as the use of imagery. With regard to
gambling, while a separate version of the inter-
vention was originally developed and primarily
used in England, intervention materials now inte-
grate alcohol, other drugs and gambling.
Additionally, two more extensive adaptations to
the intervention have been undertaken—one for
children and young people and another for adults
bereaved by substance use—and these are out-
lined below.

18.4.4 Steps to Cope: Supporting
Children and Young People®

Children and young people can be particularly
vulnerable to the short- and long-term harms
associated with parental substance use [4, 26]
(see also Chaps. 5 and 23 of this volume), with
Tamutiene and Stumbrys estimating that approxi-
mately 9.5 million children were affected by
parental problem drinking across 19 European
countries in 2015 [27]. Steps to Cope was first
developed in 2011 in Northern Ireland in response
to calls for evidence-based interventions to be
developed, and it aims to build resilience in this
population [26, 28]. While Steps to Cope is the
same as the adult 5-Step Method in terms of the
underlying theoretical SSICS model, the 5 Steps
and the key principles of delivery, there are a
number of ways in which it is different. These
include integrating ideas about building resil-
ience, renaming the 5 Steps, a workbook devel-
oped specifically for a young client group, using
the READ (Resilience Scale for Adolescents)
rather than the FMQ and supporting children and
young people affected by parental mental health
problems, as well as parental substance use

5The Steps to Cope programme of work operates as a part-
nership between ASCERT, the South Eastern Health
and Social Care Trust and AFINet, with the early work
also supported by Barnardos.
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(currently Steps to Cope is not used with those
affected by parental gambling) [29].

Data from one evaluation study illustrated that
over two thirds (70%) of 119 young people who
started Steps to Cope went on to complete it [30].
Furthermore, matched READ data for 80 indi-
viduals show statistically significant improve-
ments in the 5 domains of the READ (covering
individual-, family- and social/environmental-
level protective factors associated with building
resilience) and an overall increase in resilience
[30]. While promising, challenges include the
initial engagement of young people and of suffi-
ciently embedding the work within appropriate
services [29, 30]. The potential of Steps to Cope
is summed up by this 14-year-old girl of a mother
with alcohol and mental health problems [29]:

Before I started meeting with [Jane], I didn’t like

talking about any problems I had and often bottled

my issues up, this always ended up in the same
result. I would end up breaking down and often
didn’t realise why I was so upset, as [ was used to
blocking things out. I found it hard trusting people,
including friends, which had quite a negative
impact but I [saw] this as a way of protecting
myself, as I was always used to people letting me
down.....Since I've started working with [Jane]

I’ve become more open. I know that I have to learn

to trust people because not everyone is going to let

me down. I can talk about my problems more eas-

ily and this has had a very positive impact on my

life. I have also learnt to sort out my problems
because avoiding them does not help the situation.

18.4.5 Supporting Adults Bereaved
Through Substance Use

In response to increasing UK (and global) public
health concerns about the prevalence of alcohol-,
drug- and gambling-related deaths, but insuffi-
cient recognition of the support needs of those
who are thus bereaved, a small pilot study was
undertaken in an English substance treatment
service to test an adaptation of the 5-Step Method
[31]. Informed by Templeton and Velleman’s
consideration of the application of the SSICS
model to bereavement through substance use
[32], only minor revisions to the intervention
were made. These included renaming the 5 Steps,
reorienting the content of the Steps to support
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AFMs after such a death, encouraging practitio-
ners to follow 5 key messages for good practice
developed by a UK research study with adults
bereaved through substance use and not includ-
ing an outcome measure [31].

Qualitative data suggested that the 5-Step
Method can be used within a treatment service to
support bereaved adults, with its potential
summed up by this bereaved AFM [31]:

It just makes me know I can do this, I can carry on
with my life and I will..I can’t give up....[the
worker] reiterates ‘you’re doing fantastic, you're
stronger than you think’, it gives you the oomph to
think you will do this.....gives me confidence,
makes me feel positive, [my worker] makes me
feel that after this terrible tragedy that I’'m strong
enough and I can carry on.

While encouraging, there were limitations due
to the size of the study and challenges in sustain-
ing the work beyond the study. Further work is
now underway in England, with a charity that
offers specific support to AFMs (whether the per-
son they are concerned about is alive or has died),
to progress this version of the 5-Step Method.
Areas that require particular attention are how the
coping typology can be better suited to bereaved
AFMs, aligning the work with theoretical models
of understanding grief and bereavement and
identifying a suitable outcome measure.

18.4.6 Supporting Delivery
and Implementation Fidelity®

An ongoing challenge for global 5-Step Method
work is ensuring that those who are trained use
the intervention with fidelity, thereby minimising
the training dilution effect while offering oppor-
tunities for practitioner reflection and profes-
sional development including through supervision
[33]. Responding to this challenge centres on the
Competency Framework and the process of
assessing competence.

®More details on the Competency Framework
and the accreditation certification process can be accessed
by AFINet members via the website and the 5-Step
Method Resource Hub.
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Table 18.2 Sample competencies from the 5-Step Method Competency Framework

Step 1 (1.1)

Beginning of session—warm welcome, set a clear and structured agenda for the session,

communicate this to the AFM and ensure that this agenda is followed throughout the session.
Introduce the 5-Step Method and relate it to the Stress—Strain-Information-Coping-Support model,
confidentiality, the purpose of Step 1, and complete the FMQ (if not already completed)

Step 1 (1.3)
the FMQ to guide the session
Step 2 (2.3)

Identify relevant stresses and how the AFM has been affected. As necessary, utilise the results of

Identify/check areas where the AFM needs more general information (about anything not directly

addiction related, e.g. anxiety, sleeping and other health issues, housing, debt management,
benefits, educational courses), present targeted and relevant information to the AFM and discuss
this with the AFM. As necessary, utilise the results of the FMQ to guide the session

Step 3 (3.4)
Step 4 (4.5)
using relative
Step 5 (5.3)
Core
counselling
competency

The Competency Framework details 35 com-
petencies, covering 5 core counselling competen-
cies and 6 competencies for each of the 5 Steps
(see Table 18.2 for sample competencies).
Attention is given to key components of delivery
such as how to start and end intervention ses-
sions, structuring sessions and time management
and ongoing discussion and monitoring of client
risk and safety. The Competency Framework is
integrated within the handbook, is central to all
training courses and is supported by online
resources including good practice guidance,
demonstration videos and expert panel discus-
sion videos (there is also a Competency
Framework, and a range of delivery resources, to
support Steps to Cope and the bereavement ver-
sion of the intervention). It is recommended that
the Competency Framework is integrated within
supervision practices, and additional resources
have been developed to support supervision.

To further support and maximise fidelity, an
assessment of competence process has been
developed. Using the Competency Framework,
supported ideally by the submission of audio
recordings (or transcriptions of sessions), an
experienced assessor asks a practitioner to reflect
on their delivery of the intervention against the
competencies, before offering detailed feedback
and an action plan for improvement [33]. While
there are challenges with this process, particularly
the time requirements for practitioners and asses-

Facilitate the AFM to see that there is no right or wrong way of coping
Discuss how AFMs can support each other and agree on approaches when communicating with the

Discuss the AFMs’ need for further help and how this can be actioned
Careful listening and summarising, the giving of minimal encouragers, the asking of appropriate
open and closed questions and probing, reflecting both the verbal and emotional content

sors and the need to record or prepare transcripts
of sessions, there are over 120 practitioners glob-
ally (mainly from Ireland and New Zealand) who
have completed this process for the adult 5-Step
Method. A need to develop less time-intensive
versions of this process has been identified.

18.5 Discussion

When I heard about the [5-Step Method] I could
have cried with relief. At that point, my brother had
been using drugs recreationally for more than 25
years. For all that time I hadn’t known where to go
for help....I highly recommend this programme for
anyone who loves someone struggling with alco-
hol or other drugs....It represents a very therapeu-
tic, realistic,c, harm reducing, health and
non-judgemental approach to an extremely serious
and heart wrenching issue that affects people
across all so-called borders regardless of age, race,
health, socioeconomic position, job, location....
[it] should be made available to all who need it
(AFM, New Zealand).

Taken together, the research-based and the
practice-based evidence from a longstanding
international programme of work clearly demon-
strate increasing global use of the 5-Step Method
and significant positive outcomes for AFMs. The
high completion rates (for the 5-Step Method and
Steps to Cope), reported anecdotally and by a
number of studies [24, 30], coupled with encour-
aging quantitative findings, indicate numerous
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benefits associated with a brief, structured inter-
ventions for AFMs (who may be adult or young
people) who have usually been living for many
years with their situation.

The intervention is successfully used in a
range of countries and settings, including some
low- and middle-income countries, and with
indigenous populations, children and young peo-
ple and bereaved adults. However, an urgent pri-
ority is extending the cultural reach of the
intervention, particularly in low- and middle-
income countries, including further understand-
ing the optimum mode[s] of delivery in any
country or cultural setting. This work can be
informed by literature on the cultural adaptation
of interventions usually developed in high-
income countries, enhanced understanding of the
experiences of AFMs from indigenous popula-
tions and low- and middle-income countries and
a more nuanced understanding of how the SSICS
model may vary for different cohorts of AFMs
such as how different coping styles moderate
stress, strain and family burden [34-37]. Further
work could also explore the potential for the
intervention to be applicable to members of wider
social and community networks who can also be
harmed by the alcohol or drug use, or gambling
behaviours, of others [38, 39]. Finally, there is a
need to build on the limited work that has been
undertaken thus far to develop web-based ver-
sions of the 5-Step Method and Steps to Cope,
including how such support could be offered in
countries where the capacity for accessing such
support may be more limited.

Future work must also increase the use of the
FMQ or READ in all settings where either inter-
vention is used, so that the evidence base can
continue to grow. In some settings completion of
the questionnaires is seen as additional burden-
some paperwork, thereby affecting its use and
subsequent sharing of data with AFINet. To help
overcome this barrier, there needs to be greater
emphasis on the differing functions of the FMQ
as a therapeutic tool that is relevant throughout an
intervention, a useful tool for research and evalu-
ation and, in some countries (such as the UK and
Ireland), a necessary tool to support the commis-
sioning of services. In New Zealand FMQ find-
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ings have helped to secure government funding
for the national Family Drug Support service.
Further research involving the various outcome
measures could also be conducted to include, for
example, longer-term follow-ups, undertaking
larger-scale research trials of effectiveness
including comparison with other family-focused
interventions and comparing different modes of
delivery, building on some of the 5-Step Method
research reported above.

One aspect of the 5-Step Method/Steps to
Cope programme where there has been limited
work is understanding the potential cost savings
of such an intervention. One cost-effectiveness
analysis in Mexico, conducted with indigenous
women affected by another’s alcohol use,
reported that the 5-Step Method was more cost-
effective when compared to the provision of
pharmacological treatment, both in terms of the
cost of treatment in primary mental health care
and the reduction of symptoms of depression
[40]. Advancing this aspect of the work is impor-
tant in light of the evidence that there is a high
engagement rate of both interventions and posi-
tive outcomes such as lowering physical and psy-
chological symptoms, both of which could be
associated with a potential reduction of pressure
placed on health, social care and other commu-
nity services. This thread of work can be contex-
tualised by research that has estimated the
economic impact that AFMs can place on health-
care services and wider society, both negatively
through days lost due to work-related absence
and positively because of the ‘invisible’ care that
they provide [41].

Having a structured model that can be imple-
mented with some flexibility is a key strength to
the 5-Step Method and Steps to Cope. Yet, there
are real challenges, locally and nationally, with
introducing and sustaining the intervention in
almost any location globally. The key driver to
change here is international and national policy
(see also Chap. 13 of this volume). Generally, the
attention given to AFMs in policy is to be found
seriously wanting, although there are encourag-
ing signs of change with a small number of coun-
tries, such as Ireland, Scotland, Quebec in
Canada, and New Zealand specifying the need to
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better support AFMs in their own right in key
policy documents [42—45]. In Ireland, this com-
mitment is supported by the addition of data
fields about AFMs to the national treatment mon-
itoring system; currently, this is the only European
country to collect such data, although it remains
voluntary [46]. However, attention is urgently
needed to ensure that these policy aspirations are
followed through, with the provision of an ade-
quate level of services and interventions to
AFMs. Success is more likely if there is commit-
ment to supporting AFMs by all levels of a ser-
vice or organisation, if AFMs are given equal
status to those who are using alcohol or drugs or
gambling in treatment services and if there is rec-
ognition of the time needed for support to AFMs
to be implemented in a way that is sustainable in
the long term.

In 2010, reflections on the 5-Step Method pro-
gramme of work identified a number of ‘future
directions’ [47], namely, ongoing intervention
development including evidence of effectiveness
and implementation; enhanced theoretical under-
standing of the SSICS model, testing suitability
for particular groups of AFMs and accounting for
the increasingly flexible ways in which ‘family’
is defined around the world; exploring different
ways of delivery including digital options;
expanding the research evidence to include larger
samples and longer-term follow-ups; and cost—
benefit work. This chapter has shown that prog-
ress has been made with all of these future
directions, extensive in some cases, limited in
others. There is encouraging international evi-
dence that the 5-Step Method is an appropriate,
flexible and culturally adaptable response to a
global public health issue, with the potential to
offer tangible hope for millions of AFMs. Yet,
policy voids are greatly limiting what such work
can achieve. There is an urgent need for elevated
global policy recognition of the plight of AFMs
and the need to adequately support them in their
own right. This needs to be fully supported by
national and local practice frameworks, and
accompanied by sufficient resourcing, to intro-
duce and embed evidence-based interventions
such as the 5-Step Method and Steps to Cope, as
well as a variety of other ways of supporting

L. Templeton

AFMs, routinely and sustainably, in a range of
health- and social-care settings.
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Rikke Hellum, Anders Hammarberg,
and Anette Sggaard Nielsen

Community Reinforcement Approach and
Family Training (CRAFT) is aimed at offering
addiction-affected family members (AFMs) both
support and strategies to increase the likelihood
that the person with addictive behaviors, such as
alcohol, drugs, or gambling, reduces alcohol con-
sumption, drug use, or gambling and/or seeks
treatment. The treatment traditions that CRAFT
is making use of originate from Motivational
Interviewing (MI) and Cognitive Behavioral
Therapy (CBT), both of which are central inter-
ventions in the treatment of patients suffering
from addictive behaviors.

It is a central assumption in CRAFT that
behavior is learned through the experience of
rewards that result from the behavior [1], either
when something that is regarded as valuable
increases, for example, feelings of happiness fol-
lowing exercise (positive reinforcement), or
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when something regarded as negative decreases,
for example, feelings of stress when listening to
music (negative reinforcement). Positive rein-
forcement is therefore considered an effective
method for stimulating one form of behavior over
another [2], assuming that the individual will be
more inclined to repeat a behavior that leads to a
reward and less likely to engage in a behavior that
leads to difficulties or the loss of a reward. This
way of understanding behavior and behavior
change is supposed to help the AFM regain con-
trol in situations that might otherwise be experi-
enced as being completely at the mercy of another
person’s drinking or drug use.

The CRAFT intervention itself is structured,
but it is also flexible and should be adjusted to the
needs of the AFM. A CRAFT intervention will
typically consist of an initial, ‘diagnostic’ session
with the AFM and several subsequent sessions.
During the first conversation with the AFM, it is
important to get a sense of what is at stake for the
AFM. For many AFMs, meeting with the therapist
is the first time they share their experience of being
an AFM. During the first conversation, the thera-
pist should examine at least the following: How is
the quality of the relationship? Does violent
behavior occur in the relationship? How and in
what situations does the identified patient (IP)
drink, use, or gamble for the time being? What is
facilitating the substance use? Are there any appro-
priate (non-addictive) behavior now? If there is,
how are those behaviors supported? How do the
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Table 19.1 Themes in CRAFT
Building up hope
Prevention of violence
Quality of life

social support
Functional analysis

Encourage hope in the AFM

R.Hellum et al.

Assessing the risk of violence and securing strategies to prevent it
Developing strategies to improve the AFMs’ quality of life, in particular installing

Functional analysis is a tool for analyzing behavior and how it is facilitated by context,

expectations, and feelings. It is a structured way of identifying aspects that might be an

option for change
Communication training
Reinforcement of positive

behavior involve alcohol or drug use

Allowing natural

consequences to happen
strategies, if wished for

Introducing treatment

AFM and the IP communicate? Has the substance
use been discussed? How did the IP react during
discussions? Is there a risk of violence? Most
importantly, how burdened does the AFM feel?
During the following sessions, a series of
themes will be introduced (Table 19.1), and in
connection with them, the tools will be used and
trained [1]. The central themes in a CRAFT inter-
vention are building the AFM’s hope for change,
strengthening the mental health and quality of
life of the AFM, gaining insight into what drives
behavior, preventing violent behavior, making
use of the positive reinforcement strategy and
allowing natural negative consequences to occur,
and helping to initiate treatment for the IP.
Prevention of violence and abuse implies an
ongoing constant focus on the risk of violence
throughout the CRAFT intervention and, if rele-
vant, developing a plan together with the AFM on
how to deal with and avoid a potentially violent
situation. Should a critical situation arise in the
interaction between the IP and the AFM despite
attempts to predict and prevent it, the AFM
should be prepared. The therapist should there-
fore develop an emergency plan together with the
AFM. An emergency plan involves, for example,
packing the most necessary things so that the
AFM can go away for a few days: some clothes,
toiletries, any papers, money or credit cards, etc.
The next theme in CRAFT is ensuring the
AFM'’s quality of life, regardless of what the IP
does or does not do. First step is assessing the

Aimed at installing the ability to perform positive and clear communication
Development of strategies to reinforce positive behaviors of the IP that does not

Identification of AFM’s behavior that unintentionally facilitates IP’s alcohol or drug
use by removing the natural consequences of it and the development of alternative

Insight in the treatment possibilities and assessing when and how to introduce the
option of treatment to the IP

areas of the AFM’s life where improvement may
be needed, and the therapist and the AFM together
can consider which areas of the AFM’s life that
need improvement and brainstorm on possibili-
ties and strategies to accomplish a change. When
the AFM has chosen which areas need to be
improved and the strategies for how this can be
achieved, the therapist can anchor the decision by
writing up the specific plan together with the
AFM, including formulating goals and
sub-goals.

Another central theme in CRAFT is the func-
tional analysis, which is used to help the AFM to
rationally analyze situations with drinking, use,
or gambling, so that the AFM can better influence
them. The functional analysis is considered as a
tool for the AFM to analyze alternatives to simply
reacting spontaneously and emotionally, and
instead reacting carefully and constructively, so
that the AFM gains more control over the situa-
tion. Functional analysis is introduced to the
AFM by explaining how behaviors always have a
purpose or a function, although not always a
well-functioning or an appropriate one. A func-
tional analysis is an attempt to take a step back
and examine from a distance what leads to a spe-
cific behavior or action; what the behavior or
action is supposed to ensure; and what conse-
quences it has in the short and long term [3]. The
functional analysis is thus an attempt to under-
standing what drives behavior related to situa-
tions with the addictive behavior. The functional
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analysis may also be used to try to understand
what drives positive, sober, and non-using
behavior or what drives violent behavior. The
therapist trains the AFM in analyzing a typical,
but specific, situation—a specific day, at a spe-
cific time.

Since communication in families or in rela-
tionships with persons with addictive behavior is
often strained, communication training is a cen-
tral and well-liked theme in CRAFT. This theme
is aimed at training AFM in positive, direct,
assertive, and clear communication in general
and with the IP. The theme involves a lot of spe-
cific training. Small role-plays are used, allowing
the therapist and AFM to train communication in
specific situations until the AFM feels comfort-
able and able to use the strategies in real life.

Making use of positive reinforcement for
sober or non-using behavior, allowing natural
negative consequences of the addictive behavior
to occur, and training on how to implement these
strategies in daily life are some of the key mark-
ers of CRAFT. It might be where CRAFT differs
the most from other kinds of interventions for
AFMs. These themes imply paying attention to
aspects of the AFM’s own behavior that may be
effective in motivating the IP to change his or her
behavior. Positive reinforcement is focused on
making the sober or non-using life attractive for
the IP—and hopefully also for the AFM. For
most AFMs, this theme leads to new insights,
involving taking the perspective of the IP into
account and in a positive way. An example can be
the AFM arranging an activity for both him- or
herself and the IP, an activity that the IP finds
attractive and that will take place only if the IP is
sober, or giving active, positive feedback when
the IP shows sober and wished-for behavior.

When the AFM has understood the rationale
behind the positive reinforcement of behavior,
the AFM can develop a list of sober and wished-
for behaviors or activities that may be reinforced.
The list of rewards can include anything that the
AFM considers the IP will perceive as positive,
i.e., a list of things or activities that give the IP so
much pleasure that it may motivate the IP to
change their behavior. Obviously, it is also impor-
tant to create a clear link between the wished-for
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behavior and the rewards. Allowing natural nega-
tive consequences of the addicted behavior to
occur without mitigating them or removing them
often implies a new way of thinking for most
AFMs. Natural negative consequences can be,
for example, covering for the IP if the IP is drunk
or cleaning up if the IP has messed up. It may
sound simple, but for many AFMs it can be trans-
gressive and difficult. Whether or not the AFM
wishes to allow natural negative consequences to
occur is thus—Iike all the other themes in
CRAFT—solely to be decided by the AFM. In
fact, it is perhaps the most central aspect of
CRAFT not to put pressure on the AFM, but to
entirely focus on what is most helpful for the
AFM and what he or she wishes support for. If
willing, the AFM can develop a list of natural
consequences of the addiction that the AFM
might decide to allow to happen without mitigat-
ing them.

The last theme in CRAFT is how to help the
IP with treatment-seeking, including informing
the AFM about the treatment options for the IP
and how to access them. The aim of this theme is
to ensure that the AFM has the ability to advise
the IP as best as possible. It includes, for exam-
ple, very basic information about the address of
the treatment institution, when it is open, and
what will happen when the IP shows up. In the
United States, CRAFT may include direct access
for the IP to treatment, if the AFM has signed up
for a CRAFT intervention. In most European
countries, however, access to treatment is easy
and without costs for the IP, which is important
information. The theme also includes practical
information, insight in what treatment involves,
the risk of relapse, and how the AFM can support
treatment-seeking. Also of importance, the theme
involves exploring how to choose the right
moment for introducing treatment-seeking to the
IP, for example, not introducing it when the IP is
under the influence of alcohol or other substances
or when agitated.

Throughout the themes, a series of tools are
introduced, in particular brainstorming tech-
niques, problem-solving strategies, and the use of
role-plays between the AFM and therapist, in
order to try out how to handle specific situations.
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It is also recommended that the AFM write a
diary as a means to seek relief and document
change and progress.

19.1 Evidence on CRAFT

The efficacy of CRAFT has primarily been inves-
tigated with AFMs of people suffering from alco-
hol use disorder (AUD), substance use disorder
(SUD), and gambling. Most studies of CRAFT
have been performed in the United States [4—13],
but there have also been studies on CRAFT con-
ducted in Denmark [14], Germany [15], Sweden
[16, 17], Spain [18], and Canada [19-21].

The main goal of CRAFT is to motivate the IP
to seek treatment, and thus, treatment-seeking of
the IP has been the primary outcome measure in
most studies. Most studies have included AFMs
of IPs suffering from AUD [4, 5, 13—17]. Slightly
fewer have included AFMs of IPs with SUD [6,
8, 10, 11, 18], two of them including AFMs to
adolescents [11, 18]. A few studies have included
AFMs of IPs where both AUD and/or SUD were
allowed [7, 9, 12] or on AFMs to IP with gam-
bling problems [19-21]. CRAFT has been dem-
onstrated to be twice as effective in engaging IPs
with AUD/SUD in treatment, compared to other
comparison groups, e.g., the Johnson Method or
Al-/Nar-Anon, or a control group without an
active intervention [22]. The treatment entry rates
for IP with AUD/SUD were between 40 and 86%,
and the treatment entry rates for IPs with prob-
lematic gambling were 12.5-23% [19-22].

Various formats of CRAFT have also been
studied. The individual format of CRAFT has
been reported to lead to treatment entry rates for
IPs with AUD between 39-64% [14, 22] and
59-74% for IPs with SUD [6, 8, 10, 11], 55-63%
for IPs with AUD and/or SUD [7, 12], and 12.5%
with IPs with gambling problems [21]. The format
reported to lead to the highest treatment engage-
ment rates is the individual format combined with
group sessions, with IP engagement rates ranging
from 77 to 86% [4, 6]. It should though be noted
that in these studies, both the AFM and the IP
could book treatment appointments directly, which
may have affected the outcome.

R.Hellum et al.

Group format is considered a cost-effective
way of providing CRAFT and may be just as
effective as individual CRAFT [9, 14]. Within
6 months, CRAFT offered in a closed-group for-
mat has been reported to lead to an IP treatment
entry rate of 60% [9], whereas CRAFT offered in
an open-group format has a treatment entry rate
of 49% [14].

CRAFT delivered in a self-help format may be
particularly cost-effective and flexible. Self-help
materials offered to AFMs of IPs with AUD and/
or SUD have shown treatment entry rates of
32-40% after 6 months, a rate not significantly
lower than the individual format or group format
[9, 14]. Self-delivered formats aimed at AFMs of
IPs with gambling problems showed treatment
entry rates ranging between 13 and 23% at
3—6 months follow-up [19-21].

CRAFT in an internet-based format, offered
to AFMs of IPs with AUD, showed a treatment
entry rate of 21.3%, which is not significantly
different from a waitlist control condition [16].

Originally, a CRAFT intervention consisted of
12 sessions, but the efficacy of shorter versions of
CRAFT has since been investigated. For exam-
ple, one study tested a version of CRAFT called
TEnT, which focused on treatment entry and
communication training only, in four to six ses-
sions. There was no difference in treatment
engagement for the AFMs who received full
CRAFT (12-14 sessions) and the ones receiving
TEnT [7]. In another study, the number of ses-
sions offered in either individual or group format
was reduced to six sessions involving all themes
of CRAFT and showed a treatment rate of 49%
after 6 months [14].

19.1.1 Improvement/Influence
of the Well-Being of the AFM

Besides treatment entry, some studies have con-
sidered other aims of CRAFT, such as the AFM’s
quality of life and mental health. Two studies of
AFMs of IPs with AUD who received CRAFT in
an individual format, one of which was internet-
based, found a significant increase in mental
health and relationship happiness at the 3-month
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follow-up, compared to AFMs randomized to a
waitlist condition [15, 16]. In most studies, the
quality of life and functioning of the AFMs
improved over time when receiving an interven-
tion, but no differences were found between types
of interventions, neither between different for-
mats of CRAFT [8, 11, 14] nor between CRAFT
and other types of interventions [5, 6]. In a study
of parents of adolescent drug users, the parents
receiving the CRAFT intervention experienced a
significant reduction in negative symptoms,
including self-esteem, depression, and anger
state, and a decrease in negative moods [18].

Even though several studies have showed
improvement in health and quality of life follow-
ing a CRAFT intervention, some studies have
been negative in this respect. A study of AFMs of
people with AUD and/or SUD showed that
AFMs’ symptoms of depression, efficacy, physi-
cal symptoms, anger, and anxiety did not decrease
significantly from the baseline to the 3- or
6-month follow-up. In this study, AFM reports of
family cohesion and family conflict significantly
improved from the baseline to the 3- and 6-month
follow-up. However, no between-group differ-
ences on any of the measures of AFM or family
functioning, with the exception of AFM efficacy,
were found [9].

Another study with AFMs of people with
alcohol and/or drug problems AFM mood and
functioning showed no significant between group
or interaction effects. However, depression, anxi-
ety, and anger expression decreased over time,
indicating improvement in all three groups [7].

In the three studies with AFMs of people with
gambling problems, the AFMs’ personal func-
tioning and relationship functioning were
assessed. The participants displayed significant
improvement overall, but there were no differ-
ences between the CRAFT group and the control
group at the 3-month follow-up [19-21].

19.2 Qualitative Studies

So far, only a few qualitative studies of CRAFT
have been performed [23, 24]. The main focus of
these studies has been to investigate experiences
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of CRAFT among participants and therapists, for
example, regarding what elements in CRAFT
were more or less useful and easy to learn and in
what way CRAFT may be improved. Based on
interviews with AFMs, it has been found that
some of the CRAFT themes seem more relevant
to AFMs and are easier to learn than others.
“Quality of life,” “communication training,” and
“positive reinforcement” were themes that the
AFMs found useful and relatively easy to imple-
ment. “Functional analysis” was described as
creating an overview useful for applying other
CRAFT strategies [23]. The AFMs also described
that the knowledge gained from CRAFT made it
easier for them to distance themselves from the
IP when necessary. When the AFMs learned to
separate themselves more from the IP and priori-
tized their own interests, they experienced
improvement in quality of life [23].

Even when AFMs could not motivate their IP
to treatment, they considered that their quality of
life and their relationship with the IP had
improved after participating in CRAFT. Even the
ones who had decided to leave the IP, either
immediately before, during, or after the CRAFT
intervention, found that their relationship with
the IP had improved and that their satisfaction
with their life had increased after participating in
CRAFT [23].

In a Danish study of CRAFT, a self-help book
[25] was part of all three interventions (individ-
ual, group, and self-help) and the only source of
information and help for the AFMs in the self-
help group. AFMs from all three groups were
pleased with the self-help book. Some AFMs
found it helpful to read the material before each
session, and other AFMs liked to use the material
to brush up on the themes after the sessions [23].

The therapists reported that it was easy to
adapt to CRAFT, in particular when the therapist
was already trained in MI and CBT. Some thera-
pists even felt that their role as therapists changed
after they began working with CRAFT into a
more professional role. Before they were trained
in CRAFT, they felt they were more on their own
and primarily offered support to the AFMs.
CRAFT seemed to give the therapists action com-
petences [24]. The therapists considered the self-
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help book helpful and possibly even an essential
supplement during the intervention. However, the
therapists also considered that most AFMs needed
more help than a book could give [24].

19.3 Critical Discussion
on the Method and Evidence

While there is a consensus among many that
CRAFT is beneficial for many AFMs, and by
extension also for IPs, several issues have been
raised regarding the scientific evidence of the
method, as well as regarding the content and
administration of CRAFT.

The most commonly raised issue concerns the
remarkably large variability in treatment engage-
ment for IPs, which in most studies has been the
primary outcome measure [22]. Variability in the
effects of interventions is, of course, not some-
thing reserved for the CRAFT method and may
occur due to many reasons, such as the therapist’s
compliance with the manual, characteristics of
participants, and the context in which the treat-
ment is provided. However, treatment engage-
ment rates vary between 13% and above 80%
across CRAFT studies, naturally raising ques-
tions about how to better understand in depth the
reasons behind this variation.

First, it must be stressed that the scientific
quality of many of the studies forming the basis
of evidence for CRAFT has been deemed low.
For example, in a recent systematic review,
Archer et al. [22] concluded that only 2 of the 14
included RCTs reached even a moderate level of
quality, while the remaining 12 studies received a
low rating, according to the Assessment Tool for
Quantitative Studies (EPHPP) [26]. Several stud-
ies were identified as having a risk of bias in
important domains such as participant selection,
blinding, and data collection method. These defi-
ciencies, of course, create a challenge regarding
the trustworthiness of the results obtained in the
field. It is important that future studies on CRAFT
are conducted to ensure good scientific quality
and transparency in procedures, for example,
through pre-registered study protocols and study
data accessible on demand by other researchers.
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Several aspects that overall pertain to the con-
textual factors in which CRAFT is delivered
have been pointed out as contributing to the large
variability in treatment engagement rates.
Contextual factors are probably also a contribut-
ing factor to the large differences between stud-
ies conducted within versus outside the United
States. Many American studies are conducted
within an “integrated” treatment approach.
These designs imply that it is common that either
the AFM or the IP can contact a pre-specified
treatment center, often the same center in which
the CRAFT is delivered to the AFMs [5, 6]. It is
not reported in the studies how large the percent-
age is of either the AFMs or IPs among those
who contact the center for an appointment
intended for the IP. The integrated treatment
approach further in some cases implies that the
IP is offered treatment as part of the study, some-
times together with the AFM. It is difficult to
regard both of these components of an integrated
treatment approach as components of CRAFT,
since the same conditions apply also for the con-
trol conditions in these studies. Together, there
are indications that the integrated design inflates
treatment engagement rates also in the control
condition. To illustrate, in Meyers 2002, the con-
trol condition (Al-Nar), was chosen with the pur-
pose of not including components that actively
promoted treatment engagement among IPs.
However, the treatment engagement rate for par-
ticipants in AI-NAR was 29% in the study, which
is a figure not particularly lower than the engage-
ment rates of CRAFT interventions in studies
conducted without the possibility of a pre-
arranged treatment engagement procedure [14,
15, 17]. An even higher proportion of treatment
engagement was found in a more recent study
[7], where 37% of the control group (Al-Anon)
entered treatment.

Other important differences are more general
aspects of treatment organization and availability
[15]. In Europe, treatment for substance use
disorder (SUD) is most often free of charge. This
is more seldom the case in the United States. This
may create a bias in which the relative benefits of
taking part in a research study or receiving treat-
ment free of charge within the context of a study
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inflate engagement rates compared to a European
context.

Further, actual or perceived availability of
treatment varies between countries and regions.
This has been suggested as a contributing reason
for low treatment-seeking rates in several studies
on CRAFT for AFMs of people with gambling
disorders [19]. If treatment options are scarce, as
has been proposed to be the case for gambling
disorder [27], and if treatment may not even be
seen as an option even if available, treatment
engagement rates may not be expected to be high,
even if CRAFT is delivered according to
protocol.

Furthermore, in some CRAFT studies, partici-
pants have been recruited nationwide [16]. For
natural reasons, in these studies it has not been
possible to refer participants to specific clinics;
instead, participants have been supported
in locating treatment options for the IP in their
home area. This results in different participants
having very different conditions to find good
alternatives to treatment for their IPs, even if the
IP would be inclined to seek treatment. The
strength of studies conducted without connection
to a specific addiction treatment clinic is a high
level of ecological validity, perhaps providing an
indication of the effect of CRAFT alone without
the possibility of referring to a certain treatment
clinic or integrated treatment.

There is also a lack of studies on treatment
components that contributes to the efficacy of
CRAFT. In one study [7], a shortened version of
CRAFT, including primarily components related
to facilitating treatment-seeking, was compared
to standard CRAFT and Al-Anon. No difference
was found between standard CRAFT and the
shortened version, indicating that if treatment-
seeking for the IP is the goal of treatment, a spe-
cific focus on this aspect may suffice. Another
related aspect is the number of sessions provided
to the AFM, which has varied between studies,
ranging from 4 to 14. The conclusion in the sys-
tematic review conducted by Archer et al. was
that the number of sessions offered was not
related to the rates of treatment entry [22]. To
summarize, in-depth studies on which compo-
nents contribute—and which components per-

209

haps do not contribute—to treatment outcomes
are lacking, and more research is warranted to
elucidate this question.

There is a lack of knowledge regarding what
characterizes AFMs that are successful in engag-
ing the IP in treatment. Few studies have related
treatment engagement to either AFM or IP char-
acteristics and pertain at best to secondary analy-
ses in clinical trials. It is safe to propose that
individuals affected with SUD, as well as their
family members, vary considerably. For example,
AFMs may have different reasons for seeking
help, and treatment engagement for the IP may
not be the most important goal of treatment for
all. Other factors such as previous treatment-
seeking for IPs, psychiatric comorbidity, age,
SUD severity, and stage of change of use may
contribute to the inclination to seek treatment.

Lastly, when assessing the studies on CRAFT
performed so far, it becomes clear that a few
researchers have participated in relatively many
studies. Furthermore, some of the researchers are
also paid trainers in the method, but conflict of
interest is not declared in the papers. Not declar-
ing conflicts of interest despite the researcher
having an income stemming from disseminating
a particular intervention is not special to CRAFT,
but is a usual practice in studies of other psycho-
social interventions. Nevertheless, such a poten-
tial conflict of interest is concerning, and the
practice should be changed.

19.4 Conclusion

To conclude, we propose that future comparisons
between studies regarding the efficacy of CRAFT
need to take contextual aspects into account. We
claim that it is almost like comparing apples and
pears to compare studies with very different con-
ditions built into the study design. We do not
claim that one design is necessarily better than
another, but rather that one should expect
different outcomes of CRAFT, depending on dif-
ferent circumstances, and that taking these condi-
tions into account can fruitfully increase
knowledge about how to provide the best support
to AFMs.
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Abhijit Nadkarni

20.1 Introduction

Addiction is a multifaceted disorder character-
ised by the intricate interplay of neurobiological,
psychological, and social elements, leading to the
development of persistent maladaptive behav-
iours that become increasingly resistant to change
over time. These behaviours encompass the stim-
ulation of brain systems associated with adaptive
motivation, learning, executive control, rein-
forcement, maladaptive cognitive processing,
deficits in self-regulatory capacities, and social
influences from family, friends, and extended
social networks, all operating within a broader
sociocultural context [1]. The convergence of
these factors initiates processes that, once acti-
vated, become self-sustaining.

This chapter directs its focus towards inter-
ventions involving the family as a crucial social
factor intersecting with addiction. For the pur-
poses of this chapter, the family is defined as a
group of individuals sharing affection and
responsibilities. As explained in Chap. 3, addic-
tion can be viewed as a manifestation of dysfunc-
tional relationships and interactions within the
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family. In such scenarios, the family, with its
intricate network of relationships and behav-
ioural interactions, emerges as the most suitable
unit for intervention. This approach necessitates
an exploration of the nuanced, overt, and com-
plex dynamics of family interactions, shifting
attention from merely medical symptoms and
individual psychodynamics.

Addiction is not an isolated phenomenon but
exists within interactive and dynamic systems,
such as the family. On one hand, the family’s
efforts to adapt to and accommodate the individ-
ual’s addiction may perpetuate the problem,
while on the other hand, the family can play a
pivotal role in promoting recovery. The broader
family context is associated with various adverse
outcomes, including impaired relationship func-
tioning, frequent intimate partner violence, and
marital dissolution [2—4]. Children with one or
both parents experiencing addiction face an ele-
vated risk of many adverse outcomes, including
engaging in substance use themselves and associ-
ating with deviant peers due to inadequate paren-
tal monitoring ([5, 6], Chap. 5 of this volume).

It is precisely due to these reasons that family
therapy situates the individual’s addiction within
the wider context of the family. This therapeutic
approach delves into communication patterns
within the family, fosters an understanding of
family dynamics, and explores their intersection
with the family member’s addiction. The objec-
tive is to facilitate collaborative problem-solving,
mediate conflicts, encourage open communication,
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validate difficult emotions in a safe setting, and
empower family members through a deeper
understanding of substance use and each other
[7]. The theories and concepts of family therapy
gained prominence in the 1950s, with the appli-
cation of research findings to addiction treatment
gaining traction from the late 1970s [8].

20.2 Family Therapy: Underlying
Theories

As described in the following section, there are a
variety of effective interventions that engage
family members in the treatment of addiction.
Underlying these interventions are a range of
theories that define the different ways of model-
ling or approaching the relationship between
addiction and family. The following section sum-
marises the key underlying assumptions of some
of the most prominent theories.

20.2.1 Family Systems Theory (FST)

The fundamental principle of family systems
theory (FST) is grounded in the idea that each
individual is an integral part of a larger whole:
the family. The interactions among the individual
components (family members) within this holis-
tic system profoundly influence the life of each
individual. Consequently, any alteration in one
aspect of the system triggers a cascading effect,
leading to changes throughout the entire system
[9]. Bowen’s family systems theory describes the
following fundamental principles: (1) undifferen-
tiated fusion of the emotions of the parents leads
to marital conflict, polarisation and alienation in
the spousal relationship, and psychological
impairment in the child; (2) coping strategies,
themes, and roles pass from generation to genera-
tion; (3) parents transfer their anxiety levels and
their levels of emotional differentiation to their
children, who are then identified as the source of
the family’s dysfunction; (4) sibling birth order
makes a significant contribution to personality
characteristics; and (5) family members may
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withdraw emotionally from the family to regulate
unresolved attachment [10].

20.2.2 Structural Family Theory (SFT)

According to SFT, difficulties within the family
system result from an imbalance within the struc-
ture of the family, dysfunctional relationships,
inappropriate boundaries, and negative commu-
nications between parents and children.
According to this theory, the three types of fami-
lies are as follows:

(a) Disengaged family, which is characterised
by rigid boundaries and limits; poor commu-
nication, cohesion, and relations between the
family members; and the lack of support
between them.
Enmeshed family, which is characterised by
poor boundaries and limits between parents
and children, resulting in children being very
dependent on their parents and having diffi-
culties in developing their own identity and
self-image.

(c) Adaptive family, which lies between the first
two types and is characterised by clear
boundaries, limits, communication, and rela-
tions within the family system. Adaptive
families allow children to develop their self-
worth and self-image, help them cope with
close relationships in their adult years, and
have a good ability to deal with the various
problems in the lives of individuals and in
the family system [11, 12].

(b)

20.2.3 Family Disease Model

The core tenet of the family disease model is
grounded in the perspective that a substance use
disorder is not solely a manifestation of the
behaviours and thought patterns of the individ-
ual with addiction; rather, it is intricately linked
to the dynamics of the entire family system
[13]. Consequently, this model posits that treat-
ment is necessary for all family members
involved, recognising their roles in the collec-
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tive disease. Dysfunctional relationships within
the family contribute to the control, nurturing,
and perpetuation of connections with the indi-
vidual experiencing addiction [14]. This
dynamic leads to a continuous preoccupation of
the individual with their addictive behaviour,
while family members, in turn, are persistently
preoccupied with the pathological behaviour of
the individual.

This ongoing preoccupation often gives rise to
the development of defence mechanisms, includ-
ing the denial of the problem and the displace-
ment of responsibility. In essence, these defence
mechanisms serve as coping strategies employed
by both the individual with addiction and family
members to manage the challenges posed by the
addictive behaviour. The family disease model
underscores the importance of understanding and
addressing the collective impact of addiction on
the family unit, recognising it as a shared chal-
lenge  that  necessitates  comprehensive
intervention.

20.3 Family Therapy for Addiction

Overall, interventions that involve family mem-
bers in treatment have a significant effect on
reducing the severity of the addiction (e.g.
approximately three fewer weeks of substance
use per year), with consistent impact across dif-
ferent treatment models, participant and study
characteristics, and types of comparator treat-
ments [15]. Couple therapies such as alcohol
behavioural couple therapy (ABCT) and behav-
ioural couples therapy (BCT) have been demon-
strated to be effective in not just reducing
substance use but also in improving the partner’s
skills to facilitate the reduction, enhancing the
functioning of the relationship, and reducing
maladaptive couple behaviours and intimate part-
ner violence [16, 17]. However, while couple
therapies could be conceptualised as a subset of
family therapy, they will not be covered in this
chapter and have been comprehensively described
in Chap. 21. In the following section, we will
focus on examining a non-exhaustive list of fam-
ily therapies for addiction.
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20.3.1 Family Systems Approaches

While there is substantial evidence on the effec-
tiveness of family therapy in general for the treat-
ment of addiction, the evidence for family
systems approaches is more robust specifically
with adolescents who have an addiction [18].
Family systems approaches aim to change the
structure and functioning of the family to change
dysfunctional behaviours, i.e. addiction. Some
major evidence-based family systems approaches
are summarised below.

20.3.1.1 Brief Strategic Family Therapy
One of the key advantages of brief treatments is
their suitability for short-term programmes and
the potential to achieve change over a shorter
duration than what would be possible with some
of the other models. Brief strategic family ther-
apy (BSFT) is one such brief treatment that can
be applied to a variety of settings, including resi-
dential treatment and aftercare programmes, and
can be used either as a primary intervention or as
a supplement to other services. While the length
of treatment can be tailored to the specific needs
of each individual, the average duration of treat-
ment is 12—16 sessions [19].

The focus of BSFT is on family interactions
that reinforce or intensify adolescent substance
misuse, and it has three main elements: joining,
diagnosing, and restructuring [19]. ‘Joining’
involves building rapport and forming an alliance
with the family, ‘diagnosing’ entails observing
family interactions in order to identify those that
will interfere with reducing addictive behaviours
(e.g. inappropriate alliances, inadequate bound-
aries, and maladaptive communication styles),
and ‘restructuring’ focusses on reducing conflict
in the family through strategies such as directing,
redirecting, or blocking communication; shifting
family alliances; helping families develop con-
flict resolution skills; developing effective behav-
iour management skills; and fostering parenting
and parental leadership skills [19, 20].

BSFT is effective in engaging and retaining
adolescents and family members in treatment,
reducing both adolescent and parental substance
use, improving family functioning, reducing
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arrests and incarcerations, and reducing external-
ising behaviours such as aggression [21, 22].
However, BSFT is a complex treatment with low
fidelity in community-based settings and hence
has intensive requirements with regard to training
and supervision [23].

20.3.1.2 Multidimensional Family
Therapy (MDFT)

MDFT is based on the key principle that adoles-
cents are greatly influenced by their support net-
work, and the intervention addresses factors that
underlie emotional and behavioural symptoms
that coexist with the addiction, for example, fam-
ily relationship factors, parenting practices, and
family conflicts and communications [24].
MDFT consists of three stages: enhancement of
treatment motivation, forging of multiple thera-
peutic alliances, and drafting of the treatment
plan (Stage 1); strategies aimed at the adolescent
and family to improve family communication
and relationships, strengthen competent parental
practices, and help the adolescent develop more
adaptive and prosocial coping skills (Stage 2);
and developing a relapse prevention plan before
completing treatment (Stage 3) [25].

While it has been examined in diverse geogra-
phies and populations, most participants in
MDFT studies have been from low-income,
inner-city communities. MDFT has been tested
in high-risk early adolescents, older adolescents
with multiple problems, adolescents in the juve-
nile justice system, and adolescents with sub-
stance use disorders comorbid with mental
disorders. There is substantial evidence indicat-
ing that MDFT is superior or equal to other types
of established drug misuse treatments such as
cognitive behaviour therapy at improving a num-
ber of drug use and related outcomes (e.g. prob-
lem behaviours, family functioning) [25]. MDFT
has also been shown to improve family function-
ing and can be an effective alternative to residen-
tial treatment for some adolescents [22, 26].

20.3.1.3 Multisystemic Therapy (MST)

MST is a behavioural intervention that has no
predetermined techniques, with goals being
established in consultation with the family mem-
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bers. MST closely explores family features such
as conflict, discipline, and parental substance
misuse. Importantly, when feasible, the family
caregivers are the ones delivering the interven-
tion to the adolescents [27]. While the treatment
plan is individualised to address specific needs of
the adolescent and their family, a critical compo-
nent involves working closely with other social
systems such as schools and peer groups. Based
on individual requirements, the treatment
focusses on cognitive and/or behavioural change,
communication skills, parenting skills, family
relations, peer relations, school performance,
and/or social networks [28]. The core steps of
MST include a comprehensive assessment of
child development, family interactions, and fam-
ily members’ interactions, collective identifica-
tion of a well-defined set of treatment goals,
assignment to family members of tasks required
to accomplish the goals, and monitoring of prog-
ress in regular and frequent family sessions in the
family’s home [28].

20.3.1.4 Ecological Interventions

Ecological interventions draw on MST models
which focus on the young persons’ broader ecol-
ogy in addition to their family dynamics. One
such example is the ecologically based family
therapy (EBFT), which is influenced by multisys-
temic family therapy models as well as family
preservation and crisis intervention approaches
which focus on helping runaway adolescents
reunite with families and reduce their substance
misuse and other risky behaviours [29].

The intervention can be delivered in the home
and community; and it appears to address many
barriers typically presented by the most severe
drug-misusing adolescents and their families
[30]. As such, the EBFT is a significant advance
in potential care options for adolescents who are
runaways and homeless, a population that has
historically been less amenable to family
therapy.

Another example of an ecologically oriented
family treatment is the Structural Ecosystems
Therapy (SET) [31]. The added benefit of such
ecology-focussed models over those that do not
go beyond the family is that they intervene
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directly within environments most influential in
the adolescent’s day-to-day life, e.g. home,
school, and social services.

20.3.1.5 Functional Family Therapy
(FFT)

FFT is a behaviourally based approach focussed
on the maladaptive family patterns maintaining
the adolescent’s problems [32]. It aims to change
negative family interactions by reinforcing posi-
tive ways of responding and effective problem-
solving approaches. The three treatment phases
of FFT include engagement and motivation (e.g.
reduce blaming interactions through reframing),
behaviour change (e.g. help parents implement
consequences for substance use behaviours), and
generalisation (e.g. teach families how to gener-
alise newly learnt skills to situations beyond ini-
tial target behaviours). There is growing evidence
supporting the effectiveness of FFT compared to
other treatment approaches such as CBT and
group counselling for adolescents [33].

20.3.2 Behavioural and Other
Therapies

While family systems therapies are concerned
with family functioning, behavioural family ther-
apies are based on principles of learning theory
and are focussed on altering reinforcement of
substance use behaviour. However, we must be
mindful that the lines distinguishing different
therapeutic modalities are increasingly becoming
blurred, as behavioural intervention programmes
also focus on interactions, and thus include a sys-
temic perspective.

20.3.2.1 Behavioural Family Therapy
(BFT)

BFT applies to the family unit, well-established
and evidence-based practices in substance use
disorder treatment such as contingency manage-
ment and communication skills training. BFT is
based on social learning and operant condition-
ing theories that view substance misuse as a
learned behaviour that members of the family
may reinforce [34]. Hence the focus of the ther-
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apy is to support family members to engage in
contingency management strategies that reward
abstinence, reduce reinforcement of alcohol and
drug use, and increase positive behaviours and
social interactions incompatible with substance
use. Additionally, the family members learn con-
flict resolution skills and, through cognitive
restructuring, are helped by the therapist to
replace self-defeating beliefs (e.g. ‘He drinks
heavily because he doesn’t care about us’.) with
those that facilitate recovery.

20.3.2.2 Solution-Focussed Brief
Therapy (SFBT)

The foundational assumption of SFBT is that
identifying the cause of problematic family func-
tioning is not necessary and instead narrowly
focusses on generating solutions to specific prob-
lems. More specifically, the therapist emphasises
when substance use behaviour (the problem)
does not occur and helps the family identify
achievable solutions to effect behavioural change
[35]. The techniques used in SFBT include devel-
oping a vision of the future (family members
imagine life without substance misuse), asking
the miracle question (eliciting each family mem-
ber’s vision of life without substance misuse),
envisioning interpersonal change (helping family
members set goals, respecting the views and
needs of other family members), identifying
exceptions to the problem, identifying the
sequence of behaviours of all family members
that contributes to the problem, and identifying
the sequence of family member behaviours dur-
ing an exception to the problem [36]. Unlike
most other approaches, SFBT emphasises solu-
tions for the future (instead of understanding the
development of the problem in the past or its
maintenance in the present) and a collaborative,
solution-seeking relationship between the thera-
pist and the family (instead of a traditional
expert-directed approach aimed at correcting
pathology). There is promising, but limited, evi-
dence on SFBT’s effectiveness in reducing sub-
stance use and improving comorbid mental health
problems, such as depression and trauma, and
reducing school- and work-related behaviour
problems [37].
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Table 20.1 Evidence base for different modalities of family therapy [39]

Type of intervention
Systemic family therapy
Brief strategic family therapy

Ecologically based family therapy

Functional family therapy
Multidimensional family therapy

Behavioural family therapy
Strengths-oriented family therapy

Family behaviour therapy

Multiple family therapy

Behavioural family therapy plus other approaches

Behavioural family therapy + motivational
interviewing + cognitive behaviour therapy

Alcohol behavioural couple therapy + cognitive
behaviour therapy

Finally, there is emerging evidence of
Integrative Family Therapy models that combine
core family therapy interventions with other ther-
apeutic approaches to attempt to maximise the
effects on youth drug use. While the evidence of
such models is promising, more research is
needed to test the effectiveness and to define the
active ingredients. One example of such an
approach is the integrated family and cognitive
behavioural therapy (IFCBT) [38].

Table 20.1 summarises the evidence for some
modalities of family therapy. Overall, systemic
family therapy is well established as a standalone
treatment, and while behavioural family therapy
and behavioural couple therapy have some evi-
dence of effectiveness as standalone treatments,
they are well established as part of a multicompo-
nent treatment [39].

20.4 Other Considerations
20.4.1 Theory of Change

The treatment mechanisms that have been stud-
ied in family therapy could broadly be catego-
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Well Probably
Target group | established | efficacious Experimental
Adolescents v
Adults v
Adolescents v
Adolescents v
Adolescents v
Adolescents v
Adults v
Adolescents v
Adults
Adolescents V.
Adolescents v
Adults v

rised into (a) therapeutic alliance, therapist
adherence, and competence, and (b) within-
treatment parent and family changes.

Parent and/or adolescent alliance has been
linked to less drug use and acting-out among ado-
lescents, reductions in externalising symptoms at
6-month follow-up, reduced drug use up to
6 months posttreatment, improved psychological
symptoms up to 3 months posttreatment, and
reduced behaviour problems [40—43]. Similarly,
adherence to family- and adolescent- focussed
techniques and therapist competence is linked to
less internalised distress, greater family cohe-
sion, less family conflict, and fewer behaviour
problems [44, 45].

Finally, changes in parental monitoring
mediate reduction in adolescents’ substance use
and improvements in parenting practices (e.g.
greater follow through with discipline) mediate
reduction in antisocial and deviant sexual
behaviours in juvenile sex offenders [46, 47].
These latter findings indicate that reducing neg-
ative parenting practices and strengthening par-
enting skills could well be the common factor
that mediates positive outcomes in the
adolescents.
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20.4.2 The Reach of Family Therapy

(a) Low- and middle-income countries (LMICs)

Despite the substantial (and growing) evi-
dence supporting the effectiveness of a variety
of family interventions for addiction, their
reach remains limited. Almost all the research
and rigorously evaluated implementation of
different types of family interventions for
addiction have happened in the developed
world. The evidence base from LMICs is lim-
ited. There are some studies from Brazil,
Mexico, Vietnam, Iran, and Malaysia which
have tested family interventions for addiction
in predominantly female participants com-
prised of parents, spouses, and siblings. Some
of the common components across the inter-
ventions tested in LMICs include providing
information regarding addiction, improving
communication, teaching coping skills, and
providing support. Preliminary evidence from
these studies indicates positive outcomes in
family members affected by addiction such as
lowering of psychological and physical dis-
tress, a better understanding of addictive
behaviour, better coping, improvements in
self-esteem, and assertive behaviour [48, 49].
However, this evidence needs to be interpreted
with caution, considering the methodological
limitations of the studies such as small sample
sizes.
Ethnic minorities

Based on existing evidence, mostly from
the USA, some approaches such as the BSFT
appear to be efficacious with some ethnic
minorities [50]. However, not many rigor-
ously conducted studies have substantial pro-
portions of ethnic minority sub-samples.
Some interventions such as the BSFT, MDFT,
and FFT have been validated with Hispanic
families in the USA, and MDFT and MST
have also demonstrated effects in African
American families [22]. Further dedicated
research on family therapy approaches in eth-
nic minorities is a critical area for the future.

(b)
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20.4.3 Sustainability of Family
Therapy Effects on Drug
Misuse

While there is consensus on the chronic relaps-
ing nature of drug misuse and the importance
of treatment approaches with sustained impact,
research on long-term effects of family ther-
apy is limited. Most studies of those with drug
misuse generally measure follow-up outcomes
up to a year following treatment. The limited
research on long-term effects of family ther-
apy approaches, specifically MST, has shown
abstinence from marijuana 4 years after
receiving the intervention and reduced arrests
and days incarcerated 14 years post-interven-
tion [51, 52].

20.4.4 Implementation Challenges

A key barrier to scaling up family-based treat-
ments for addiction is the shortage of trained pro-
fessionals. Training and supervision of therapists
in evidence-based and manualised family therapy
protocols is resource-intensive when imple-
mented at scale. Extensive research has been
done on the translation of research evidence on
MST. Therapist adherence to research-based
models has strong effects on outcomes achieved
in clinical settings, but maintaining fidelity at
scale remains a critical challenge. While high-
quality supervision, therapist adherence, and
organisational structure and climate all predicted
outcomes 1 year after receiving MST, therapist
adherence trumped all organisational variables in
predicting outcomes at 4-year follow-up [53-55].
Another family therapy approach that was suc-
cessfully integrated into a comprehensive day
treatment programme is MDFT. In this pro-
gramme, even 1 year after expert supervision was
withdrawn, providers continued to deliver MDFT,
clients continued showing better outcomes, and
the organisational climate sustained positive
changes [56].
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20.5 Conclusion

In recent decades, there has been a substantial
expansion of the knowledge base concerning
family- and couples-based approaches and their
application in the treatment of addiction. Families
play a pivotal role in supporting individuals with
addiction by helping them recognise the need for
change, motivating their engagement in treat-
ment, providing support throughout the change
process, and fostering long-term recovery. The
involvement of family members in addiction
treatment has been shown to enhance the likeli-
hood of positive outcomes for both individuals
with addiction and their families. However, while
family therapy has been found to be more effec-
tive than other treatments in adolescents with
substance use, the evidence base is less clear-cut
in adults. This chapter highlights various
evidence-based family therapy approaches,
emphasising the imperative to enhance provid-
ers’ skills and increase the adoption of these
interventions to enhance accessibility and
broaden their reach.

Advancing towards these objectives necessi-
tates heightened collaboration among commu-
nity partners, researchers, administrators, and
clinical providers. Future efforts should prioritise
community-based research, multisite randomised
controlled trials, implementation research, and a
focus on diverse populations, including those in
developing countries and ethnic minorities within
developed countries. By addressing these areas,
we can make significant strides in improving the
quality and effectiveness of addiction treatment,
ensuring that it is accessible and beneficial to a
broader spectrum of individuals and families.
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21.1 Introduction

Addictions have numerous and serious conse-
quences for the physical, mental, economic and
social health of both members of a couple [1, 2]
and negatively affect the functioning and quality
of the couple’s relationship [3]. Recently, various
meta-analyses have confirmed that treatment for
couples where one or both partners suffer from a
substance-related addiction is just as, if not more,
effective than interventions that do not include
the partners of persons with an addiction (PPA)
[4], even in situations of concurrent mental health
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disorders [5]. Studies have also documented the
positive impact of couple treatment for addiction
on the couple’s children [6] and its positive cost-
effectiveness ratio value [7]. The National
Institute for Health and Care Excellence, which
issues guidelines for health care in the United
Kingdom, has recommended behavioural couple
interventions in situations involving treatment for
not only substance-related addiction but also less
severe forms, such as problematic substance use
[8]. This chapter focuses on couple treatment for
problematic  substance/gambling use and
addiction.
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21.1.1 Problematic Substance/
Gambling Use and Couple
Relationships

There seems to be a bidirectional link, or even a
circular causality, between couple satisfaction
and problematic substance/gambling use. On the
one hand, couples presenting with problematic
substance/gambling use report more frequent
relationship problems than couples without any
addictions! [1]. Their conflicts are linked to rela-
tionship dissatisfaction, sexual dysfunction, com-
munication and problem-solving difficulties,
couple violence and a high incidence of separa-
tion [6, 9]. On the other hand, couples experienc-
ing relationship distress are three times more
likely to develop an addiction [10]. In short,
problematic substance/gambling use is associ-
ated with an increase in couple problems, which
in turn exacerbate use.

The concordance or discordance of partners’
substance/gambling use also seems to influence
couple satisfaction and plays a role in motivation
to change. Among couples, discordance in alco-
hol use—where one partner drinks more than the
other—creates more dissatisfaction and conflict
in the couple than concordant use does [11]. The
consequences of use seem more apparent and
generate tension that facilitates intervention in
discordant couples. They may present with more
relational wounds (lying, disappearing or not ful-
filling their responsibilities when using, etc.) than
concordant couples do. Though problematic sub-
stance use is linked to dissatisfaction in couples
regardless of concordant or discordant use, con-
cordant couples report less relationship distress
than discordant couples, particularly when part-
ners use together [12]. In concordant couples,
substance/gambling use can sometime become
intertwined in positive aspects of a couple’s life
and be an obstacle to therapeutic work.

'Throughout the text, the terms “addiction” and “prob-
lematic substance/gambling use” have a generic meaning
that refers to both substance use disorder and gambling
disorder but also includes problematic use of substances
or gambling whose severity is not sufficient to make a
diagnosis.
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21.1.2 Couple Treatment for SUD

Several couple treatment models have demon-
strated their efficacy not only for treating addic-
tions but also for improving couple relationships
and reducing both partners’ psychological dis-
tress. Among the five models identified,
Behavioral Couples Therapy (BCT) [13] and
Alcohol Behavioral Couple Therapy (ABCT)
[14] are the best established models, having dem-
onstrated their efficacy for alcohol and drug
problems. Three other promising models have
been developed recently. The first, Systemic
Couple Therapy [15], was developed for women
presenting with a substance use disorder, while
the second, Congruent Couple Therapy [16], has
proven its efficacy for couples presenting with
addiction to alcohol and/or gambling. Both of
these treatments focus on the couple as a system
and on addiction as a symptom of a distressed
relationship and/or the repetition of family of ori-
gin dysfunctional patterns. This focus on the
dyad and the family system has the advantage of
preventing professionals from falling into the
trap of having an identified patient and of shield-
ing partners from mutual blame.

The last model, Integrative Couple Treatment
for Addiction (ICT-A) [17], developed by the
authors of this chapter, draws largely on the
ABCT [14] and was initially adapted for couples
presenting with a gambling addiction. Like most
addiction couple treatment models, the ICT-A
has three objectives: (1) reduce or stop problem-
atic use, (2) improve the couple relationship and
(3) improve the psychological well-being of both
partners. Using behavioural cognitive treatment,
the ICT-A also incorporates aspects of systemic
approaches, considering addiction not only as a
primary symptom that needs to be treated. The
substance use has a function in the relationship
and may result to some degree from the couple’s
dysfunction. The ICT-A also draws on other gen-
eral and integrative couple treatment models as
well as intervention strategies that are recognized
as being effective for treating addiction, such as
motivational interviewing.

In a randomized clinical trial, the ICT-A
proved to be superior to the usual individual
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treatment for gambling addiction, improving
both individual and couple well-being [18]. A
second randomized clinical trial of the ICT-A is
currently underway, with enhancement to the
treatment model, integrating components of
Emotion Focused Couple Therapy [19], with cou-
ples presenting with a substance and/or gambling
addiction.

Lastly, the couple treatment models described
above have certain limitations, including the fact
that they were developed and evaluated in North
America, mainly with white heterosexual couples
where the man is the person with an addiction
(PA) and usually for alcohol use disorder.

21.1.3 Couple Treatment,
Problematic Substance/
Gambling Use
and Sociocultural Diversity

There do not seem to be any gender differences in
the efficacy of couple treatments when it comes
to reducing use, even though women who present
with a substance addiction are more likely than
men to be in an intimate relationship with a per-
son who has an addiction (PA) [20]. Female sub-
stance use and relapse are also triggered more
often by conflicts or by their partner’s use [1].
However, gender differences are observed with
regard to the improvement of relationships. Men
are more likely than women to report couple sat-
isfaction following couple treatment for addic-
tion [6]. A larger number of female PA prefer
individually based treatment, citing family orga-
nization problems and lack of partner support as
obstacles to couple treatment [1].

In the case of same-sex couples, those who
present with an addiction to substances experi-
ence more couple dissatisfaction, conflicts and
couple violence than heterosexual couples
regardless of gender [9]. However, studies exam-
ining adaptations for sexual minority couples are
scarce and warranted [21].

Though research has focused on the complex
links between culture of origin, substance use
and couple violence [22], no studies were identi-
fied on cultural adaptations of couple treatments
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for addiction and their efficacy. A person’s cul-
ture influences their expectations of their couple
relationship, substance/gambling use in general
and its role in couple and family interactions.
Culture influences a couple’s expectations
regarding not only the role of the therapist but
also the ease with which the couple talks about
emotions and problems [23]. Cultural and reli-
gious norms and expectations exert social pres-
sure on the couple to comply by either using or
maintaining control or abstinence. These norms
and expectations will also affect the support
given or judgements passed by members of their
families.

In the absence of data on the efficacy and
sociocultural adaptations of interventions with
couples presenting with an addiction, using exist-
ing couple treatment models is recommended,
while adopting a sensitive approach to diversity
and to potential trauma linked to the stigma and
discrimination experienced by couples from
minority groups.

21.2 Initiating Couple Treatment
21.2.1 Conditions for Initiating
Couple Treatment

The main condition for treating couples with
addiction is that both partners must be engaged in
the relationship, particularly when it comes to
working as a team to instil change. If one of the
partners is seriously considering separation, they
may undermine the user’s efforts to change. It is
also recommended that the couple be in a rela-
tionship for at least 1 year if they do not live
together, in order to build on a relationship that
will last throughout the treatment. Some condi-
tions should lead to the exclusion of couple treat-
ment. It is not advised if medical supervision of
withdrawal or inpatient services are needed or if
one of the partners has an unstabilized mental
health disorder. Also, when serious intimate part-
ner violence is present, that is, one partner fears
for their safety or of reprisals or has had physical
injuries requiring medical intervention over the
past year, couple treatment is precluded.
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21.2.2 Structure of Sessions

Couple treatment for addiction typically com-
prises 12-20 sessions over 3-6 months, with
each session lasting between 75 and 90 min.
Most treatments suggest focus on the cessation or
stabilization of substance/gambling use within
the first half of the treatment. While the couple’s
strengths emerge when use decreases, new prob-
lems or major changes in the couples’ dynamics
may also arise. Strengthening the relationship is
thus the focus of the second half of treatment.
The following sections describe certain compo-
nents of the assessment and the intervention strat-
egies from the ICT-A.

21.2.3 Assessment

Both partners are assessed through joint inter-
views at treatment onset, and time is taken to dis-
cuss their treatment needs and expectations. Each
partner also individually completes a series of
questionnaires. The PA’s assessment focuses on
substance/gambling use (e.g. frequency, quantity,
scale of the consequences and degree of addic-
tion, reasons for using, motivation to change, his-
tory of use). The PPA’s assessment focuses on
their substance/gambling use, the consequences
of the PA’s problematic use, the PPA’s reinforcing
behaviours of substance use/gambling change or
involuntarily reinforcement of use (e.g. Coping
Questionnaire),” the PPA’s confidence in the PA’s
ability to change and the extent to which they are
motivated to support the PA. For both partners,
the scope of certain emotions, such as discourage-
ment and anger, must be assessed, as they may
affect the couple’s ability to work together. Both
partners’ subjective psychological well-being
(e.g. WHO-5), general quality of life (e.g.
WHOQOL-BREF) and quality of their social sup-
port (e.g. Social Provisions Scale) are assessed.
Couple relationship assessment measures
include quality of couple satisfaction (e.g. Dyadic
Adjustment Scale—Brief Version), marital com-

2The research protocol for the ICT-A and references for
the tests used can be found in Tremblay et al. (2022).
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mitment (e.g. Marital Status Inventory), perpe-
trated and experienced violent behaviours (e.g.
Revised Conflict Tactics Scale — Short Form
(CTS2S)), mutual support (Partner Support
Questionnaire), communication styles
(Communication Patterns Questionnaire) and
attachment patterns in couple relationships (e.g.
Experiences in Close Relationships—ECRI12).
Observing how a couple interacts during the ses-
sions also sheds light on several of these aspects.

In addition to conducting assessment at onset,
it is recommended that routine outcome moni-
toring be done. Short questionnaires are admin-
istered weekly during sessions to track changes
in key components of treatment such as sub-
stance/gambling use, couple satisfaction and
psychological well-being. Line charts of these
measures are shared with the couple and provide
an objective view of each person’s progress, in
addition to centring the discussion around key
aspects.

21.3 Intervention Strategies

Table 21.1 shows the different components of the
treatment in a temporal sequence and in relation
to three intervention targets, namely, working on
reducing the PA’s substance or gambling use,
working with the PPA and working on the rela-
tionship. Working on reducing substance/gam-
bling use is done in a classic cognitive behavioural
approach that is clearly described in a number of
well-known textbooks [24].

21.3.1 Working with Partners

Working with the PA to reduce their use involves
asking the PPA to share their view of the prob-
lems and to contribute to the solutions proposed.
This approach also has an educational purpose
for the PPA, as well as a positive impact on the
quality of the relationship. Studies conducted
with PPAs show that hearing about and gaining a
different understanding of what the PA is going
through is a positive aspect of the treatment,
changing attributions towards the PAs and what
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Table 21.1 Therapeutic targets of the sessions in the ICT-A model
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Sessions Person with an addiction Partner Couple
1-2 Sessions for assessing the two partners and the couple
Expectations and objectives of both partners
Treatment goals
Rules/expectations
3 Assessment feedback of both | ¢ Involvement of partner in Mutual exchange of
partners and their the work on substance/ reinforcements
relationship gambling use Initiating identification of
Weekly report on substance/ |* Ambivalence about changes the negative cycle of
gambling use and other made by the user or about interaction about substance/
measures changing one’s own gambling use
Ambivalence (if necessary) behaviours (if necessary)
Functional analysis of recent
use
4-12 Weekly report (outcome monitoring)
Work on substance/gambling | ¢ Involvement of partner in Negotiation of a substance/
use the work on substance/ gambling use target
Functional analysis and gambling use Mutual exchange of
self-observation ¢ Education on problematic reinforcements
— Identification and use and the change process Modification of the negative
management of triggers, |* Modification or elimination cycle of substance/gambling
high-risk situations, of behavioural triggers use
underlying needs, ¢ Reducing addiction Healing attachment wounds
erroneous beliefs and reinforcements in the couple related to
expectations * Increasing abstinence/ substance/gambling use
* Development of skills reduction reinforcements «  Working together against
and alternatives to using e Self-care addiction
13-16 ¢ Continuing work on * Relapse prevention:
substance/gambling use substance/gambling
* Relapse prevention (aspects use and negative couple
not related to the couple) interactions

is causing the addiction. PPAs also often feel
excluded from addiction services and cut off
from the user’s experience [25].

Professionals will work with the PPAs on
behaviours that reinforce use or change. Faced
with the enormous stress caused by the PA’s
substance/gambling use, the PPA may adopt a
number of coping styles. Some PPAs opt for
withdrawal and tolerance strategies towards use,
which are associated with more distress. When
the PPA opposes substance/gambling use in an
affirmative and supportive manner, their distress
decreases, and problematic use may subside [1].
Treatment aims to help the PPA develop new
skills for coping with the anxiety associated
with a possible relapse. The couple will join to
determine the role the PPA can play in different
high-risk substance/gambling use situations
(drink refusal, cravings, relapse, etc.) so that

they can learn to deal with these difficult situa-
tions together. Finally, substance/gambling use
sometimes fulfils certain needs in the relation-
ship (e.g. having fun together) or for one of the
partners, which have to be addressed for change
to last.

21.3.2 Working on the Relationship

Bringing back positive interactions between the
partners is usually the first target of this phase of
the treatment. To foster mutual reinforcement of
affection, pleasure and intimacy between the
partners, the professional asks each one to iden-
tify small gestures that might bring joy to the
other. Both partners then commit to spontane-
ously implementing some of these gestures
between sessions [14]. Partners are also encour-
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aged to resume positive shared activities. This
aspect of the treatment is particularly useful for
restoring positive exchanges and mutual affec-
tion in couples experiencing a great deal of
distress. It also makes it possible to develop new
loving behaviours and intimacy, so different from
that which was associated with substance use. In
the case of the PA in particular, rediscovering
enjoyable moments that do not involve substance/
gambling use can compete with the pleasure and
relaxation formerly associated with their prob-
lematic use.

Couples in which one of the members presents
with problematic substance/gambling use often
present communication and problem-solving
challenges [11]. PAs tend to avoid talking about
their use, and when they do talk about it, both
partners tend to display a great deal of emotion
and negativity. Though many PAs are afraid of
having to reveal hidden aspects of their use, they
report that this is an important component of
recovery [25]. Therefore, in the ICT-A, develop-
ing communication skills is mainly done by dis-
cussing situations surrounding  substance/
gambling use. The underlying assumption is that
conflict over use leads to interactions that give
rise to fears related to attachment needs (e.g. “Do
I matter to you?”) and that the communication
cycle in that regard needs to be worked on. Such
fears are activated easily when a couple argues
about substance/gambling use problems. Clinical
work will aim to restore a reassuring bond
between partners so they can tackle, as a team,
the core problem: substance/gambling use.
Hence, the expression “Working together against
addiction” has become a leitmotif of the ICT-A.

Typically, in the ICT-A, the couple is asked to
describe how each partner interacts with regard
to an incident of substance/gambling use.
Drawing on the Emotionally Focused Couple
Therapy [19], the professional will help them
identify their negative interaction cycle. For
example, a couple has fights about lies concern-
ing substance use and broken promises to remain
sober. The PA will express what Johnson [19]
calls primary emotions, which are related to fears
about attachment needs. These primary emotions
are in opposition to the more overt secondary
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emotions of anger, wanting to attack the other
person, wanting to withdraw, etc. Typically, the
PA will explain how they use lies for fear of cre-
ating conflict if they reveal their substance/gam-
bling use behaviours. Since the partners are
committed to one another, it is likely that the PA
will talk about how they risk being considered
inadequate by the PPA and fear being abandoned
by them. These are primary emotions. The pro-
fessional will then turn their attention to the PPA
to explore the same concerns. The discussion
may help the PPA explain how the PA’s lies hurt
them, their fear of not mattering to the PA (“you
would be honest if you loved me”). Once again,
these are primary emotions. In this process, the
couple realizes that outside of the treatment ses-
sions, they are not expressing these fundamental
messages to each other. Instead, they are express-
ing withdrawal, anger, criticisms, attempts to
control the other person, etc. Throughout the
treatment, the professional will invite both part-
ners to do what Johnson calls “enactment”, which
means sharing their respective primary emotions.
However, they must be expressed in a context
where the other partner will listen openly. By bet-
ter identifying this negative interaction cycle and
developing the ability to express primary emo-
tions, both partners slowly break free of this
interaction cycle. Each partner comes to under-
stand that they matter to the other and that they
both want to re-establish a relationship where
each person is valued and loved.

Through this process, both partners identify
and understand the other person’s emotional trig-
gers. Explosions of anger, resentment and deep
distress are often associated with fragilities tied
to the history of their relationship and to each
partners’ life history. Without reconstructing
their entire life history, both partners benefit
greatly from sharing with honesty, openness and
understanding how a particular behaviour gives
rise to emotions, because it is imbued with an
interpretation derived from a past hurtful situa-
tion. This mutual expression of emotions helps
both partners to change how they explain such
intense moments and to become sensitive to each
other, taking better care of each other’s vulnera-
bilities. The bond between the partners is rein-
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forced when the PPA interprets and expresses
their concern as a desire for attachment. The
couple thus breaks the negative interaction cycle
related to problematic substance/gambling use,
S0 as to restore a relationship of mutual trust. By
helping the couple to re-establish this bond, prob-
lems related to substance/gambling use do not
rekindle fears associated with attachment needs,
but instead become an opportunity to work as a
team through mutual support.

Though the addiction couple treatment mod-
els described previously use strategies to help
couples rebuild their trust, the hurt caused by bro-
ken promises, lies, absences and commitments
not kept during problematic use has overly weak-
ened the attachment bond in some cases [26]. A
parallel is often drawn between the magnitude of
the hurt and betrayals experienced by these cou-
ples and that experienced by couples dealing with
infidelity [27]. Thus, there are cases where no
progress is made in the relationship because a
major attachment wound is blocking the work
with the couple or the engagement in treatment of
one partner. Relationship repair work, or the for-
giveness process, will sometimes have to be car-
ried out before the partners can be mobilized to
identify their negative interaction cycle in regard
to addiction [27].

21.3.3 Interventions to Maintain
Changes Over the Long Term

During the last phase of the treatment, the part-
ners consolidate the skills they have acquired.
They learn to support and turn to each other
rather than rely on the professional. Typically,
treatment is stopped when substance/gambling
use or abstinence is stable, cravings are manage-
able and when the partners can address problem-
atic use together. One progress indicator of this is
when the PA can talk spontaneously to the PPA
about their urges to use, a constructive conversa-
tion ensues and the partners find solutions
together to counter substance/gambling use.

The professional pursues two objectives dur-
ing this phase of the treatment. First, they prepare
the couple to cope in the event of a return to prob-
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lematic substance/gambling use. When sub-
stance/gambling use goals set by the couple are
not met or there is a relapse after several weeks or
months of controlled use, both partners often feel
discouraged and may feel like quitting. A relapse
also undermines the feeling of trust and confi-
dence in their ability to deal with problems as a
team [26]. It is important to encourage the couple
to be indulgent and patient and to support their
perseverance. The professional’s focus is on
enabling both partners to break free of a dichoto-
mous view of abstinence versus relapse and come
to understand that recovery is a process in which
there is gradual increase in the duration of absti-
nence/controlled use and a gradual reduction in
the intensity and length of periods of problematic
use. The couple is now able to identify the warn-
ing signs or triggers of problematic use. An
agreement should be negotiated on the conditions
for resuming treatment if needed.

The second objective in this phase of treat-
ment is to prepare the couple for the natural evo-
lution, transitions and crises of a couple
relationship. Specifically, how will both partners
cope with possible life crises, without resorting
to substance/gambling use and without blaming
these difficulties on prior use problems? The cou-
ple transitions, creating a different, sober rela-
tionship. The PPA will give back or let go of
certain responsibilities, showing vulnerability
and trust. Meanwhile the PA resumes an active
role in the life of the family, rebuilding trust by
being present, consistent and open. This gradual
approach enables some partners to rediscover
themselves. This adaptation must be sustained,
because it sometimes involves challenges and
uncomfortable situations that may undermine the
changing process.

Lastly, even though the various addiction cou-
ple treatment models propose a time-limited
intervention, current knowledge on the impor-
tance of maintaining change and preventing a
return to problematic use has led researchers and
professionals to adopt a more long-term ad hoc
follow-up model [5]. After the intensive couple
treatment, couples are offered follow-up sessions
at interval spreading over several months. In the
case of couples with a chronic addiction or
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numerous concurrent problems, some research-
ers suggest that follow-up sessions be spread out
over several years [5]. During these sessions, the
professional follows up on the couple’s substance/
gambling use, couple issues that may not have
been resolved during the treatment and those that
may have emerged since then.

21.4 Some Other Characteristics
of Couple Treatment
for Addiction and Related
Issues

21.4.1 Alliances

Professionals must be careful to avoid creating an
imbalance in their alliance with each of the part-
ners. The emphasis placed on reducing substance/
gambling use in the early stages of treatment can
place the PA in the role of the identified patient
while fostering a rapid alliance with the PPA. PAs
often take on this role de facto and are thus afraid
to come to the sessions [25]. The professional
should therefore be particularly sensitive to the
creation of an alliance with the PA while also tak-
ing care of the alliance with the PPA. Rapidly, the
professional shifts from alternating between
showing empathy to each partner to using sys-
temic interventions, thereby creating an alliance
with the couple. Emphasis on their shared suffer-
ing and hopes will strengthen the alliance with
the couple and between the partners so that they
may pool their efforts and work as a team to
counter addiction.

21.4.2 Two Partners
with an Addiction

The presence of two PAs does not affect the effi-
cacy of couple treatment for addiction, nor is it
contraindicated [5]. Although treating the addic-
tion of both partners may lead to increased clini-
cal complexity (several different addictions and
multiple associated problems), it presents more
benefits than limits for these couples. Treating
two PAs together makes it possible to incorporate
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aspects of couple dynamics linked to substance/
gambling use that would not be addressed in indi-
vidual treatment of the two partners. In cases
where one of the PA relapses, the professional
can directly discuss with both PAs the risk that
the other might relapse as well. In addition, shar-
ing the changes they make regarding substances/
gambling is a source of learning for both partners
and enables them to support each other more
effectively.

21.4.3 Implications

Couple treatment for addiction, as shown by four
decades of research, has proven to be more effec-
tive than individual or group interventions. Even
though the Substance Abuse and Mental Health
Services Administration (SAMHSA) reports that
nearly 80% of specialized addiction treatment
centres offer couple and family services in the
United States, implantation of this structured
intervention appears to be spotty, uncoordinated
and focused to a greater extent on initiatives by
clinicians and to a lesser extent on structured
organizational decisions at the national level
[28]. This gap between scientific progress in
health and implementation problems in practice
settings is observed generally in the field of men-
tal health and addictions [29]. Onken et al. [30]
note that no matter how efficacious an interven-
tion is, it is useless unless it is implemented for as
many people as possible. To that end, they pro-
pose that, in all the steps involved in the research
process aimed at developing interventions, top
priority be given to the goal of making imple-
mentation as seamless as possible [30].
Observation of specialized addiction treat-
ment centres that introduced couple interventions
by taking part in efficacy studies has revealed
that, a few years after the end of the research
work, 80% of the centres no longer offered cou-
ple treatment [31]. The main difference observed
between the centres that had maintained the ser-
vice and those that had abandoned it was that the
former had made it practically compulsory to
include the PPA in the assessment process as of
the initial meeting [31]. This practice made it
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possible to create a relationship of trust by
addressing the PA’s fears (e.g. the belief that the
PPA and the therapist would gang up on the PA).
Other obstacles were encountered, including
high staff turnover and therefore the loss of quali-
fied professionals convinced of the relevance of
this type of intervention. Another persistent myth
and obstacle is the belief that couple interven-
tions should be implemented only once absti-
nence or control has been achieved. From a
structural standpoint, our team reached the con-
clusion that this practice can be sustainable only
if it is officially part of a centre’s clinical pro-
gramme and a team responsible for providing the
service has been created.

In conclusion, couple treatment for addiction
is more effective not only for reducing use but
also for improving the well-being of partners and
children and for fostering long-term maintenance
of these changes for the family. Future research
should focus on the specific characteristics that
make this approach effective and especially on
best practices for implementing and ensuring the
sustainability of this practice.
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22.1 Parenting and Substance

Use Disorders

Historically, substance use disorders and parent-
ing have been researched largely on separate tra-
jectories [1]. There has been little integration of
theoretical or applied research on the treatment
of substance use disorders and parenting inter-
vention development. This gap is still perpetu-
ated in clinical practice, even though it is widely
acknowledged (a) that substance use disorders
impair parenting a child and (b) that being
responsible for child rearing often adds addi-
tional stressors and complications for adults with
a substance use disorder, who are often strug-
gling with their everyday life already.
Additionally, parental substance use is often
falsely regarded as a willful act rather than a psy-
chiatric disorder, leading to fatalistic beliefs and
punitive attitudes among healthcare providers. It
is also often disregarded that most parents
affected by a substance use disorder express a
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strong desire to become better parents and worry
about the impact of their substance use on their
children. Nevertheless, affected parents still
struggle with symptoms of their disorder that
often conflict with the needs of their child.

Even though the interdependence between
substance use disorders and parenting is complex
and not all of its mechanisms and processes have
been comprehended entirely, several investiga-
tions have focused onto understanding its rela-
tionship as well as conceptualizing and evaluating
treatments targeting parent-child relationships in
the context of parental substance use.

22.1.1 Parental Substance Use
and Family Environment

There are numerous studies that have demon-
strated the adverse living conditions in substance-
involved families. For example, aspects of social
marginalization and low socioeconomic status
are observed more frequently in affected families
than in families without substance use disorders
[2]. The interaction of disadvantageous social
conditions and a parental substance use disorder
often leads to conflicts between parents.
According to Templeton et al. [3], children with
substance-abusing parents generally experience
multiple parental disputes that may even result in
domestic violence. It is therefore little surprising
that parents with a substance use disorder often
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experience separation or divorce from the other
parent. These disruptions, next to (repeated) out-
of-home placements of a child by youth welfare
services, long-term inpatient treatment(s),
imprisonment(s), or even death of the affected
parent (e.g. through an overdose), may have neg-
ative effects on the parent-child dyad and foster
insecure attachment patterns [2].

Parents with a substance use disorder often
struggle with an accumulation of stressors, espe-
cially if illicit substances are involved. The daily
lives of parents who use illicit drugs more often
are characterized by low structure, poverty, and
illegal activities [4]. Moreover, living circum-
stances can be shaped by the drug subculture
(e.g. prostitution, delinquency, or incarceration)
and volatile (intimate) relationships within the
substance-using community. Constellations of
both parents using illicit substances are frequent.
In addition, long-term drug use is often associ-
ated with poor physical health of the parent,
transmission of blood-borne viruses such as hep-
atitis C or HIV, and comorbid mental health prob-
lems [5]. Generally, there is a higher risk of social
isolation and societal marginalization in drug-
involved families [2].

22.1.2 Parental Substance Use
and Parenting Behaviour

In addition to the challenges described above
concerning the family environment, the dyadic
relationship between parents with substance use
disorder and their children is often strained on
multiple levels.

When parents suffer from a substance use dis-
order, their priorities frequently shift to acquisi-
tion and consumption of the substance, while
parental responsibilities are neglected. Parental
tasks, such as providing basic care for the child,
safety, and stimulation of development, offering
guidance and boundaries, and fostering emotion
regulation, often seem to be impaired in
substance-involved parents [6]. Moreover, par-
ents with a substance use disorder have been
found to show less emotional engagement,
encouragement, and emotional warmth and less
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responsiveness with their young children [7]. At
the same time, negative parenting styles are often
predominant, including punitive and harsh prac-
tices to discipline and control children, as well as
less parental monitoring [8].

Depending on the intoxicating effect of the
substance being used, parental mood and behav-
iour tend to be erratic [3]. This challenges the
child’s formation of a secure attachment pattern
with the parent. The specific effects of the differ-
ent substances vary and strongly shape parental
behaviour: while alcohol, marijuana, or opioids
are linked to social withdrawal and depressive
moods, stimulants such as cocaine or metham-
phetamine may lead to agitated, impulsive, and
intrusive behaviour [9]. Affected children often
become aware of the parent’s intoxication
because of slurred language, inappropriate com-
munication, switching between physical proxim-
ity and rejection, and unpredictable reactions
ranging from lax permissiveness to over-
reactivity. The resulting lack of continuity and
age-appropriate boundaries can leave the child
disoriented, overwhelmed, and unsettled [10].

Parental substance use disorders also have
been associated with different forms of child
maltreatment, such as physical and sexual abuse
and neglect [11]. Especially neglect has been
studied extensively in substance-affected fami-
lies: Dunn et al. [12], for example, found that
children who experience parental neglect (with or
without parental substance abuse) are at increased
risk of developing substance use disorders. The
effects of parental substance abuse on substance
abuse outcomes of their children appear to be
partly mediated by neglectful parenting. Ghertner
et al. [13] have demonstrated that higher sub-
stance use prevalence predicts more complex and
severe cases of child maltreatment, with more
children ending up in foster care.

As soon as dysfunctional parenting becomes
chronic in substance-involved families, affected
children increasingly need to fulfil duties that the
parents themselves can no longer fulfil, e.g. tak-
ing care of a younger sibling. This leaves chil-
dren tremendously overwhelmed in the long
term, since they cannot adequately cope with
age-inappropriate tasks [14].
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22.2 Effects of Parental Substance
Use on Their Children

Numerous research findings have been able to
demonstrate that parental substance use disor-
ders and the associated living circumstances and
behavioural consequences described above as
well as the principles of social learning and the
lack of functional parental role models can have
a detrimental effect on the child on various
levels.

Already during pregnancy, the unborn child
can be exposed to the harmful influences of
maternal substance use that may result in
physical, developmental, and/or behavioural
impairments [15]. Besides, children from sub-
stance-affected families are considered an espe-
cially vulnerable group for the development of
own substance use disorders [16] or other men-
tal health problems [2]. More detailed informa-
tion on the effects of parental substance use
disorders on their children can be found in
Chap. 5.

22.3 Parenting Interventions
for Parents with Substance
Use Disorders

The illustrated impact of parental substance use
on their children calls for systematic approaches
to improve the living situations and developmen-
tal settings for children involved and to improve
parenting skills. Repeating cycles of transgenera-
tional transmissions of maladaptive parenting,
adverse family dynamics, and substance use dis-
orders need to be interrupted permanently.

A literature review reveals that there are a few
systematic reviews and single articles focusing
on the effectiveness of parenting training pro-
grammes that have been evaluated with
substance-involved parents. Parenting training
programmes can be delivered in traditional face-
to-face-settings or online. Online interventions
have become increasingly important since the
COVID-19 pandemic. Nevertheless, to date there
is relatively little scientific evidence on the effi-
cacy and feasibility of online interventions.
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22.3.1 Face-to-Face Parenting
Training Programmes

Primary support for mothers and fathers with
substance use disorders generally focuses on the
individual her- or himself and prioritizes the
treatment of the disorder. As described earlier,
enhancing parenting skills usually does not
appear to be embedded into the treatment of sub-
stance use disorders very often, despite a docu-
mented need of tailored services for this target
group and a variety of existing parenting training
programmes.

Especially in the United States, the range of
existing parenting interventions is significantly
broader than in other countries. Several system-
atic reviews have discussed issues of conceptual-
ization, methodology, and outcomes in the
context of parental substance use disorders
[17-19]. Their findings demonstrate that parent-
ing training programmes can be effective with
regard to, for example, reducing substance use,
improving parenting practices, decreasing child
maladjustment, and improving psychosocial out-
comes and parent-child interactions in substance-
involved families.

Moreland and McRae-Clark [20] conducted
the most recent systematic review on parenting
interventions in the context of parental substance
use disorders. In their review, they identified 18
studies that specifically evaluated parenting out-
comes following engagement in parenting inter-
ventions that were embedded in integrated
substance use treatment programmes. The out-
comes assessed were programme retention, sub-
stance use, parenting stress, psychosocial
adjustment, depression, child abuse potential,
parenting behaviours, and parent-child interac-
tion. However, not all studies assessed all eight
outcomes. The authors were able to identify 12
different parenting interventions that were evalu-
ated in at least one study with a pre-post, quasi-
experimental, or randomized-controlled trial
(RCT) design (see Table 22.1).

As seen in Table 22.1, all parenting training
programmes were delivered either individually,
in a group setting, or in both individual and group
settings. Most programmes were carried out in an
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Table 22.1 Parenting interventions that were evaluated in one or more studies with regard to 8 primary parenting

outcomes (18 studies in total) (according to [20])

Name of programme

Intervention type

Intervention setting | Intervention length

Project STRIVE Individual and group | Outpatient and ~1 year

in-home
Attachment and biobehavioral Individual In-home 10 sessions; 1 h/week
catch-up (ABC)
The nurturing programme for parents | Group Outpatient 23 weeks; 2.5 h/week
of children birth to 5 years old
Focus on families (FOF) [now titled: Group Outpatient 53 h; 5 h retreat, 32
families facing the future (FFF)] meetings (90 min each)
Emerging moms (EMP) Individual Outpatient Ongoing
Parents under pressure (PuP) Individual In-home 10-12 sessions; 1-2 h/

week

Family behavior therapy (FBT) Individual In-home 20 sessions; 75 min/week
Parent skills with behavioral couples | Individual Outpatient 24 sessions; biweekly
therapy (PSBCT)
Relational psychotherapy mothers’ Group Outpatient 24 sessions; 1 h/week
group (RPMG)
New choices Individual and group | Outpatient ~4 months; 2x week
Multisystemic therapy-building Individual and group | Outpatient ~1 year
stronger families (MST-BSF)
Mothers and toddlers programme Individual Outpatient 12 sessions; 1 h/week

(MTP) (now titled: mothering from
the inside out)

outpatient setting, some were delivered in the
parent’s home, and one was provided in a com-
bined outpatient and in-home setting. The length
of the parenting interventions ranged from ten
sessions to 1 year. Some of these programmes are
described in more detail below.

The retention rates in parenting interventions
embedded within integrated substance use pro-
grammes varied across studies, which is possi-
bly due to the differences in delivery method
(e.g. individual, group), setting (e.g. home,
treatment setting), and length of intervention.
Nonetheless, results indicated that parental sub-
stance use significantly decreases following
engagement in a parenting intervention in inte-
grated substance use treatment programmes.
Studies that evaluated alterations in parenting
stress after engaging in a parenting intervention
found significant pre-post intervention decreases
in parenting stress. The results on the impact of
parenting interventions on psychosocial adjust-
ment or depression among parents involved in
parenting interventions in substance use treat-
ment, however, were inconclusive: some studies
found significant improvements in psychosocial

adjustment, whereas other studies failed to find
significant differences. Results on child mal-
treatment potential were mixed as well. Whereas
some studies demonstrated significant decreases
in child abuse potential, in other studies child
maltreatment potential remained the same. With
regard to parenting behaviours, few studies
reported significant improvement following
engagement in the parenting programmes, while
one study did not find significant differences.
However, findings regarding parent-child inter-
actions indicate improvements after engaging in
a parenting intervention integrated in substance
use treatment. No study showed any form of
deterioration.

While some programmes integrated in this
review have been specifically developed or
adapted for parents (or mothers only) in sub-
stance use treatment (i.e. STRIVE, FOF/FFF,
EMP, PSBCT, RPMG, New Choices, MTP/
Mothering from the Inside Out), it is important to
note that others were not specifically developed
or adapted for the use with parents with substance
use disorder (i.e. ABC, The Nurturing
Programme, PuP, FBT, MST-BSF). Rather, they
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are parenting interventions developed for at-risk
populations that have been simply implemented
with parents in substance use treatment pro-
grammes. It must be stated, though, that both
types of programmes usually share various com-
monalities that have proven to be effective (e.g.
cognitive-behavioural elements and/or
attachment-oriented skills).

An evidence-based parenting training pro-
gramme that has not been included in the review
of Moreland and McRae-Clark [20] but has been
researched in the context of parental substance
abuse, too, is the “Strengthening Families
Programme for Parents and Youth 10-14
(SFP10-14)”. SFP also has not been exclusively
designed for parents with a substance use disor-
der but addresses this population next to other
vulnerable families with high prevention needs.
SFP is a family-based prevention programme that
consists of a parent, youth, and family skill-
building curriculum and was designed to prevent
substance use and other problem behaviours in
teenagers, to strengthen parenting skills, and to
build family strengths [21]. When researched in
families with parental substance abuse, SFP10-14
has demonstrated statistically significant reduc-
tions in family and child dysfunctions across sev-
eral ethnocultural groups when consistently
utilized [22].

It can be concluded that the positive parenting
outcomes following the inclusion of parenting
training programmes in integrated substance use
treatment programmes provide evidence that par-
enting interventions should be tailored for
substance-involved parents and provided within
substance use treatment programmes [20]. Given
the specific needs of substance-involved parents,
it seems reasonable to make specific adaptations
to evidence-based parenting interventions for use
with this population. While some programmes
have been specifically developed and adapted for
parents (or women) in substance use treatment, it
is crucial to further evaluate the use of these
interventions so that they can be widely
disseminated.

Hence, further research on the efficacy and
feasibility of parenting training programmes in
the context of parental substance use disorders
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remains necessary, especially in countries out-
side the United States. While the existing parent-
ing programmes generally can be transferred to
other countries, language barriers, cultural speci-
ficities, and organizational and financial struc-
tures of different healthcare and/or child welfare
systems might challenge adaptations outside
North America.

Remarkably, if developed for substance-
involved parents, current parenting training pro-
grammes primarily aim at mothers with a
substance use disorder. Substance-involved
fathers are often disregarded even though they
may play an essential role in rearing their chil-
dren [17]. There are only few programmes focus-
ing on the paternal role throughout substance use
treatment. One example is “Fathering for Change
(FTC)”, an individual treatment (with an optional
co-parent component and optional father-child
component) that addresses the comorbidity of
substance use disorders, domestic violence, and
poor parenting in fathers of young children [23]
(see below for more details about the pro-
gramme). FTC was able to achieve promising
effects regarding emotion regulation, anger and
aggression, and co-parenting, and it was highly
accepted among participants. Therefore, the
involvement of fathers—biological or non-
biological—should be considered more strongly
in both research and practice.

Moreover, existing evidence-based interven-
tions focus primarily on alcohol and opioids,
whereas other (illicit or prescription) drugs
remain largely unattended. Thus, there is a need
for interventions tailored to the characteristics of
parents using cannabis, benzodiazepines, or stim-
ulants, since substance-specific characteristics
need to be assumed. Following this approach, the
German “SHIFT Parent Training” for mothers
and fathers using methamphetamines is worth
mentioning. The resource-oriented intervention
is unique in its focus on addressing the specificity
of one substance while fostering parenting and
family resilience at the same time [24]. Future
studies should also consider the different severi-
ties of parental substance use disorders. With
regard to the effects on parenting behaviour and
thus on the development of children, it can be
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assumed that there is a difference between par-
ents that are in need of substance use disorder
treatment and parents that may be at the begin-
ning of demonstrating harmful patterns of sub-
stance use (e.g. binge drinking).

Most recent studies focus on so-called wrap-
around programmes, wherein multiple services
(including child welfare, health services (e.g. pri-
mary care, public health, and perinatal care), and
specialized health services, such as mental health
services) are provided at one location [25]. As
wraparound programmes are effective in engag-
ing pregnant or parenting women experiencing
substance use and other complex challenges
while also addressing gaps in services between
the health, child welfare, and addiction fields,
this promising approach should be studied fur-
ther, too.

22.3.2 Digital Parenting Training
Programmes

In everyday life, parents with a substance use dis-
order often face the challenge to organize care of
their children during treatment sessions in order
to participate in specific treatment offers, both in
inpatient and long-term outpatient treatment.
Since this is often not possible for affected par-
ents, mostly due to insufficient social or family
networks, parents are often unable to take part in
recommended treatments [26].

This situation was further complicated by lim-
ited institutional care options available in kinder-
gartens and schools during the COVID-19
pandemic. This exceptional situation made it
more necessary than ever to develop low-
threshold, online treatment services for the target
population of parents with a substance use disor-
der that would allow them to partake in treat-
ments  while fulfilling their parenting
responsibilities. Even though digital and/or web-
based interventions are a viable and effective
alternative to face-to-face contacts with health-
care providers in substance use treatment facili-
ties [27], there are several reasons that complicate
implementing them: First of all, the institutions
must have the necessary technical infrastructure
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on site. This sets enormous technical and finan-
cial challenges, especially for smaller institu-
tions. Second, institutions must train their staff in
the use of digital applications.

In addition, it requires motivation and willing-
ness on the part of patients/clients in order to
engage in novel digital healthcare offerings.
Moreover, both the implementing institutions
and the patients/clients must have reliable, inex-
pensive, or free internet access and the technical
devices that are needed. This can be a major chal-
lenge, especially for families with low incomes,
such as substance-involved families. Even in the
past years during the COVID-19 pandemic,
where face-to-face contacts had to be avoided
and web-based services became much more
important, these challenges mentioned above led
to relatively few digital services being available
for affected families in many countries [28].

In contrast, there was an increase in the devel-
opment of web-based parenting services in the
United States prior to the COVID-19 pandemic.
This was the result of an initiative of the
Substance Abuse and Mental Health Services
Administration (SAMHSA) and the National
Institute on Drug Abuse (NIDA) which was
launched due to the national “opioid crisis”. The
web-based programmes developed within this
initiative were originally designed to provide
substance-affected mothers and fathers from
rural areas with greater access to parent-specific
substance use treatment or parenting training
programmes [29]. However, the COVID-19 pan-
demic led to a need for evidence-based digital
programmes to be accessible to a much larger
number of affected families within a short period
of time. This also included that more healthcare
providers had to be trained in delivering the pro-
grammes on short notice.

At present, web-based versions are available
for the following evidence-based parenting train-
ing programme: ‘“Mothers and Toddlers
Programme (MTP)” [30], “Attachment and
Biobehavioral Catch-up (ABC)” [31], “Family
Check-Up (FCU)” [32], and “Fathering through
Change (FTC)” [23]. All of these programmes
were originally designed to be delivered in a
face-to-face setting.
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The “Mothers and Toddlers Programme
(MTP)” [30] was designed for substance-involved
mothers of infants aged between 12 and
36 months. MTP is delivered individually and
helps mothers develop more balanced representa-
tions of their children and improve their capacity
for reflective functioning (e.g. by fostering recog-
nition of the intentional nature of children’s
behaviour). Although an online version of this
programme exists, unfortunately there is no spe-
cific study data on the efficacy and feasibility of
the online version compared to the face-to-face
version of MTP.

The “Attachment and Biobehavioral Catch-up
(ABC)” programme [31] targets mothers and
fathers of infants aged between 0 and 24 months
from low-income families affected by neglect,
abuse, domestic violence, or precarious living
situations. Therefore, it is not a programme that
was designed for parents with a substance use dis-
order only, but it addresses many challenges that
affected families may face. In a recent study of
Schein et al. [33] on the online version of ABC,
43 families received ABC entirely in a telehealth
format, whereas 27 families took part in the pro-
gramme in a hybrid format (in-person/telehealth).
Findings indicate that when parents received ABC
through a telehealth or hybrid format, they showed
the results suggest that parents who received ABC
via a telemedicine or hybrid format were more
likely to implement the program’s recommenda-
tions in a pre-post comparison. These results sug-
gest that ABC can be implemented successfully
through a telehealth format.

The “Family Check-Up” programme (FCU;
[32]) was designed for lower- or middle-class
families with children aged between 2 and
17 years. It is a family-centred intervention that
promotes positive family management practices
and tries to reduce behavioural problems of chil-
dren and adolescents. Like ABC [31], FCU was
not specifically designed for substance-affected
families but focuses on challenges that may be
experienced in substance-involved families, too.
The efficacy and feasibility of the online version
of the FCU were tested in a randomized clinical
trial during the COVID-19 pandemic [34].
Participants assigned to the FCU online group
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showed significant improvements in parental
well-being, including reduced anxiety, depres-
sion, and perceived stress; adaptive parenting
skills (e.g. less negative/coercive parenting,
greater proactive parenting); and family-relational
functioning (e.g. improved co-parenting) [34].

The “Fathering through Change (FTC)” pro-
gramme [23] was developed for fathers with chil-
dren under the age of 12 years who have a history
of intimate partner violence. It addresses nine
subject areas: four that focus on parenting as a
couple and five that specifically address the inter-
action between father and child. It was developed
as an individual treatment with 60-min weekly
sessions over 16-24 weeks. The intervention
combines elements from attachment theory, sys-
temic family therapy, and cognitive-behavioural
therapy to achieve goals such as ending domestic
violence and aggression, achieving abstinence,
improving co-parenting, and reducing negative
parenting behaviour and promoting positive par-
enting behaviour. Again, this is not a programme
specifically aimed at fathers with substance use
disorder. However, it does comprise a module
that specifically addresses fathers’ substance use
and, in addition, other modules that address
related issues. Cioffi et al. [28] demonstrated in a
RCT that participation in the online version of
FTC is associated with reductions in total sub-
stance use (d = 0.14) and drinking (d = 0.26) but
not with reductions in tobacco smoking and mar-
ijuana use. Additionally, a significant indirect
effect for FTC through pre-post changes in par-
enting efficacy was found (d = 0.36).

This overview on web-based parenting train-
ing programmes suggests that there are still far
fewer web-based parenting training programmes
than face-to-face programmes specifically
designed or suitable for parents with substance
use disorder. For the existing online programmes
for parents with substance use disorders, there
are only few scientific studies on the effective-
ness and feasibility, as outlined above. Thus, in
practice, programmes are sometimes used,
whereas their benefits have not been sufficiently
scientifically studied.

However, data on the effectiveness of online
programmes for patients with substance use dis-
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orders in general have shown that the difference in
alcohol use in an internet group was non-inferior
to that of a face-to-face group in the intention-to-
treat analysis of data from the 6-month follow-up
[internet = 12.33 and face-to-face = 11.43, differ-
ence = 0.89, 95% confidence interval (CI) =—1.10
to 2.88] [35]. By contrast, the Alcohol Use
Disorder Identification Test score failed to show
non-inferiority of internet intervention compared
with face-to-face intervention in the intention-to-
treat analysis at 6-month follow-up (inter-
net = 12.26 and face-to-face = 11.57, d = 0.11,
95% CI = —0.11 to 0.34). Therefore, it could be
assumed that internet-delivered treatment was
non-inferior to face-to-face treatment in reducing
alcohol consumption among help-seeking patients
with alcohol use disorder but failed to show non-
inferiority on some secondary outcomes.

The COVID-19 pandemic and its related
altered societal conditions throughout the world
will probably increase the offer of digital inter-
ventions—both individual and group interven-
tions—in the long term (not only in the context of
substance use disorders). It is to be expected that
more web-based interventions are going to be
developed, implemented, and evaluated.
Hopefully, significantly more evidence-based,
specific web-based parenting training pro-
grammes for mothers and fathers with substance
use disorder are going to be available in the
upcoming years. In order to apply them on a large
scale, it will be necessary to develop political
strategies to improve the technical infrastructure
in institutions providing healthcare and social
services for substance-involved (and other at-
risk) families worldwide. Furthermore, parents
affected by a substance use disorder must be pro-
vided with low-cost access to an adequate IT
infrastructure that is required for participation in
web-based interventions.

22.4 Evidence of Parenting
Training Programmes

Parenting training programmes are complex inter-
ventions as they contain various therapeutic ele-
ments. Depending on the structure of the social
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and healthcare system of the country in which they
were developed and evaluated, they are imple-
mented by different types of healthcare and/or
social welfare providers. Thus, researching the
effects of parenting training programmes can be
challenging, as not all institutions are able to con-
duct studies according to high methodological
standards. However, if researched, the method-
ological designs of the various studies on parent-
ing trainings programmes differ from one another,
with some studies using RCTs and others using
quasi-experimental designs. In the latter, study
participants are free to choose whether to partici-
pate in the intervention group receiving the parent-
ing training programme or in the control group
with participation in treatment as usual (TAU).
This may have led to an overestimation of effect
sizes in studies designed in this way, as mothers
and fathers with greater motivation to change were
more likely to participate in the intervention group
than parents with rather low motivation. However,
quasi-experimental study designs provide all par-
ents who want to participate in a specific parenting
training programme with immediate access.
Consequently, quasi-experimental study designs
make sense, too, especially regarding ethical rea-
sons. The earlier parents receive treatment, the ear-
lier their children can benefit from it. In addition,
not all parenting training programmes can be
researched in a RCT. It is very difficult to compare
newly developed parenting training programmes,
because there is no same TAU or other standard-
ized control intervention with which the pro-
gramme can be compared. Thus, all programmes
are compared to different TAUs or different treat-
ments, leading to impaired comparability between
parenting training programmes. In the future, it
may be helpful to define one “standard interven-
tion” that will serve as a control intervention for
new specific parenting training. Based on the evi-
dence of the existing programmes to date [36], the
“Triple P—Positive Parenting Programme” might
be considered as an option, as it provides encour-
aging evidence that families at risk for substance
use issues could profit from this programme even
when implemented mostly online [37].

Another challenge in assessing the evidence of
parenting training programmes is finding the
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“best” outcome criterion. As outlined in the
review by Moreland and McRae-Clark [20], most
evaluation studies of parenting programmes focus
predominantly on parenting-associated character-
istics such as parenting stress, psychosocial
adjustment, depressive symptoms, child abuse
potential, parent-child interaction, and other par-
enting behaviours or on changes in substance use
of parents. Furthermore, the studies examined
programme retention. For example, the evaluation
study on the STRIVE programme focused on the
outcome criteria programme retention, depressive
symptoms in parents, and child abuse potential. In
contrast, the evaluation study of the Attachment
and Biobehavioral Catch-up (ABC) programme
examined programme retention and parent-child
interaction as outcome criteria. The evaluation
study of the Nurturing Programme for Parents of
Children Birth to Five Years Old had defined child
abuse potential and parent-child interaction as
outcome criteria. In the evaluation of the Focus on
Families (FOF) programme, the outcome criteria
chosen were programme retention and parenting
stress, whereas in the evaluation study of the
Emerging Moms Programme (EMP), the out-
come criteria were programme retention, sub-
stance use, psychosocial adjustment, and child
abuse potential. In the evaluation studies of the
Parents Under Pressure (PuP) programme, pro-
gramme retention, substance use, parenting stress,
and child abuse potential were selected. The eval-
uation study of the Family Behavior Therapy
(FBT) used the outcome criteria programme
retention, substance use, and child abuse. The
Parent Skills with Behavioral Couples Therapy
(PSBCT) used the outcome criteria programme
retention, substance use, and other parenting out-
comes in its evaluation study. In the Relational
Psychotherapy Mothers’ Group Programme
(RPMG) evaluation studies, the outcome criteria
were programme retention, substance use, psy-
chosocial adjustment, depressive symptoms, and
child abuse potential. In the evaluation study of
the New Choices programme, programme reten-
tion, substance use, and depressive symptoms
were used as outcome criteria. In the evaluation
study of the Multisystemic Therapy-Building
Stronger Families (MST-BSF), the outcome crite-

ria used were substance use and depressive symp-
toms, whereas in the evaluation studies of the
Mothers and Toddlers Programme (MTP), the
outcome criteria used were programme retention,
substance use, parenting stress, psychosocial
adjustment, depressive symptoms, and parent-
child interaction.

The different outcome criteria of the presented
evaluation studies on parenting programmes sig-
nificantly limit the comparability of their results.
In addition, the measuring points of the presented
studies differed significantly from each other,
which in turn affects comparability. In order to
improve the comparability of established and
new parenting programmes in the future, homo-
geneous parenting-related outcome criteria and
evaluation time points should be defined.

Additionally, it seems useful not only to focus
on changes in parenting behaviour, as has been
done so far, but also to consider direct effects on
children’s behaviour including psychosocial
health markers. An appropriate instrument for
screening changes in children’s behaviours can be
the Strengths and Difficulties Questionnaire
(SDQ; [38]). However, studies assessing chil-
dren’s variables must be conducted in longitudi-
nal study designs with several follow-up
measuring points, since the effects of an interven-
tion on a child’s behaviour can sometimes only be
detected with a longer latency. Ideally, all studies
including child assessment are designed and coor-
dinated by multidisciplinary study teams, includ-
ing experts of child and adolescent psychiatry.

In sum, the evidence base for parenting train-
ing programmes for substance-involved mothers
and fathers must be improved. Whenever possi-
ble, future validation studies should perform
RCTs with a standardized TAU or control inter-
vention (e.g. “Triple P”’). Outcome criteria should
include changes in both parents’ and children’s
symptoms, behaviours, and/or experiences.

22.5 Conclusion
It is widely acknowledged that substance use dis-

orders and parenting interact in a complex man-
ner with each other, as one complicates the other.
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Numerous studies have demonstrated the unfa-
vourable living conditions in substance-involved
families, which include a negative impact on the
family environment and the dyadic parent-child
relationship. Both may lead to adverse outcomes
for affected children, e.g. the development of
substance use disorders at a later age and/or other
mental health problems.

Therefore, it seems crucial to integrate parent-
ing training programmes into substance abuse
treatment. Most evidence-based parenting train-
ing programmes that have been researched in the
context of parental substance use disorders can
be found in the United States. Adaptations out-
side the United States seem feasible; however,
cultural specificities as well as differences in the
healthcare and/or youth welfare systems need to
be taken into account. Whereas most parenting
training programmes were developed to be deliv-
ered and evaluated in face-to-face settings, the
COVID-19 pandemic has led to several pro-
grammes also being offered digitally.

Even though many parenting training pro-
grammes have been proven effective, more
research is needed to develop and evaluate pro-
grammes that address more specific target groups
(e.g. fathers) and/or substances (e.g. other drugs
than alcohol or opioids) and that can be delivered
in different settings. Web-based interventions
will become even more important in the future.
The advantages of web-based interventions are
that parents do not have to arrange for someone
else to look after the child at the time of treatment
and that families from rural areas can be reached
more easily. However, the prerequisite for this is
that affected families are technically equipped
accordingly.

In order to ensure the quality of face-to-face
and digital interventions in the long term and to
facilitate sustainable financing, they should be
evaluated according to high methodological stan-
dards, ideally within studies with RCT designs,
even though this may be challenging in some
settings.

Lastly, mandatory networking between insti-
tutions from different systems such as substance
abuse treatment, other medical and child welfare
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services seem to be effective measures and should
be further expanded.
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23.1 Introduction

This chapter identifies the needs of children
affected by parental substance misuse (PSM) in
relation to professional support. The findings
from existing literature presented in Chap. 5
illustrated the interconnected risk factors experi-
enced by children living with PSM and of their
severe and enduring nature. Chapter 5 stressed
the need for children’s voices to be heard and the
need for trusted adults to act as a buffer against
the often-multiple risk factors, to afford children
the opportunity to recover from adversity and
trauma. As a continuation, this chapter critically
engages with existing literature on the current
models of intervention for children living with
PSM. The purpose of this chapter is not to deci-
pher which model of intervention is best, but to
explore through a trauma-informed lens the prac-
tice principles needed to effectively respond to
children affected by PSM.
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23.2 Exploration of International
Models of Intervention

23.2.1 Interventions Aligned
to Adult Treatment Services

Much of the research surrounding interventions
for children affected by PSM has primarily
focussed on two types of intervention: those
directed at increasing positive parenting and peer
group models aimed at building mutual support
for children.

‘Trampoline’ is a community-based 9-week
programme focussed on children aged 8—12 years
living with a parent who misused substances [1].
It is an educational intervention programme
focussed on ‘fun and play’ designed to support
children with their ability to cope with stress.
While the intervention did not demonstrate any
changes in self-efficacy, self-perception, physical
stress symptoms and in other health-related
quality-of-life aspects, it did result in improved
‘addiction-related knowledge’.

The Family Competence Programme (FCP)
adapted from the Strengthening Families
Programme (SFP) is another example of inter-
vention designed to prevent ‘adaptation prob-
lems’ in children and young people at risk of
‘delinquency, academic failure and absenteeism
at school, drug use’ [2]. Delivered over 14 weekly
sessions, the FCP was designed to increase par-
ents’ ‘value of children’ to prevent or decrease
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the risk of neglectful parenting alongside ‘train-
ing children’ in life skills, understanding and
managing feelings, accepting criticism and
praise, problem-solving, communication skills
and the ‘making and keeping of positive friend-
ships’ [2].

The AFP results in improved ‘family relation-
ships, family bonds and cohesion’, as well as
improved parent-child relationships observed
through positive play and interaction [2].
However, it is not clear if these positive outcomes
are sustained beyond the programme.
Furthermore, neither of these programmes were
accessible to children whose parents were not
engaged in adult treatment services and hence are
likely to be more vulnerable (see Chap. 5).

Another example of an intervention for chil-
dren that is aligned to adult substance misuse
treatment services is the Family Behaviour
Therapy (FBT) model. The inclusion of children
in the FBT model is designed to support children
to reinforce positive parenting behaviours, to
strengthen the parent and child relationship and
to teach children home safety skills [3]. There are
significant strengths in the FBT model in relation
to a whole family approach. Similar to the Family
Competency Model, it brings families together to
talk openly about their struggles and to gain
advice and guidance to support parents receiving
substance misuse treatment. The structured FBT
sessions with children appear to focus on the
needs and wellbeing of parents and not of the
emotional health and wellbeing of the children.
FBT sessions with children are centred on teach-
ing children to support their parents with home
tasks such as grocery shopping and praise their
parents [3]. The rationale for the design of the
FBT sessions with children are outlined by
Donohue et al. [3]. Along operant conditioning
lines, if children are perceived by parents to be
reinforcing to them, parents are more likely to
reciprocate positive behaviours with their
children.

Arguably, the design of this FBT model of
intervention, while it seeks to improve family
relationships and increase positive parenting
behaviours, places an unnecessary and unfair
burden on children. It almost suggests that if the
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children change their behaviour, this would lead
to improved parenting and reduced PSM.

Further developments have emerged from
studies in Australia in response to PSM and the
negative impact on children [4]. The ‘Parents
Under Pressure’ (PuP) programme is an intensive
intervention for parents who have been pre-
scribed methadone. PuP is underpinned by the
notion that in order for a parent to provide a nur-
turing and sensitive caregiving environment, a
parent needs to manage their substance misuse
[4]. Though PuP does not directly support chil-
dren affected by PSM, there is a positive indirect
impact on children—significant reduction in
cases of child abuse—as well as positive changes
in parents’ behaviour and increased engagement
in substance misuse treatment [4]. Thus, PuP too
responds to the support needs of parents but does
not afford children the same right to support, to
overcome trauma and the possible neglect and
abuse they have suffered.

23.2.2 Time-Limited Models
of Intervention

M-PACT (Moving Parents and Children Together)
is an example of innovative practice and one of
the growing number of interventions in the United
Kingdom for children affected by PSM [5]. The
8-week programme combines individual support
for children, their parents, family and whole fam-
ily group sessions. The programme covers topics
such as making sense of addiction, family com-
munication, feelings/beliefs and safety [5]. It
helps to increase openness and honesty, strengthen
family relationships and reduce family conflict
[5]. As with other models of intervention explored
within this chapter, the support available to chil-
dren through M-PACT is reliant on their parents’
engagement. The structured, time-limited design
of the model is highlighted as a limitation by prac-
titioners, parents and children, as it is felt that
children and families need support for longer than
the programme’s duration [5].

A further example of an intervention model
for children affected by PSM is the ‘Steps to
Cope’ model in North Ireland [6]. The ‘Steps to
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Cope’ model is adapted from the 5-Step Method
that was developed in response to the needs of
adult family members affected by substance
misuse [7]. Steps to Cope is a short-term inter-
vention for children and young people aged
11-18 years affected by PSM and/or parental
mental ill health. The overarching aim of the
intervention is to support children affected by
PSM and the associated risk of harm (including
adverse childhood experiences) ‘so that they are
better protected from harm, more resilient and
more able to deal with the impact caused by these
adversities’ [8 p. 2]. Sipler et al. suggest that the
Steps to Cope intervention can be delivered over
five to six sessions, although it is acknowledged
that due to the complexity of risk factors and the
length of time children have experienced the neg-
ative impact of PSM, this intervention may need
to be delivered over a longer period of time [8].

It would appear that although time-limited and
structured interventions may meet the needs of
adults, they do not necessarily meet the needs of
children affected by PSM. For the intervention to
meet the needs of children affected by PSM,
there is a need for more flexibility, especially
when children are faced with multiple risk factors
and crises, which makes it challenging to work
with a structured, sequential and time-limited
intervention [6]. Hence, it is recommended that
interventions such as the Steps to Cope ‘should
be part of a range of services and interventions
which are available and delivered as part of a
stepped care approach’ [8].

23.2.3 Interventions Aligned
with Statutory Children’s
Social Work

The limitations of existing models of intervention
for children affected by PSM presented within
this chapter have included interventions being
time limited, being aligned to adults’ substance
misuse treatment services and/or reliant on
parental engagement. These effectively deny
children the right to access support in their own
right or when their parent is not engaging in adult
treatment services. This potentially represents a
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further exclusion and missed opportunity to
respond in a timely fashion to the needs of chil-
dren affected by PSM.

Option 2 is an ‘intensive family preservation’
model of intervention in the United Kingdom
which is designed to support families at ‘crisis
point’ and where there is a risk of children ‘enter-
ing care’ due to PSM [9, 10]. While this interven-
tion shows positive impact through children
being able to talk to their keyworker, improved
family relationships and support to reduce sub-
stance misuse, this is not sustained beyond the
duration of intervention delivery [9]. Additionally,
while the intervention does not reduce the ‘likeli-
hood of children entering care’, it does delay this
outcome [9]. Thus, a brief intervention which is
only available to children and parents, at ‘crisis
point’ of severity, is not enough to reduce the risk
of harm to children and support parents to achieve
sustained change [10].

Furthermore, the short-term design of Option
2 leaves many parents with a sense of abandon-
ment when the intervention comes to an end [10].
Finally, there is a feeling from parents that had
the intervention been available earlier, before the
point at which families are entering care proceed-
ings, then the negative impact of PSM and the
complexity of risk factors endured by children
could be prevented [10]. Thus, it might be that
Option 2 would be better considered as the start
of help for these families, and the other supple-
mentary help that the children might benefit from
needs to be explored further.

The focus on models of statutory intervention
for children living with PSM and who are likely
to have suffered and endured significant risk fac-
tors (see Chap. 5) can be seen with the develop-
ment of the Family Drug and Alcohol Court
(FDAC) in the United Kingdom. FDAC is an
alternative to family court care proceedings and
is designed to support parents struggling with
their substance misuse, to reduce the risk of harm
to their children, through joint working with
social care, health, adult substance treatment ser-
vices and housing and probation teams [11, 12].

The initial indications were promising in that
FDAC appeared to be more inclusive and respon-
sive to parents’ needs, and positive outcomes
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including parent and child reunification, parents
remaining in treatment for their substance misuse
and a reduction in PSM were achieved [11].
Though FDAC had been found to support posi-
tive change, a longitudinal study involving fami-
lies 5 years after FDAC had ended raised
significant concerns. This included the number of
families who had been known to children’s social
care for more than 10 years [12]. Furthermore a
quarter of all mothers over the follow-up period
had suffered domestic abuse and had continued
to misuse substances. Finally, a third of all the
children who were reunited with their parents at
the end of FDAC had either developed or contin-
ued to display anxiety, self-harm, violence,
offending behaviour and bed-wetting [12].

This raises the question, as with the Option 2
intervention, regarding what could be done ear-
lier to support children and their parents, how
long a child has to endure PSM and the associ-
ated risk factors before support is available to
them and whether family drug courts only post-
pone decisions about the best ways to achieve the
long-term interests of children [12, 13].

The development of interventions for children
affected by PSM is welcomed, but as this chapter
has highlighted, there are limitations to existing
models, which are often brief, time-limited mod-
els of intervention and exclude children whose
parents are not accessing adult treatment ser-
vices. A further significant limitation is the length
of time children have to endure a complex web of
risk factors before specialist support is available
to them. The response to children affected by
PSM needs to be meaningful, as Kroll outlines:
Children need to be seen, heard and engaged with
on a real level if they are to feel confident about
being helped. Communication between profes-
sionals needs to be made open, and the child’s
perspective needs to be brought firmly into the
entire assessment process so that workers can
gain a sense of what children’s lives are really
like [14].

Interventions that simply focus on reducing
risk factors by reducing substance misuse and
focussing on the needs of parents neglect the
actual needs of children affected by PSM, as
interventions are not structured to provide ongo-
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ing support that is flexible and responsive to the
needs of children [15].

23.3 A Mandate for Systemic
Change

23.3.1 Impact of Short-Term
Interventions

The findings from research presented in Chap. 5
illustrated the precariousness and complex risk
factors experienced by children affected by PSM,
which can be long-standing and with little respite
[16]. Models of intervention that focus solely on
the reduction of risk factors, namely, reduced
substance misuse or abstinence, do not take into
consideration the long-term emotional health
needs of children. Research findings have drawn
attention to the needs of children when positive
change has been achieved, as children may con-
tinue to suffer from emotional turmoil during
periods of abstinence; this time of reduced risk
factors can lead to children feeling ‘unsafe due to
the dread of resumption’ [15].

Todman and Galvani [17] stress the need for
practitioners to understand the long-term impact
on children due to exposure to prolonged periods
of unpredictable parent behaviour and children’s
experience  of  suffering  hypervigilance.
Hypervigilance is a term adopted to describe the
symptoms children experience when anticipating
the next domestic abuse incident, including
‘exaggerated startle’, struggling to fall asleep,
thinking about violence and difficulty regulating
their emotions [18]. The impact of unpredictabil-
ity on children’s emotional health and of the
anticipation of when, or if, their parent may
relapse evidences the need to understand the
impact of hypervigilance in children affected by
PSM [17].

The impact of PSM on children and their need
for longer-term support is evidenced in the find-
ings from safeguarding practice reviews, where
an investigation has taken place following the
significant injury or death of a child in England
[19, 20]. The complexity of risk factors endured
by children affected by PSM and the increased
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stresses experienced by families, exacerbated by
poverty, can lead to child neglect, abuse and
fatality. As Brandon et al. outlined: ‘The links
between domestic abuse, substance misuse and
poverty are complex and often inter-dependent
[...]. Substance misuse can result in money
needed for food and clothing being diverted to
satisfy parental needs. Short-term solutions fol-
lowed by case closure leaves children at risk.
Practitioners need to understand how poverty
affects children and, through hearing their voices,
seek to safeguard and improve the quality of their
lives’ [20].

Despite the overwhelming knowledge of the
impact of PSM on children and the overrepresen-
tation of PSM in statutory children’s social work,
training for frontline practitioners on substance
use and PSM is still not routine [16]. This failure
to provide adequate training for practitioners to
understand the needs of children affected by
PSM has been known for over 30 years [21]. A
lack of training for frontline practitioners, time-
limited interventions and the findings from safe-
guarding practice reviews evidence that children
living with PSM continue to suffer the conse-
quences of a fragmented inadequate system; ‘in
the end it is the children who are paying the price
for inadequate policy responses’ [22].

23.3.2 Child-Centred Interventions

The findings presented in this chapter have illus-
trated that there is a clear endeavour to respond to
the needs of children living with PSM. However,
there are significant limitations to existing mod-
els of intervention, including support being time-
limited and often dependent on parents’
engagement with services rather than the child’s
own right. Therefore, there is a clear mandate for
change in recognizing and responding to the
actual needs of children affected by PSM.

In considering what a model of practice/inter-
vention means, Stanley [23] suggests that it is:

[...] a particular way of, or approach to, working

with children and families. It is values-based and,

when successful, transformative [...] When it’s
done carefully and well, innovation moves social
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work forward and that leads to better decision-
making and more impactful direct work with chil-
dren and families.

Models of intervention must reflect the pre-
senting challenges for children and their families,
and any model of intervention needs to maintain
a continuous focus on the needs of children [23].
Further, a model of intervention which responds
to the needs of children affected by PSM must
align with the key principles of child-centred
practice. O’Reilly and Dolan [24] identify these
key principles as being:

¢ A child’s right to participate

e Children’s need to be listened to

* Practitioners spending time with children and
utilizing age-appropriate communication,
through playful and creative practice skills

* Providing a child-friendly environment

* Ensuring that the voice of children is central to
decision-making

As outlined from the beginning, the purpose
of this chapter is not to determine which model of
intervention supersedes another but to critically
engage with the limitations of existing models. In
response to the limitations, including a lack of
training for frontline practitioners regarding PSM
and the time-limited interventions that are
weighted towards the needs of parents and
aligned to adult services, the British Association
of Social Work [17] has proposed a model of
practice to afford a child the opportunity to
recover from the web of risk factors they have
experienced, many of which will have been
severe and enduring. This proposed model of
practice outlines the minimum support children
affected by PSM need as follows:

* Provision of support that is not time-limited.
Care plan tailored to a child’s unique needs

e Child-centred, creative and therapeutic sup-
port. Hearing the child’s voice

* Specialist support for children not dependent
on parental engagement

* Reduce social isolation. Involvement in posi-
tive activities. Chance to meet other children
who live with a parent who uses substances
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* Improving understanding and responses in
school. Relationship building between child
and trusted adult in school

* Increasing support networks. Emergency and
longer-term emotional support

e Long-term support for emotional recovery
from trauma, access to specialist therapy.
Pathways with child mental health services

A mandate for change is needed, and only by
addressing the complexity of PSM through the
provision of specialist services that respond to the
actual needs of children living with PSM can the
gap between research and practice be bridged [16].

23.4 Conclusion

This chapter has explored existing models of
interventions which seek to support children
affected by PSM. The literature presented in
Chap. 5 and within this chapter evidence the
complex web of risk factors experienced by chil-
dren, which can be severe, enduring and, as evi-
denced in the findings from safeguarding practice
reviews, even fatal.

The evaluative studies evidence the clear
endeavour in policy and practice to respond to the
needs of children affected by PSM; however, the
limitations explored within this chapter highlight
that current models of intervention fall short of
responding to children’s needs. The limitations
include the exclusion of specialist support being
available for children whose parents are not
engaging in adult treatment services. Worryingly,
given the depth of knowledge about the negative
impact of PSM on a child’s life, many models of
intervention are only accessible after children
have endured multiple risk factors, which have
become so severe that a child is at significant risk
of harm. Few preventative services are available,
meaning that situations have to become severe
before any services are offered.

A theme throughout this chapter has been the
time-limited structure of interventions. While
structured brief interventions may be appropriate
for some adult family members and some chil-
dren, the voices of parents and children identify
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the need for longer ongoing support. There is also
a major gap in our knowledge of the long-term
impact of such interventions and whether posi-
tive changes made by parents during brief inter-
ventions are sustained. One evaluative study of
the Family Drug and Alcohol Court [12] raised
significant questions about the impact of brief
interventions, which may prolong decisions
being made by social workers and the courts
about what is in the best interest of the child.
Further, despite the long-term impact of child-
hood adversity, compounded by socio-economic
factors including endured poverty, coupled with
reduced community resources, it is little wonder
that current brief interventions are attractive even
though they do not provide clear evidence of hav-
ing achieved a sustained positive impact for chil-
dren and their families.

In response to the limitations, including a lack
of training for frontline practitioners regarding
PSM, short-term interventions aligned with adult
treatment services and/or statutory social work,
the wider infrastructure within policy and prac-
tice needs overhauling to address children’s
access to support and intervention at the time of
need and for as long as necessary.

This chapter has highlighted the overdue need
for models of intervention to be designed and
delivered through a trauma-informed lens and
framed by the key principles of child-centred
practice. It is vital that children are afforded equal
rights to adults, including the choice and auton-
omy in decisions made about the level of support
they require and, above all, for the support they
receive to be meaningful. Children affected by
parental substance misuse need and deserve much
better. Government, commissioners, researchers
and service providers need to understand the lived
experience of children and respond to their actual
needs, or we will continue to fail them, with nega-
tive consequences for all concerned.
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24.1 Introduction

For many AFMs, support is not readily available,
even though they, like caregivers of adults with
other chronic conditions [1], experience a high
burden. Barriers to help-seeking still exist, and
there is a need for low-threshold support. Shame,
embarrassment, stigma, denial and guilt are com-
mon barriers to help-seeking [2, 3]. In addition,
opening hours, the distance to facilities or a lack
of knowledge about possible support, limited
coping strategies and misinformation about men-
tal health can be obstacles when seeking help [4,
5]. Those AFMs seeking help appear to favour
low-intensity interventions such as self-help,
telephone or online support [3]. A recent study
shows that AFMs of persons with gambling prob-
lems who seek help in German counselling cen-
tres averagely take part in three counselling
sessions, underlining the value of brief and low-
intensity interventions [6].

In 1998, Barber and Gilbertson published
their first paper on brief interventions for family
members, stating that self-help is a viable way to
support AFMs [7]. Up until now there has been
very little research on brief or low-intensity inter-
ventions for AFMs, with only a few publications
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on this topic, most of which refer to the 5-Step
Method ([8, 9]; see also Chap. XXX).
Furthermore, studies comparing group settings
versus workbooks showed no significant differ-
ences between both interventions [10, 11]. With
increasing access to the internet, internet-based
interventions for AFMs were also developed and
tested [2, 12, 13].

For AFMs, reasons for using internet-based
counselling include convenience, privacy and
anonymity and a liking for the unique features of
the online therapeutic approach [13]. Web-based
interventions' offer this anonymity and privacy,
which is important for highly stigmatized topics
[12] and enables the so-called online disinhibi-
tion effect, which involves people being more
open in sharing their emotions and conflicts in
virtual spaces. Therefore, web-based pro-
grammes have the potential to overcome existing
barriers and offer an entry point to further ser-
vices [12, 13]. They also have the potential to
reach a clientele that is not actively seeking help
but merely browsing for information about sensi-
tive or stigmatized topics [12] and searching
online for health information on behalf of their
family members. A recent study on AFMs of per-
sons with gambling problems shows that the
main interest of AFMs in seeking help is often to
get information about ways to deal with the per-

'We use the terms web-based interventions, online pro-
grams, e-mental health programs and internet interven-
tions interchangeably.
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son with the gambling problem, define boundar-
ies and responsibilities and receive concrete
advice [6]. Reasons for seeking assistance online
are very similar: AFMs of persons with gambling
problems seek ways to encourage their family
member to decrease gambling time or money
expenditure [14]. They also expressed an interest
in enhancing their coping abilities and obtaining
personal support; this involved addressing a wide
variety of issues related to the person with gam-
bling problems or the repercussions related to
gambling problems, e.g. financial management,
legal options, crisis management, relationship
advice and mental and physical health [15].

Self-directed interventions, such as work-
books or online modules, have been suggested as
low-cost, easily accessible minimal treatment
options. The current findings imply that low-
threshold online interventions, e.g. EfA [12] and
Gambling Help Online [13], may effectively
reach new clients and fulfil their needs. As an
added advantage, online interventions broaden
the reach of existing programmes, making it pos-
sible to provide support to individuals who may
be unable to attend in-person due to time or travel
constraints or restrictions. Considering the
impact of addiction on families, it is crucial to
make appropriate interventions for AFMs widely
available and accessible.

24.2 Digital Media
in Psychotherapy

and Counselling

Digital media has been used in therapy and pre-
vention for nearly 40 years, with the first pro-
grammes for contingency management in alcohol

U. G.Buchnerand C. M. L. Eberl

use as well as for the prevention of alcohol and
substance misuse in adolescents being tested in
1985. Until the SARS-CoV2 pandemic, many
psychotherapists and counsellors were rather
critical of the use of online treatment. Due to
pandemic-related contact restrictions, their will-
ingness, especially regarding video calls, was
drastically increased [16].

There are various ways to integrate digital
media into psychotherapy. The approaches differ
in terms of the extent of self-monitoring by par-
ticipants and intensity of care provided by profes-
sionals and can also combine online and offline
sessions. The most common internet interven-
tions can be described along two dimensions:
firstly, the degree of automation, i.e. how much
the intervention is automated through self-help
programmes or apps versus personally delivered
by therapists, and secondly, the ratio of therapy
elements that are delivered remotely versus in
person (see Table 24.1). The features can be con-
trolled, combined and modified in various ways
in order to address clients’ specific needs and
proved stepped care. Unguided or guided self-
help programmes with little support can be used
as a starting point and meet the criteria for low-
intensity interventions.

While guided self-help programmes are simi-
larly effective as face-to-face psychotherapies,
unguided self-help programmes often come with
high dropout rates and smaller effects [18]. In
blended therapy as well as in video therapy and
guided self-help, a good therapeutic relationship
can be established via the internet [17]. The main
challenges in internet interventions include ensur-
ing the qualification of providers and content, the
confidentiality of data and patient safety [17].
Ethical recommendations for the use of mobile

Table 24.1 Categorizations of internet interventions based on the degree of automation and delivery mode according

to ([17]; table by the authors)
Therapy delivered
Personally by therapists

On site
Traditional psychotherapy

By therapists and -
automated

Automated through -
programme or app

On site and remotely
Blended therapy: face to
face and email/chat/video
Blended therapy: face to
face, email/chat and programme with different
self-help programme degrees of support
- Unguided self-help
programme

Remotely

Video therapy, therapy by
chat or email

Guided self-help
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phones or devices in clinical settings, e.g. con-
cerning anonymity and de-identification, third-
party data usage, storage and transmission of data
and access as well as regulation of e-mental health
programmes, must be followed [19].

Often online programmes are developed as part
of research projects and discontinued after the
funding period ends. At long last, there are some
countries, including Australia, the Netherlands,
the United Kingdom and the Scandinavian coun-
tries, where internet interventions are already an
integral part of the care system [17, 20]. In other
countries, internet interventions have not yet been
implemented into routine practice. Internet inter-
ventions yield not only the potential for low-
threshold interventions but also the advantage of
cost-efficiency [20]. The applications are expected
to contribute to the reduction of costs in psychiat-
ric and psychotherapeutic care [20].

24.3 Therapeutic Approaches
and Techniques

Looking at web-based interventions for AFMs,
there are two questions to consider: First, which
therapeutic approach can generally be used for
online adaptation? Second, which approaches
work best for AFMs? Regarding the first ques-
tion, both online therapy and blended care
approaches are open to any therapeutic school.
To date, cognitive-behavioural approaches are
often used for online interventions, whereas psy-
chodynamic or systemic approaches are rare.
Also, it is known that internet interventions are
not beneficial for higher symptom severity [20].
Therefore, these interventions are suitable for
mild-to-moderate impairment or harm of AFMs.

As to the second question, a recent scoping
review showed that interventions for AFMs
emphasize on coping skills, improvement of the
family relationships’ quality and the rise of
AFMs’ understanding of addictions through psy-
choeducation [21]. These results can be seen in
different countries and backgrounds, e.g. a review
on psychosocial interventions for AFMs in low-
and middle-income countries also revealed pro-
viding information regarding addiction, teaching
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coping skills and providing support as common
components [15]. In a systematic review [22] of
nine AFM interventions (three AFM-directed,
four for couples and two low-threshold online
interventions), no single intervention emerged as
preferable in terms of content. However, a well-
defined structure and content make some inter-
ventions more attractive for systematic
implementation and examining the mechanisms
of change. To address the diverse needs and
requirements of specific subgroups of AFMs,
interventions must be tailored accordingly and
encourage adherence where necessary [22].

24.4 Factors for Uptake
and Effectiveness

Considering that most people with problems
related to addiction do not seek help from addiction
services, low-threshold digital treatment options
are a way to establish a bridge to local addiction
support and enable better care. There is consider-
able evidence in several systematic reviews for the
effectiveness of internet-based interventions target-
ing substance-related disorders [23, 24].

Keeping in mind that unguided self-help pro-
grammes often come with high dropout rates,
offering therapeutic guidance could contribute to
higher retention rates. All in all, the addition of
professional psychological support to web-based
interventions has shown beneficial effects. The
different needs and experiences of AFMs can be
met through tailoring and customization. A multi-
component intervention that incorporates behav-
iour change techniques like stress management,
problem-solving and graded tasks [25] could
therefore unfold unrealized potential impacts of
web-based interventions.

24,5 Learningsfrom Support
for Caregivers in Other
Chronic Conditions

A review of web-based interventions to improve
mental health in caregivers classifies web-based
interventionsaccordingtotheircomponents[1]:single-
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component interventions with information/edu-
cation versus multicomponent interventions with
either information/education combined with peer
support and/or professional support and/or moni-
toring. Studies included in this review show
improvements in mastery or self-efficacy,
reduced burden and strain and enhanced quality
of life, indicating that web-based interventions
might lead to enhancements in mental health,
general caregiving and general health outcomes
[1]. However, based on this review, it remains
unclear which type of web-based interventions
are most effective and for which individuals [1].
Systematic reviews of web-based interven-
tions for caregivers of individuals with
Alzheimer’s disease and related dementias have
reported that interventions leading to improved
AFM health outcomes possess the following
characteristics: (1) they allow for individual tai-
loring by offering choices in various aspects of
the intervention, (2) they include multiple com-
ponents and (3) they are psychoeducational inter-
ventions [26]. All in all, the study emphasizes
that support for caregivers is important and their

Modul 1:
Introduction

Module 2:
Values

Module 3:
Mindfulness
relaxation exercises.

Module 4:
Wellbeing

Module 5:
Behavioural
activation

confidence in their capacity to achieve a positive
future needs to be strengthened [26].

In the following, an internet intervention for
caregivers of people with a physical or mental
disability is described, the results of which could
be useful to transfer to AFMs.

StressLess: A Mobile App-Based, Self-
Directed Psychological Intervention

for Caregivers of Family/Friends

with a Physical and/or Mental Disability [27]
StressLess is a self-guided, 5-week programme
rooted in the principles of second- and third-wave
cognitive-behavioural therapies (CBTs). The
programme is delivered via mobile application
and offers psychoeducation through various
mediums such as text, video, audio and visuals,
along with a sequence of interactive tasks or
activities. The content of the five modules can be
seen in Fig. 24.1. In addition to the core modules,
a troubleshooting tab is provided, offering a
range of stress-relieving activities, such as body
scan relaxation and breathing techniques to dif-
fuse negative thoughts.

e Overview, including instructions on how to use the app, as well as
psychoeducation about stress reduction and introduction to third
wave cognitive behavioural therapies.

|dentifying core personal values across different life domains
(work, relationships, play/leisure and health), understanding the
difference between values and goals, value-oriented goal setting.

Increasing mindful awareness of sensations, thoughts and feelings
without judgement and unnecessary attempts to change their
frequency and form, mindful breathing and progressive muscle

Positive psychology techniques, e.g. gratitude diaries and positive
imagery, cognitive restructuring to reduce negative affect and
increase self-esteem and optimism.

Monitoring daily activities including those reflecting the different
life domains, increasing exposure to pleasant or valued activities,
savouring pleasant experiences.

Fig. 24.1 Modules of StressLess according to ([27]; figure by the authors)



24 Low-Intensity Interventions with AFMs

The most utilized modules were those focused
on psychoeducation and values -clarification,
while those on mindfulness, well-being and
behavioural activation saw less usage. The usage
pattern observed in this study suggests that par-
ticipants selectively engaged with specific mod-
ules, potentially reflecting their high-stress and
time-constrained circumstances. These findings
indicate the importance of designing flexible
interventions, particularly for AFM populations,
as they allow individuals to customize pro-
grammes to suit their unique needs.

Participants rated the overall quality of the app
highly. The intervention group saw a decrease in
stress and symptoms of depression from the
beginning to the end of the intervention. These
improvements were even more pronounced from
the end to the intervention to the follow-up stage,
with the intervention group consistently report-
ing reduced levels of depression and increased
levels of emotional well-being, optimism, self-
esteem, familial support, support from significant
others and subjective well-being.

Availability The programme is no longer avail-

able online.

Internet Interventions
for AFMs: State of Research

24.6

Currently, there are different national and inter-
national programmes available for AFMs, even
though specialized care is still scarce. This also
holds true for internet interventions. Programme
evaluations show a similar effectiveness of online
programmes in comparison with face-to-face set-
tings [28, 29] as well as several benefits of the
online format, e.g. easy access, privacy, anonym-
ity, convenience and a non-intimidating character
[12, 13, 30]. This format also speaks to people
looking for help for the first time and to AFMs,
like siblings, who did not feel entitled to help in
on-site settings [12, 30]. Internet interventions
can lead to an increased self-efficacy expectation
and general life satisfaction [12, 31], improved
coping skills and satisfaction with the relation-
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ship with the affected individual [31], as well as a
change in stigmatizing beliefs about addiction
[30]. These interventions may reduce AFM bur-
den [28] and contribute to a decrease in depres-
sive symptoms [31, 32] and anger [32].

A narrative review was conducted in April
2023 by searching literature in PubMed and
Google Scholar. Both German and English lan-
guage publications were included, targeting
AFMs and discussing online interventions for
this clientele. Search terms included family, rela-
tives, partner and child*, combined with search
terms related to (substance) dependence or
addiction, gambling addiction and pathological
gambling, combined with terms for interventions
including, e.g. E-Mental-Health-Intervention,
Online Program or web-based intervention.
Ultimately, 12 articles discussing 9 programmes
were included in the analysis. In the following,
published internet-based approaches for AFMs
are listed, and their effectiveness and implica-
tions are highlighted.

Web-Based 5-Step Method for AFMs

of Alcohol and/or Drug-Misusing Affected
Individuals [29]

This online intervention was adapted from the
5-Step self-help manual and converted into a
web format. The programme is organized in five
distinct modules (Table 24.2), which correspond
to the five steps of the 5-Step Method. The find-
ings demonstrated that presenting the interven-
tion in a self-help book format was an acceptable
method of delivery. Moreover, it proved to be as
effective as the face-to-face format, which
involved up to five sessions with a professional.
AFMs who registered to use the programme
shared many demographic similarities with those
who received assistance through the face-to-face
and self-help version of the 5-Step Method. In
contrast to the face-to-face format, siblings also
took part in the online version. It is possible that
siblings did not perceive themselves as eligible
for help in face-to-face sessions or as the pri-
mary caregivers for their relative with alcohol or
drug issues. As a result, they may have lacked
opportunities to participate in treatments using
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Table 24.2 Modules of the web-based 5-Step interven-
tion according to ([29]; table by the authors)

Module
Module 1

Content of the module

Examines the nature of stress that
substance use brought to the Well-being
of other family members as well as their
health issues

Module 2 | Provides information to enhance
understanding and thus reduce stress and
strain

Analysis of how family members
responded to past situations and
exploration of alternative responses that
might lead to more positive outcomes
(coping strategies and reactions)
Examination of current support networks
and ways to improve and expand their
positive social support system

Module 3

Module 4

Module 5 | Provides additional sources of help and

treatment if necessary

other formats. In contrast, the web-based pro-
gramme represented a low-threshold offer,
which also gave siblings an easy access to help
(Table 24.2).

Availability The programme is no longer avail-
able online.

Gambling Help Online [13]

Gambling Help Online provides around-the-
clock instant chat support, email assistance, com-
munity discussion platforms and self-guided
resources through its website. According to
Rodda [13], the most frequently viewed pages
were those dedicated to providing information to
family and friends on how to assist others and
those  offering practical help advice.
Approximately 15% of all individuals who
received counselling through the website were
family members and friends of people struggling
with problem gambling. Five key factors were
identified that encompass reasons for AFMs to
seek help through the online intervention:

1. Ease of access, the possibility to access the
service instantly and without scheduling and
without extra cost.

2. Potential for privacy and anonymity, espe-
cially when discussing the impact of gam-

U. G.Buchnerand C. M. L. Eberl

bling without the possibility of the person
with the gambling problems or others over-
hearing the conversation.

3. Characteristics of the online therapeutic plat-
form, which made it easier for AFMs to be
open and honest about the gambling problem
due to the absence of visual or auditory cues
in a text-based environment.

4. Easy accessibility of the service system—for
more than three quarters, it is the first access
point to the professional help system.

5. Perceived helpfulness of online counselling,
which was associated with counsellors’ abil-
ity to listen, provides empathetic and non-
judgmental support, along with expert advice
and information.

Availability www.gamblinghelponline.org.au

EfA: E-Mental Health Programme for AFMs
of Persons with Gambling Problems [12]

EfA is an acronym for the German programme
title and roughly translates to ‘Don’t gamble
away my life’—Support for Affected Others
(Verspiel nicht mein Leben—Entlastung fiir
Angehorige). The programme was established
in 2013 and is based on ETAPPE, an on-site
group training with a psychoeducational basis,
which aims to lower burden and stress in AFMs
of persons with gambling problems. EfA is
designed as an unguided self-help programme
with a responsive design. Participation is anony-
mous and free of charge. It enables low-thresh-
old access to professional help and primarily
reaches a clientele that has not yet been con-
nected to support services.

EfA comprises six self-administered mod-
ules, beginning with an information module
that is freely accessible (see Fig. 24.2). The
subsequent five training modules necessitate
registration, but no fees are associated with
joining the programme. Each module is com-
posed of 18-20 web pages, featuring text and
figures that either explain the text’s content or
display the models used in the text. To ensure
accessibility, all information is also available
as an audio file.
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Module 0:
Basic Knowledge

Modul 1:
Stress and Coping

Module 2:
Responsibility and
Accountability

Module 3:
Communication

Module 4: Social

SUEECE social support.

Module 5:
Review and Future

Planning el

e Information about gambling and disordered gambling and about
therapy and counselling options.

¢ Information about stress, disordered gambling as a chronic
stressor and about consequences of chronic stress and coping;
how-to guide for a mindfulness-based exercise for acute stress.

e Shared responsibilities and protecting one‘s boundaries and
finances, information about (re)lapse, planning for potential
crisis, what to do in cases of domestic violence.

e Information about communication and exercises to deconstruct
communication, tips for trouble-free communication.

¢ Importance of social support, building and maintaining
supportive social networks, setting boundaries against negative

e Revision of key messages, planning for future, getting further

Fig. 24.2 Contents of EfA according to ([12]; figure by the authors])

An initial study suggests the feasibility of
engaging AFMs via the EfA programme [33].
When queried about their EfA referral source,
roughly one-fourth of participants disclosed dis-
covering the programme through a search engine
with search queries predominantly (91.9%)
incorporating the programme’s name, its leaflet
slogan or fragments of both. This underscores the
significance of selecting a memorable name and
slogan and disseminating this information
broadly. Notably, about two thirds of all
participants had not pursued any prior profes-
sional help or self-help, pointing out the potential
of web-based programmes for professional sup-
port. All in all, participating in EfA positively
impacted self-efficacy expectation and general
life satisfaction.

Availability http://www.verspiel-nicht-mein-
leben.de

Kopstoring: An Online Course for Children
of Parents with Mental Health Problems or
Addictions [34]
The 8-week online group course under the super-
vision of two trained psychologists or social work-
ers sought to prevent behavioural and psychological
issues in children (aged 16-25 years) whose par-
ents struggled with mental health problems or
addictions. Each week, participants explored a dif-
ferent theme and were required to complete home-
work assignments in preparation for the upcoming
meetings. Topics included (1) getting acquainted
with the home situation, (2) roles in families, (3)
thoughts and feelings, (4) questions about addic-
tion and mental problems, (5) different styles of
behaviour, (6) social networks, (7) leading your
own life in relation to social networks and (8) what
is coming up in the future.

Both participants and providers consider the
online intervention to be effective and valuable,
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with the protection of anonymity being regarded
as a crucial aspect. Participants also appreciated
the freedom to choose whether to participate
without interference from others.

Availability www.koppsupport.nl

StopSpinningMyWheels.org: A Web-Based
Programme for Women with Problem-
Drinking Partners [32]

Women married to or living with an alcohol-
misusing partner receive a 24-session, self-
paced, online skill training called Internet-based
Coping Skills Training (iCST) on the Website
StopSpinningMyWheels.org. The website con-
tent, adapted from the face-to-face Coping
Skills Training (CST), aimed to alleviate par-
ticipants’ distress. Through videos, instruc-
tional narration, animated presentations,
quizzes and personal journaling, participants
learned to (a) prioritize their own needs, (b)
control negative thinking, (c) resolve situations
through problem-solving, (d) conduct func-
tional analyses of their own and their partner’s
behaviour and (e) communicate with increased
consistency and clarity.

In relation to a delayed treatment condition,
iCST improved coping skills, reduced depressive
symptoms and anger and prevented the escalation
of depression and anger among individuals who
initially exhibited low baseline levels for these
indicators.

Availability The programme is no longer avail-
able online.

Online Cognitive-Behavioural Therapy

for AFMs of Treatment-Refusing Problem
Gamblers [2]

The internet-delivered CBT programme consists
of nine modules inspired by the gambling adapta-
tion of the CRAFT approach [35] and involves
psychoeducation, functional analysis and positive
reinforcement. Study counsellors provided sup-
port to participants through email and weekly
15-min phone calls. Compared to a wait-list
group, the intervention enhanced the psychologi-
cal well-being of the AFMs at the post-test.

U. G.Buchnerand C. M. L. Eberl

Despite overall low adherence to the programme,
the results suggest that AFMs who actively
engaged with the programme experienced greater
benefits.

Availability https://spelfri.se/

iCRAFT: Support Programme for AFMs

to Engage Affected Individuals to Treatment
and Improve AFM Functioning [31]

iCRAFT represents the internet-based version
of CRAFT and was designed based on the orig-
inal treatment manual. It incorporates the same
fundamental components, but the number of
modules was decreased to five in order to pro-
mote treatment adherence (see Fig. 24.3).
iCRAFT consists of 5 weekly therapist-guided
modules covering the following topics: (a)
enhancing the mental health of AFMs, (b)
improving AFMs’ skills in encouraging the
person with the drinking problem to seek treat-
ment, (c) developing positive communication
skills and (d) influencing the affected individu-
als’ drinking behaviour through contingency
management. A recent effectiveness study
from Sweden found a positive impact of
iCRAFT on the mental health of AFMs.
Participants displayed reduced scores on
depression scales, while the outcomes for anxi-
ety, stress and emotional avoidance were less
conclusive. Additionally, iCRAFT participants
reported an enhanced quality of life and satis-
faction with their relationship with the person
with the drinking problem. Overall, results
indicate that the iCRAFT programme initially
had a beneficial effect on participants’ mental
health, but these improvements did not persist
over an extended period.

Availability The programme is no longer avail-
able online

BreakThrough: An Online Addiction
Education Programme [30]

Drawing from the Stress-Strain-Coping-Support
(SSCS) model, the peer-led online programme
BreakThrough offers evidence-based and guid-
ance on topics such as substance use, communica-
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motivation

Modul 1

Module 2

Module 3 .

e Introduction and rational of the programme to strengthen

e Strategies for AFMs to improve their own mental health

e Strategies to improve the likelihood of a positive response when
asking identified person to seek treatment (Part 1)
e Positive communication skills training

Explores responses and coping mechanisms

Module 4 * Positive reinforcement of abstinence

Module 5

e Not interfering with negative consequences of drinking and
removal of planned reinforces in situations where IP drinks

e Strategies to improve the likelihood of a positive response when
asking identified person to seek treatment (Part 2)

Fig. 24.3 Contents of iCRAFT according to [32; figure by the authors]

tion, coping tactics, family violence and safety and
self-care. It also provides resources to help partici-
pants obtain further support. It is offered biweekly,
with sessions taking place either at local commu-
nity centres (Victoria, Australia) or through the
online platform Zoom. Each session is led by two
facilitators, both possessing qualifications in alco-
hol and/or drug-related fields, with one having
personal experience supporting a family member
struggling with addiction. The 1-h sessions involve
facilitators presenting information and techniques
while also giving attendees the opportunity to
share and discuss their own experiences if they
choose to do so. The sessions cover a range of top-
ics with six topics offered consistently: (1) under-
standing addiction, (2) mental health, (3) family
relationship, (4) boundaries and safety plans, (5)
communication and (6) recovery.

Overall, a qualitative analysis of the attending
AFMs’ experiences showed that participants
favoured the accessibility and convenience of the
online format. The online environment was per-

ceived as non-intimidating, particularly for new-
comers. Participants reported two primary shifts
in their thinking related to attending
BreakThrough: a change in stigmatizing beliefs
about addiction and a transformation in their
strategies for coping with and managing their
loved one’s addiction.

Availability www.breakthroughforfamilies.com

Sterk Ernaast: Helping Family Members
Affected by a Relative’s Substance Use or
Gambling [28]

Even though the aim of this study was not to
develop an online adaptation of the 5-Step
Method in the beginning, parts of the study
included testing the 5-Step Method as video-
conferencing, due to the pandemic situation.
Overall, family burden was significantly reduced
by about 20% at the end of the intervention. Also,
scores on various coping scales changed consid-
erably in the 3-month follow-up, indicating that
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participants learned new skills and developed
their coping behaviour further after the end of the
programme. Results for face-to-face and video-
conferencing were very similar, indicating that
the 5-Step Method can readily be adapted for
online usage.

Availability www jellinek.nl/

24.7 Conclusion

Considering the limited research on web-based
interventions for AFMs, any subsequent studies
will play a crucial role. It is advisable to expand
qualitative and mixed-methods research to
guarantee that perspectives of AFMs are
included in the development of best practices.
Furthermore, these perspectives should encom-
pass varied backgrounds of clients and adopt
inclusive notions of family, ensuring that inter-
ventions are culturally pertinent and adaptable
[21].

It may also be beneficial to digitize exist-
ing valid offline programmes, as online inter-

List of useful resources: existing programmes for AFMs
Name of the programme

BreakThrough: Families
understanding addiction

Target group

AFMs of persons with
addictive behaviours
(unspecified)

EfA (‘Don’t gamble away my
life’—Support for Affected
Others; ‘Verspiel nicht mein
Leben’—Entlastung fiir
Angehorige)

AFMs of persons with
gambling problems

Gambling Help Online AFMs of persons with
gambling problems and
affected individuals
Kopstoring (nowadays:
KOPPsupport) with parents who have
mental and/or addiction
problems

Online CBT for treatment-

refusing problem gamblers persons with gambling

(Spelfri) disor'ders and affected
individuals
Sterk Ernaast AFMs of persons with

substance or gambling
disorders

For young people (16-25)

AFMs of treatment-refusing

U. G.Buchnerand C. M. L. Eberl

ventions should incorporate a solid theoretical
foundation and integrate techniques to
enhance self-efficacy, stress reduction and
coping mechanisms [36]. It is suggested to
adopt strengths-based, non-pathologizing the-
oretical frameworks, along with greater
emphasis on harm reduction and recovery-
centred care [21]. Adopting a tailored
approach that concentrates on a select few
core skills relevant to individual AFMs may
enhance adherence and motivation in the
intervention [2]. Moreover, it is important to
create brief and low-intensity interventions
with a suggested maximum of five modules.
In terms of adherence, a combined strategy, in
which AFMs can continuously decide which
approach they want to pursue, i.e. promoting
and supporting changes in gambling behav-
iours while also concentrating on their own
needs, may also be beneficial [14]. Moreover,
web-based interventions need to meet ethical
standards and ongoing maintenance. Lastly, it
is essential that internet interventions receive
continuous funding to ensure their availability
for AFMs in the long term.

Authors Website
Peart et al. www.breakthroughforfamilies.
(2023) com

Buchner et al. | www.verspiel-nicht-mein-leben.
(2017) de

Rodda et al. www.gamblinghelponline.org.au

(2013) (Might not be working from
other countries than Australia)
Woolderink www.koppsupport.nl

et al. (2015)

Magnusson
et al. (2019)

https://spelfri.se/

van Beek et al.
(2023)

www.jellinek.nl/
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25.1 Introduction

An important component of the system of care
for Affected Others is mutual-help groups.
Mutual-help groups are groups of two or more
people who share an experience or life problem
and meet regularly to provide problem-specific
help and support to one another [1]. The term
“mutual-help” is preferred to the traditional term
“self-help” by healthcare providers and research-
ers because it emphasizes the interdependent
nature of group processes. Generally, members

C. Timko (D<)

Center for Innovation to Implementation, Department
of Veterans Affairs Health Care System,

Palo Alto, CA, USA

Department of Psychiatry and Behavioral Sciences,
Stanford University School of Medicine,

Stanford, CA, USA

e-mail: ctimko@stanford.edu;

Christine. Timko@va.gov

M. Cucciare
Department of Psychiatry, University of Arkansas
for Medical Sciences, Little Rock, AR, USA

Center for Mental Healthcare and Outcomes
Research, Central Arkansas Veterans Affairs
Healthcare System, North Little Rock, AR, USA

Veterans Affairs South Central Mental Illness
Research, Education and Clinical Center,
Central Arkansas Veterans Healthcare System,
North Little Rock, AR, USA

e-mail: macucciare @uams.edu;
Michael.Cucciare @va.gov

© The Author(s) 2025

run mutual-help groups without professional
involvement. People can attend mutual-help
groups as often and for as long as they choose.
Mutual-help organizations provide an adaptive,
community-based system of care that is highly
responsive to members’ risk for personal set-
backs [1].

Recovery-oriented mutual-help groups aid
recovery from substance use disorders and facili-
tate personal growth through peer support and
self-exploration. They provide a forum and
opportunity for individuals seeking or in recov-
ery—both Affected Others and the people they
are affected by—to connect with others who have
similar experiences and goals, allowing them to
build relationships within a supportive network.
These groups are typically free, anonymous, and
easily accessed (are available in person and/or
online) and thus can be of benefit over the long-
term trajectory of recovery.

A variety of terms is used for people affected
by, or concerned about, a family member or
friend’s alcohol or other substance use. We usu-
ally use the term “Concerned Others” to include
people affected by family members and/or
friends. Indeed, a sizeable minority of patients in
treatment for alcohol use disorders consider a
friend to be their primary Concerned Other [2].
However, in keeping with other chapters in this
volume, we use the term “Affected Others” in this
chapter. In addition, in order to be concise,
respectful, and inclusive of persons in treatment
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and persons not in treatment (i.e., patients and
non-patients), we use the term “recipient” for the
person engaged in alcohol or other substance use.
This is consistent with the literature on caregiv-
ing in which the term “care recipient” is used. We
now turn to describing types of mutual-help
groups for Affected Others.

25.2 Major Types of Mutual-Help
Groups for Affected Others

Recovery-oriented mutual-help groups are often
categorized as 12-step or non-12-step (also
known as 12-step alternatives). Twelve-step
mutual-help groups are fellowships that follow
12 steps that guide recovery. Twelve-step pro-
grams have a general spiritual foundation, but
they do not require any specific spiritual or reli-
gious background for participation. They usually
encourage members to look outside themselves
to a higher power, which is defined by each mem-
ber. Although 12-step groups are spiritual but not
religious, some people may be uncomfortable
with participating in 12-step groups if they view
them to be religiously oriented. Thus, in addition
to 12-step programs, alternative mutual-help
groups are available.

Twelve-step alternative mutual-help groups
are often secular, perhaps making them more
acceptable to people who are atheist, agnostic, or
of religions that do not share a western, Christian
tradition. In addition, in contrast to 12-step pro-
grams, alternative mutual-help groups may dis-
courage the emphasis on the recovering
individual’s powerlessness over substances or
behaviors and instead view individuals as having
adequate power within themselves to work
toward, and learn skills to support, recovery.

25.2.1 12-Step Mutual-Help Groups
for Affected Others

Al-Anon Family Groups (Al-Anon) is the
recovery-focused mutual-help group for Affected
Others with the largest knowledge base and avail-
ability and thus is a focus of this chapter. Al-Anon

C.Timko and M. Cucciare

meetings are held in more than 133 countries,
with more than 30,000 groups. Al-Anon was
cofounded in 1951 by Lois Wilson, the wife of
Bill Wilson, who was the cofounder of Alcoholics
Anonymous (AA). It is a fellowship of family
and friends of people with alcohol problems who
share their experience, strength, and hope to
solve their common difficulties [3, 4]. Al-Anon is
closely allied with Alateen, a peer support group
for young people (mainly adolescents) who are
affected by someone else’s alcohol use. There are
more than 2300 Alateen groups worldwide.
Alateen helps young people learn about the
impact of an alcohol use disorder on the recipient
and their family and friends.

Al-Anon’s 12 steps were adopted nearly word
for word from the Twelve Steps of AA. Three
legacies of AA guide Al-Anon: recovery through
the 12 Steps, unity through the 12 traditions
(which provide principles keeping 12-step pro-
grams focused on their primary purpose of fel-
lowship), and service within the Al-Anon
program. Al-Anon and Alateen members are
encouraged to focus on themselves, rather than
on the person drinking, emphasizing that Affected
Others did not cause, cannot cure, and cannot
control another person’s alcohol-related choices
and behaviors. Members are encouraged to attend
meetings, work the 12 steps, obtain a sponsor (an
Al-Anon [or Alateen] member who provides per-
sonal support for understanding the program and
working the steps), read Al-Anon (or Alateen)
literature, and develop spiritual practices such as
prayer and meditation. Some meetings are open
to attendance by anyone, and others are closed—
that is, only for members or prospective members
who have a relative or friend with substance use
problems. In a typical meeting, participants share
and listen to each other on a confidential basis.
Often meetings focus on a topic addressed by a
lead speaker. Attendees are not required to speak,
but when they do, they are encouraged to share
about themselves and their experiences without
giving direct advice or questioning or interrupt-
ing others.

Some information about Al-Anon comes from
its triennial survey, the most recent of which was
in 2021. Information was collected from 16,486
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Al-Anon members who responded in 3 lan-
guages. Respondents’ average age was 63 years
old; most respondents identified as White (90%)
and female (87%) and had at least a college
degree (79%). In addition, although Al-Anon was
founded for Affected Others of people with
alcohol-related problems, the survey found that
28% of members first came to Al-Anon because
of a relative or friend’s drug-related problem.
Some of the main reasons Affected Others first
attend Al-Anon are their problems with their
overall quality of life, problems with their loved
one’s substance use, stress, and anger [5]. Women
are more likely than men to have started attend-
ing Al-Anon because of their stress, anxiety, and
inability to relax, as well as their feelings of
hopelessness and their physical health problems.
In contrast, men are more likely than women to
have begun attending Al-Anon because they want
to learn how to help their loved one with sub-
stance use and because they felt they were miss-
ing what’s important in life [6]. Finally, Affected
Others wait a relatively long time before seeking
help for themselves. Specifically, Affected Others
have known their loved one with alcohol use for
an average of 22 years, and the drinking had been
a problem for an average of 13 years, before the
Affected Other sought help [7].

Whereas Al-Anon participation is often
related to another’s alcohol use, Nar-Anon
Family Groups (Nar-Anon) is primarily for peo-
ple concerned about another’s drug addiction.
Nar-Anon filed articles of incorporation in 1971
and established its World Service Office in 1986.
It is a worldwide fellowship that is adapted from
Narcotics Anonymous and uses its own 12 Steps,
12 traditions, and 12 concepts. Narateen, part of
the Nar-Anon program, is for adolescents affected
by someone else’s addiction.

Gam-Anon is a 12-step fellowship of adults
affected by another’s gambling problem. Its pur-
poses are to give assistance and comfort to those
affected by someone else’s gambling; to commu-
nicate Gam-Anon’s understanding of compulsive
gambling and its impact on Affected Others’
lives; to share experience, strength, and hope in
coping with the gambling problem; and to use the
steps and tools of the Gam-Anon program to nur-
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ture members’ spiritual and emotional growth
and recovery.

These three 12-step mutual-help programs for
Affected Others are not an exhaustive list of such
resources. For example, another is Adult Children
of Alcoholics and Dysfunctional Families, which
is for adults who grew up in homes with a person
with an alcohol use disorder or experienced other
dysfunction (e.g., abuse, neglect, trauma).
Members of this program recover by identifying
and healing core traumas, experiencing freedom
from shame and abandonment, and becoming
their own loving parents. In addition to 12-step
programs such as the ones just described, there
are alternative (non-12-step) programs for
Affected Others.

25.2.2 12-Step Alternative Mutual-
Help Groups for Affected
Others

SMART Recovery Family and Friends, for fam-
ily members of people living with addiction, is
described as a secular, science-based alternative
to Al-Anon. Its content is based on SMART
(Self-Management and Recovery Training)
Recovery for people addicted to substances and
on CRAFT (Community Reinforcement and
Family Training) for Affected Others. The
SMART Recovery approach for people addicted
to substances enhances and maintains motivation
to abstain from substance use; cope with urges;
manage thoughts, feelings, and behaviors; and
balance momentary and enduring satisfactions.
CRAFT trains Affected Others to motivate their
loved one who is treatment-resistant to seek help
for addiction. Meetings for Affected Others aim
to provide tools to support Affected Others’ abil-
ity to cope and “regain peace of mind” without
supporting addiction behaviors.

Another 12-step alterative is Learn to Cope.
Learn to Cope is a peer support network that
offers meetings, education, and resources for
adult family members coping with a loved one
addicted to opioids or other drugs. It began in one
US state (Massachusetts) in 2004 and has since
been expanding to other US states with over
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11,000 members. It also has an online forum [8].
During Learn To Cope meetings, attendees share
personal experiences and exchange information.
In addition, there is explicit professional input
through lectures by addiction professionals,
members of other recovery support organiza-
tions, and persons in long-term recovery.
Meetings are also used to distribute intranasal
naloxone (Narcan) to members and offer and
provide training free of charge on how to use it to
reverse opioid overdose. Learn to Cope encour-
ages Affected Others to provide reinforcement to
their loved one for behaviors, such as attendance
at treatment sessions and medication compliance,
and actively facilitates cross-talk and direct feed-
back among members during meetings. Similar
to Al-Anon, Learn to Cope’s membership is com-
posed mainly of White, middle-aged, and edu-
cated women [8], which suggests the need for
outreach to the diverse population of Affected
Others. The need for such outreach is supported
by evidence, reviewed in the following sections,
that participation in mutual-help groups benefits
Affected Others.

25.3 Participation in Mutual-Help
Groups and Affected Others’
Outcomes

Outcomes or consequences of Al-Anon participa-
tion that have been studied include Affected
Others’ understanding of alcohol use disorders,
mental health, coping skills, and relationships.
Early studies of Al-Anon, conducted mainly in
the 1980s and 1990s, found that Al-Anon attend-
ees reported improvements in their understand-
ing of alcohol wuse disorders, depression,
assertiveness, self-acceptance, and relationships
[9], greater reductions in personal problems and
emotional distress (depression, anxiety, anger),
and greater increases in self-esteem, coping
behaviors, and relationship happiness [10—14].
More recent studies of Al-Anon agree with
these findings. Al-Anon was found to help with
the main reasons that Affected Others began
attending the program, including improving their
overall quality of life, and helped address prob-
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lems with the loved one with substance use and
their own stress and anger [5]. In addition, longer-
term Al-Anon members were more likely than
Al-Anon newcomers to report more improve-
ment in these domains [5]. For example, in
Al-Anon’s 2021 survey, 83% of members
reported improvement in their mental health
within the first year of attendance, and 93% of
members with four or more years of attendance
did so. Thus, a longer duration of Al-Anon atten-
dance is associated with better outcomes for
Affected Others.

Some studies compared CRAFT, which
focuses on teaching Affected Others how to moti-
vate their loved one when they are resistant to
seek help for their substance use problems, with
the Al-Anon or Nar-Anon approach. CRAFT is
associated with a higher likelihood of the recipi-
ent entering treatment. However, Affected Others
showed comparable mental health (e.g., depres-
sion, anger, mood), social relationship function-
ing (e.g., family conflict and cohesion,
relationship happiness), physical (e.g., health,
symptoms), and other (e.g., financial) improve-
ments whether they were assigned to CRAFT or
the other approaches [15]. In a study that com-
pared the full CRAFT intervention (12—14 ses-
sions), a shortened CRAFT intervention (4-6
sessions), and an Al-Anon/Nar-Anon facilitation
intervention (12-14 sessions consisting of educa-
tion about Al-Anon’s steps, principles, and phi-
losophy and encouragement to attend), the two
CRAFT interventions resulted in greater treat-
ment entry rates compared to the Al-Anon/Nar-
Anon facilitation intervention. However, in all
three interventions, days of drug use by the recip-
ient decreased, and Affected Others’ mood and
functioning improved [16].

25.3.1 How Al-Anon Works

Although much is known about mechanisms
through which 12-step groups benefit members,
little is known about how Al-Anon in particular
works. The social or therapeutic processes that
likely explain the benefits of Al-Anon are
described in Rudolf Moos’ model of the active
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ingredients of substance use-related mutual-help
groups [3, 17]. The social processes that may
explain why Al-Anon is helpful include (a) bond-
ing (the group is cohesive and supportive), goal
direction (the group encourages personal growth),
and structure (the group embodies clear expecta-
tions); (b) the group’s provision of norms and
role models; (c) the group’s offer of involvement
in rewarding activities; and (d) the group’s
bolstering of self-efficacy and coping skills.
Figure 25.1 outlines the hypothesis that more
Al-Anon attendance should lead to more social
processes (i.e., bonding, goal direction, and so
on), which in turn should lead to better Al-Anon
outcomes.

This hypothesis is particularly relevant for
“newcomers” to Al-Anon. Social processes sig-
nificantly mediate associations between new-
comers’ attendance status (sustained versus
terminated) and outcomes such as quality of life,
ability to handle problems due to the loved one
who uses substances, and positive symptoms
(e.g., self-esteem, hope). Sustained Al-Anon
attendance is associated with more social pro-
cesses such as bonding with other members and
having structured goals, which in turn is associ-
ated with better outcomes. However, among
“oldtimers,” Al-Anon attendance (number of
meetings) is not associated with outcomes. But,
importantly, among “oldtimers,” more social pro-
cesses are associated with better outcomes. This
means that among ‘“oldtimers,” the number of
meetings they attend may be less important to
their well-being than the social processes they
experience when they attend. In summary, bond-
ing, goal direction, and access to peers in recov-
ery and rewarding pursuits help to explain

Fig. 25.1 Social
processes mediate
between Al-Anon
attendance and
outcomes

Independent variable

Al-Anon attendance
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associations between sustained Al-Anon partici-
pation among newcomers and improvements on
key concerns of Al-Anon attendees [18].

25.3.2 Al-Anon Across Cultures

Still unknown is the extent to which these same
mechanisms explain Al-Anon’s positive out-
comes in different cultures. Most of this chapter
focuses on what is known about Al-Anon partici-
pation in the USA, where research indicates that
Al-Anon is composed mainly of White, middle-
aged, and well-educated women. In Iran, where
Al-Anon appears to be the sole source of assis-
tance for Affected Others in that country, com-
pared to first-time attendees, sustained Al-Anon
attendees reported better quality of life, including
better social functioning, fewer limitations due to
physical and emotional problems, more vitality,
and less pain [19]. A qualitative study conducted
in Goa, India, found that Affected Others relied
upon Al-Anon as a source of support and that
Al-Anon was particularly helpful to them. In
Al-Anon meetings, perceived shameful and stig-
matized experiences could be shared, and
Affected Others could achieve empowerment and
acceptance [20].

Although there is universality to the experi-
ences of families and friends affected by addic-
tions, this must be interpreted with caution, as it
is accompanied by variations in cultural factors
related to these experiences. Such factors are pri-
marily external to the lives of Affected Others
(e.g., societal expectations of how families should
address their problems, available social support)
and may influence their internal lives (e.g., guilt,

Mediator

Mutual-help
social processes

Dependent variable

Al-Anon outcomes
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blame). As discussed in the following sections,
mutual-help groups may help Affected Others
with both external factors and their internal lives.

25.4 Affected Others’ Mutual-
Help Group Participation
and Dyadic Outcomes

25.4.1 Early Research Studies

Early studies of Al-Anon also supported the
notion that Al-Anon participation is associated
with improved functioning by the Affected Other,
which in turn is associated with better functioning
of the loved one with substance problems. Patients
treated for alcohol use disorders were more likely
to stay abstinent when their Affected Other par-
ticipated in Al-Anon [21, 22], and Affected Others
attending Al-Anon also had better communication
with their loved one’s treatment staff [23].

Staying in Al-Anon longer was associated
with greater decreases in Affected Others’ nega-
tive coping (e.g., threaten actions but do not fol-
low through, have emotional outbursts), and
decreases in negative coping were associated
with their loved one staying abstinent from alco-
hol longer [24]. Affected Others who stayed in
Al-Anon longer were more likely to have a loved
one who attended AA for a longer period of time.
Further, when Affected Others stayed in Al-Anon
longer, they and their loved ones with substance
problems were also more likely to report less
stress [25]. Affected Others who received psy-
chotherapy focused on Al-Anon facilitation (i.e.,
therapy that encouraged the Affected Other to try
Al-Anon) [13] showed less depression, and their
loved one reported a reduction in alcohol use
[14]. Together, these findings suggest that active
Al-Anon membership that helps an Affected
Other is also of benefit to their loved one with
substance use problems.

25.4.2 Later Research Studies

Research conducted more recently confirms
these early findings. While both those with sus-
tained attendance and those who stop attending

C.Timko and M. Cucciare

Al-Anon report benefits, the former are more
likely to report benefits in a number of domains,
including learning how to handle problems due to
the recipient, general well-being, functioning,
and psychological symptoms [26]. Further, those
who continue to attend Al-Anon are more likely
than those who stop to report increases in daily,
in-person contact with the loved one with sub-
stance use problems. The last point is important
because Affected Others often want to maintain
their relationship with their loved one with sub-
stance use problems while reducing associated
distress [27]. In keeping with Al-Anon’s focus,
while Affected Others are more likely to report
personal gains from attending Al-Anon, more
Al-Anon meeting attendance is also significantly
associated with reports of the loved one having
fewer drinking days, less use of non-prescribed
drugs, and fewer substance-related problems [26]
(Box 25.1).

Box 25.1 Dyad Study

We conducted a study of 279 dyads com-
prised of adults entering treatment for an
alcohol use disorder and their Affected
Others. Dyads were assessed when patients
entered treatment (called “baseline”) and 3,
6, and 12 months later. Analyses at patients’
treatment entry found that when Affected
Others had greater readiness for Al-Anon
participation, patients had higher scores on
a measure of protective factors (e.g., spends
time at work or school) for future substance
use [2]. Other analyses from the same study
examined Affected Others’ Al-Anon par-
ticipation, as well as aspects of their func-
tioning (relationship stressors, use of
approach coping, and perceived stigma) as
predictors of patients’ AA participation,
abstinence, and risk of substance use over
the full 12 months. Results were that
Affected Others’ participation in Al-Anon
was associated with more AA participation
by patients. In addition, more perceived
stigma (e.g., needing to hide the patient’s
drinking) reported by Affected Others was

(continued)



25 Mutual-Help Groups for Affected Others

Box 25.1 (continued)

associated with less AA participation by
patients. Further, more use of approach
coping (i.e., problem-solving or seeking
information) by Affected Others was asso-
ciated with patients’ lower risk for alcohol
and drug use [28].

Finally, we conducted an analysis to
identify subgroups of the same dyads of
patients in treatment for alcohol use disor-
ders and their Affected Others [29]. In the
analysis, patients were characterized on
their AA participation and substance use,
and Affected Others were characterized on
their Al-Anon involvement, at baseline
(i.e., the patient’s treatment entry) and the
3-, 6-, and 12-month follow-ups. Three
classes (subgroups) of patient-Affected
Other dyads were identified. The “Low
AA/Low Al-Anon” subgroup (38% of all
the dyads) had patients with low AA par-
ticipation, Affected Others with low
Al-Anon participation, and patients with
high-to-moderate substance use. The other
groups were “High AA/High Al-Anon”
(10%; patients’ high AA and Affected
Others’ high Al-Anon participation and
patients’ moderate-to-low substance use)
and “High AA/Low Al-Anon” (52%;
patients’ high AA and Affected Others’ low
Al-Anon involvement and patients’
moderate-to-low substance use). At follow-
up, the Low AA/Low Al-Anon class
patients were less likely to have spirituality
as recovery support, confidence about stay-
ing abstinent, and satisfaction with their
recovery progress. The High AA classes’
Affected Others had less concern about
patients’ drinking and scored higher on
positive aspects of relationships with
patients.

Although AA involvement was high for
patients in two of the three classes, com-
bining to make up 62% of the sample, the
High AA/High Al-Anon class was small,
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making up only 10% of the sample. Perhaps
due in part to the small size of this group,
analyses revealed few different predictors
or outcomes associated with membership
in the High AA/High Al-Anon class com-
pared to the High AA/Low Al-Anon class.
The High AA/High Al-Anon class had the
highest proportion of women patients and
more “Positive Aspects of stigma” among
Affected Others. Positive Aspects of stigma
involved personal growth, e.g., “My rela-
tionship with someone who has an alcohol
use disorder has made me more accepting
of other people.” Regarding this aspect of
stigma, Al-Anon principles contain remind-
ers to be compassionate with others, includ-
ing the person who is drinking, and to avoid
impatience, criticism, resentment, and
vengefulness because they harm both the
self and others. Possible reasons for low
involvement in Al-Anon include the stig-
matization of addiction, the lesser avail-
ability of Al-Anon meetings relative to AA
meetings, Affected Others’ perceived lack
of need (they believe their well-being is not
affected by the recipient or that the recipi-
ent’s difficulties should resolve once treat-
ment has been initiated), a lack of
willingness to do any more to help the
patient than the Affected Other already has
(even though Al-Anon is for the Affected
Other, not the patient), and Affected
Others’ emotional withdrawal from loved
ones with years of active substance use
because hope has been lost for the recipi-
ent’s recovery [29].

The findings from our study of dyads
support the conclusion that clinicians
should encourage Affected Others (and
recipients) to participate in 12-step groups.
That more than one-third of dyads had low
12-step group participation suggests that
treatment providers may need to facilitate
participation in non-12-step mutual-help
groups. For example, providers could edu-
cate their patients about 12-step alternative

(continued)
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Box 25.1 (continued)

groups and help them locate and attend a
group meeting. This may be especially
needed for Affected Others, of whom the
large majority had low participation in
Al-Anon. Accordingly, we turn next to the
topic of connections between mutual-help
groups and treatment for Affected Others
(Box 25.2).

Box 25.2 Intervention Study

We conducted a randomized controlled
trial to test the effectiveness of an interven-
tion, Al-Anon Intensive Referral (AIR),
compared to usual care, to facilitate partici-
pation in Al-Anon by Affected Others of
patients in treatment for alcohol use disor-
ders [30]. AIR consisted of four sessions
over 3 months with an Al-Anon Coach.
Usual care was the treatment program’s
offer of educational sessions for Affected
Others. There was no significant effect of
AIR on Al-Anon attendance. However,
there was a significant effect of AIR on
Affected Other-patient relationship
resources at follow-ups: Affected Others
assigned to the AIR condition had more
resources (i.e., a supportive, calm, and fun
relationship with the recipient) than
Affected Others who were in the usual care
condition.

Consistent results were found in a quali-
tative evaluation of AIR in which substance
use treatment providers were interviewed
about AIR’s usefulness. Treatment provid-
ers recommended that to optimize AIR’s
implementation, AIR  should target
Affected Others with high readiness for
receiving help [31]. Another recommenda-
tion was that AIR be fit into existing pro-
vider workflows to minimize staff burden,
in light of providers’ views that AIR was
relevant and appropriate for its purpose,
consistent with treatment staff values and
skills, and would require only minimal
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staff training to implement in treatment
programs. Further, treatment providers per-
ceived Al-Anon (and other 12-step pro-
grams) positively; recognized such
programs as useful to, and widespread
resources for, Affected Others and recipi-
ents; and welcomed additional efforts to
educate and encourage Affected Others to
initiate and engage with these resources.

25.5 Connections Between
Mutual-Help Groups
and Treatment

In the substance use treatment community, usual
care for Affected Others may involve treatment
programs offering education or treatment ses-
sions specific to them, which may also include
referral to mutual-help groups [32]. However,
how Affected Others in various treatment and
service settings are referred to help or treatment
likely varies. In addition, referral methods often
have unknown effectiveness in terms of increas-
ing participation in mutual-help groups and
improving Affected Others’ and recipients’ out-
comes. In Al-Anon’s 2021 Membership Survey,
66% of respondents reported receiving profes-
sional treatment (counseling, therapy, or other
treatment) before attending Al-Anon; of these,
41% were referred to Al-Anon by a healthcare
provider, and nearly 75% continued professional
treatment during Al-Anon attendance. Those
attending both Al-Anon meetings and profes-
sional treatment together reported a 14% greater
improvement in mental health than those who
had not received treatment. Another survey of
Al-Anon attendees found that the least common
source of referral to Al-Anon was the Affected
Other’s own healthcare provider [5]. However,
sustained attendance was more likely among
individuals who were referred to Al-Anon by a
healthcare provider [33].

Findings that the combination of professional
treatment or referral to treatment and Al-Anon
participation is helpful to Affected Others sug-
gest that healthcare providers may want to refer
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Affected Others to Al-Anon or other mutual-help
groups. In addition to focusing on patients who
see themselves as in need of help, healthcare pro-
viders may be more successful at referring
patients to community-based recovery programs
when they are knowledgeable about these pro-
grams [34]. In addition, because different meet-
ings have different ambiences, providers should
encourage patients to attend several different
meetings to identify the ones that feel most com-
fortable for them or the ones in which they find
connection with other members [35]. It is helpful
to inform patients that each meeting is unique
and has its own character. That is, if an Affected
Other has a negative experience in a particular
meeting, they should try attending different meet-
ings to find the ones that feel right.

25.6 Conclusion

Mutual-help groups are an important component
of the system of care for Affected Others. Of all
the 12-step and 12-step alternative mutual-help
groups for Affected Others, Al-Anon currently
has the largest knowledge base and greatest
availability. Evidence shows that participation in
mutual-help groups benefits Affected Others,
such as improving their understanding of their
recipient’s alcohol use disorder and their own
mental health, coping skills, and relationships.
In addition, compared to shorter-term atten-
dance, longer-term attendance is associated with
more improvement in outcomes for Affected
Others. Longer-term Al-Anon attendance is
effective because it is associated with the social
processes of more bonding with others sharing
similar experiences, goal direction, access to
peers in recovery, and involvement in rewarding
pursuits. In addition, more Al-Anon participa-
tion is associated not only with improved func-
tioning by the Affected Other but also with better
functioning of their loved one with substance use
problems. Based on such research, clinicians
should encourage Affected Others’ and recipi-
ents’ 12-step group participation. Indeed,
research findings that the combination of profes-
sional treatment or referral to treatment and
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Al-Anon participation is helpful to Affected
Others underscore that healthcare providers
should refer Affected Others to Al-Anon or
another mutual-help group.

Even with this knowledge, the empirical base
for mutual-help groups for Affected Others is
relatively limited, and there is a need for more
research on Affected Others’ mutual-help group
participation, especially for programs other than
Al-Anon. The focus of future research should
include the examination of mutual-help groups’
active ingredients and outcomes and a better
understanding of newcomers to these groups and
patterns of participation over time. Conceptual
frameworks are helpful to guide the examination
of these different areas of research [3, 17]. When
the active ingredients of mutual-help groups are
identified, it will be possible to examine how well
and consistently different groups deliver them
and the extent to which they are associated with
varying outcomes for individuals with different
characteristics, such as those from diverse ethnic
and cultural backgrounds.

To fully examine the outcomes of participa-
tion in mutual-help groups, we need more com-
prehensive measures of involvement in these
groups. Specifically, meeting attendance (i.e.,
number, duration, and frequency of meetings
attended) is an important indicator of participa-
tion, but it may not adequately reflect an individ-
ual’s level of group involvement, such as
engagement in the mutual-help program’s prac-
tices. Further, methods are needed to facilitate
earlier attendance of mutual-help groups, before
the accumulation of life stressors becomes too
burdensome. It would be helpful for the mutual-
help, professional treatment, and research com-
munities to work together to help individuals
shorten the delay between recognizing the prob-
lems of their friend or family member and obtain-
ing help. We want to facilitate help-seeking
before the Affected Other hits rock bottom, view-
ing life as unmanageable, hopeless, and full of
despair. To accomplish the goals of earlier help-
seeking as well as increased diversity of mutual-
help groups, we should continue to build strong
alliances among professional treatment provid-
ers, researchers, and mutual-help group leaders
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and members, who ultimately serve to provide
hope and recovery to Affected Others.

References

10.

11.

. Kelly JF, Yetarian JD. The role of mutual-help groups

in extending the framework of treatment. Alcohol Res
Health. 2011;33(4):350-5.

. Timko C, Grant KM, Mohankumar R, Cucciare

MA. Functioning of adults in alcohol use disorder
treatment: role of concerned others. J Subst Abus
Treat. 2020;113:108003. https://doi.org/10.1016/j.
jsat.2020.108003.

. Timko C, Young LB, Moos RH. Al-Anon Family

Groups for relatives and friends. J Groups Addict
Recover. 2012;7(2-4):279-96.

. Young LB, Timko C. Benefits and costs of alcoholic

relationships and recovery through Al-Anon. Subst
Use Misuse. 2015;(50)(1):62—-71. https://doi.org/10.3
109/10826084.2014.957773.

. Timko C, Cronkite R, Kaskutas LA, Laudet A, Roth

J, Moos RH. Al-Anon family groups: newcomers and
members. J Stud Alcohol Drugs. 2013;74(6):965-76.
https://doi.org/10.15288/jsad.2013.74.965.

. Short N, Cronkite R, Moos R, Timko C. Men and

women who attend Al-Anon: gender differences in
reasons for attendance, health status and personal
functioning, and drinker characteristics. Subst Use
Misuse. 2015;50(1):53-61. https://doi.org/10.3109/1
0826084.2014.957772.

. Timko C, Cronkite R, Laudet A, Kaskutas LA, Roth

J, Moos RH. Al-Anon Family Groups’ newcomers
and members: concerns about the drinkers in their
lives. Am J Addict. 2014;23(4):329-36. https://doi.
org/10.1111/j.1521-0391.2014.12122 .

. Kelly JF, Fallah-Sohy N, Cristello J, Bergman

B. Coping with the enduring unpredictability of
opioid addiction: an investigation of a novel family-
focused peer-support organization. J Subst Abus
Treat. 2017;77:193-200. https://doi.org/10.1016/j.
jsat.2017.02.010.

. Cutter CG, Cutter HS. Experience and change in

Al-Anon family groups: adult children of alcoholics.
J Stud Alcohol Drugs. 1987;48(1):29-32. https://doi.
org/10.15288/jsa.1987.48.29.

Miller RM, Meyers RJ, Tonigan JS. Engaging the
unmotivated in treatment for alcohol problems:
a comparison of three strategies for intervention
through family members. J Consult Clin Psychol.
1999;67(5):688-97.  https://doi.org/10.1037/0022-
006X.67.5.688.

Barber JG, Gilbertson R. An experimental study of
brief unilateral intervention for the partners of heavy
drinkers. Res Soc Work Pract. 1996;6(3):325-36.
https://doi.org/10.1177/104973159600600304.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

C.Timko and M. Cucciare

Dittrich JE, Trapold MA. A treatment program for
wives of alcoholics: an evaluation. Addict Behav.
1984;3(2):91-102.

Nowinski J. Self-help groups for addictions. In:
McCrady BS, Epstein EE, editors. Addictions: a com-
prehensive guidebook. New York: Oxford University
Press; 1999. p. 328-46.

Rychtarik RG, McGillicuddy NB. Coping skills
training and 12-step facilitation for women whose
partner has alcoholism: effects on depression, the
partner’s drinking, and partner physical violence. J
Consult Clin Psychol. 2005;73(2):249-61. https://doi.
org/10.1037/0022-006X.73.2.249.

Roozen HG, de Waart R, van der Kroft
P. Community reinforcement and family train-
ing: an effective option to engage treatment-
resistant substance-abusing individuals in
treatment. Addiction. 2010;105(10):1729-38. https://
doi.org/10.1111/j.1360-0443.2010.03016.x.

Kirby KC, Benishek LA, Kerwin ME, Dugosh KL,
Carpenedo CM, Bresani E, Haugh JA, Washio Y,
Meyers RJ. Analyzing components of Community
Reinforcement and Family Training (CRAFT): is
treatment entry training sufficient? Psychol Addict
Behav. 2017;31(7):818-27. https://doi.org/10.1037/
adb0000306.

Moos RH. Active ingredients of substance use-focused
self-help groups. Addiction. 2008;103(3):387-96.
https://doi.org/10.1111/j.1360-0443.2007.02111.x.
Timko C, Halvorson M, Kong C, Moos RH. Social
processes explaining the benefits of Al-Anon par-
ticipation. Psychol Addict Behav. 2015;29:856-64.
https://doi.org/10.1037/adb0000067.

Etemadi A, Zarebahramabadi M, Mirkazemi R. Effect
of Al-Anon attendance on family function and qual-
ity of life in women in Mashhad, Iran. Am J Drug
Alcohol Abuse. 2015;41(5):442-8. https://doi.org/10
.3109/00952990.2015.1059841.

Church S, Bhatia U, Velleman R, Velleman G,
Orford J, Rane A, Nadkarni A. Coping strategies
and support structures of addiction affected fami-
lies: a qualitative study from Goa, India. Fam Syst
Health. 2018;36(2):216-24. https://doi.org/10.1037/
fsh0000339.

Wright KD, Scott TB. The relationship of wives’
treatment to the drinking status of alcoholics. J
Stud Alcohol.  1978;39(9):1577-81.  https://doi.
org/10.15288/j5a.1978.39.157722.

Friedemann ML. Effects of Al-Anon attendance
on family perception of inner-city indigents. Am J
Drug Alcohol Abuse. 1996;22(1):123-34. https://doi.
org/10.3109/00952999609001649.

Huppert S. The role of Al-Anon groups in the
treatment program of a VA alcoholism unit. Hosp
Community Psychiatry. 1976;27(10):693-7.

. Gorman JM, Rooney JF. The influence of Al-Anon

on the coping behavior of wives of alcoholics.


https://doi.org/10.1016/j.jsat.2020.108003
https://doi.org/10.1016/j.jsat.2020.108003
https://doi.org/10.3109/10826084.2014.957773
https://doi.org/10.3109/10826084.2014.957773
https://doi.org/10.15288/jsad.2013.74.965
https://doi.org/10.3109/10826084.2014.957772
https://doi.org/10.3109/10826084.2014.957772
https://doi.org/10.1111/j.1521-0391.2014.12122.x
https://doi.org/10.1111/j.1521-0391.2014.12122.x
https://doi.org/10.1016/j.jsat.2017.02.010
https://doi.org/10.1016/j.jsat.2017.02.010
https://doi.org/10.15288/jsa.1987.48.29
https://doi.org/10.15288/jsa.1987.48.29
https://doi.org/10.1037/0022-006X.67.5.688
https://doi.org/10.1037/0022-006X.67.5.688
https://doi.org/10.1177/104973159600600304
https://doi.org/10.1037/0022-006X.73.2.249
https://doi.org/10.1037/0022-006X.73.2.249
https://doi.org/10.1111/j.1360-0443.2010.03016.x
https://doi.org/10.1111/j.1360-0443.2010.03016.x
https://doi.org/10.1037/adb0000306
https://doi.org/10.1037/adb0000306
https://doi.org/10.1111/j.1360-0443.2007.02111.x
https://doi.org/10.1037/adb0000067
https://doi.org/10.3109/00952990.2015.1059841
https://doi.org/10.3109/00952990.2015.1059841
https://doi.org/10.1037/fsh0000339
https://doi.org/10.1037/fsh0000339
https://doi.org/10.15288/jsa.1978.39.157722
https://doi.org/10.15288/jsa.1978.39.157722
https://doi.org/10.3109/00952999609001649
https://doi.org/10.3109/00952999609001649

25

25.

26.

217.

28.

29.

Mutual-Help Groups for Affected Others

J Stud Alcohol. 1979;40(11):1030-8. https://doi.
org/10.15288/j5a.1979.40.1030.

McBride JL. Assessing the Al-Anon compo-
nent of alcoholics anonymous. Alcohol Treat
Q. 1991;8(4):57-65. https://doi.org/10.1300/
JO20VO8N04_05.

Timko C, Laudet A, Moos RH. Al-Anon newcomers:
benefits of continuing attendance for 6 months. Am
J Drug Alcohol Abuse. 2016;42(4):441-9. https://doi.
0rg/10.3109/00952990.2016.1148702.

Rodriguez LM. A dyadic growth approach to partner
regulation attempts on changes in drinking and nega-
tive alcohol-related consequences. Subst Use Misuse.
2016;51(14):1870-80. https://doi.org/10.1080/10826
084.2016.1200621.

Cucciare MA, Han X, Timko C. Predictors of alcohol
use disorder treatment outcomes over 12 months: role
of concerned others’ functioning and Al-Anon par-
ticipation. Drug Alcohol Depend. 2022;238:109546.
https://doi.org/10.1016/j.drugalcdep.2022.109546.
Timko C, Cucciare MA, Lor MC, Stein M, Vest N.
Longitudinal latent class analysis of patient-con-
cerned other dyads’ 12- step involvement and patients’
substance use. J Stud Alcohol Drugs. In press.
Current: Patient-Concerned Other Dyads’ 12-Step
Involvement and Patients’ Substance Use: A Latent
Class Growth Model Analysis. Timko C, Cucciare
MA, Lor MC, Stein M, Vest N. J Stud Alcohol Drugs.
2023;84(5):762-71. https://doi.org/10.15288/jsad.22-

30.

31.

32.

33.

34.

35.

275

00378. Epub 2023 May 18. PMID: 37219032 Free
PMC article.

Timko C, Grant KM, Han X, Young LB, Cucciare
MA. Al-Anon intensive referral to facilitate con-
cerned others’ participation in Al-Anon Family
Groups: a randomized controlled trial. Addiction.
2022;117(3):590-9. https://doi.org/10.1111/
add.15670.

Baloh J, Curran GM, Timko C, Grant KM, Cucciare
MA. Al-Anon intensive referral (AIR): a qualitative
formative evaluation for implementation. J Subst Abus
Treat. 2022;132:108520. https://doi.org/10.1016/].
jsat.2021.108520.

Timko C, Rossi FS, Grant K, Lor MC, Cucciare
MA. Concerned others’ help utilization and
patients’ alcohol treatment outcomes. Drug Alcohol
Depend. 2021;228:108983. https://doi.org/10.1016/j.
drugalcdep.2021.108983.

Timko C, Laudet A, Moos RH. Newcomers to
Al-Anon Family Groups: who stays and who drops
out? Addict Behav. 2014;39(6):1042-9. https://doi.
org/10.1016/j.addbeh.2014.02.019.

Galanter M. Spirituality, evidence-based medi-
cine, and alcoholics anonymous. Am J Psychiatry.
2008;165(12):1514-7.  https://doi.org/10.1176/appi.
ajp.2008.08050678.

Detar DT. Alcoholics anonymous and other 12-step
programs in recovery. Prim Care. 2011;38(1):143-8.
https://doi.org/10.1016/j.pop.2010.12.002.

Open Access This chapter is licensed under the terms of the Creative Commons Attribution 4.0 International License
(http://creativecommons.org/licenses/by/4.0/), which permits use, sharing, adaptation, distribution and reproduction in
any medium or format, as long as you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license and indicate if changes were made.

The images or other third party material in this chapter are included in the chapter’s Creative Commons license,

unless indicated otherwise in a credit line to the material. If material is not included in the chapter’s Creative Commons
license and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to
obtain permission directly from the copyright holder.


https://doi.org/10.15288/jsa.1979.40.1030
https://doi.org/10.15288/jsa.1979.40.1030
https://doi.org/10.1300/J020V08N04_05
https://doi.org/10.1300/J020V08N04_05
https://doi.org/10.3109/00952990.2016.1148702
https://doi.org/10.3109/00952990.2016.1148702
https://doi.org/10.1080/10826084.2016.1200621
https://doi.org/10.1080/10826084.2016.1200621
https://doi.org/10.1016/j.drugalcdep.2022.109546
https://doi.org/10.15288/jsad.22-00378
https://doi.org/10.15288/jsad.22-00378
https://doi.org/10.1111/add.15670
https://doi.org/10.1111/add.15670
https://doi.org/10.1016/j.jsat.2021.108520
https://doi.org/10.1016/j.jsat.2021.108520
https://doi.org/10.1016/j.drugalcdep.2021.108983
https://doi.org/10.1016/j.drugalcdep.2021.108983
https://doi.org/10.1016/j.addbeh.2014.02.019
https://doi.org/10.1016/j.addbeh.2014.02.019
https://doi.org/10.1176/appi.ajp.2008.08050678
https://doi.org/10.1176/appi.ajp.2008.08050678
https://doi.org/10.1016/j.pop.2010.12.002
http://creativecommons.org/licenses/by/4.0/

PartV

Conclusions



l')

Check for
updates

Gallus Bischof, Richard Velleman,
Marcela Tiburcio, Abhijit Nadkarni, and Jim Orford

26.1 Introduction

This book has brought together the work of
renowned authors from the global South and the
global North to examine the multiple facets of the
experiences of family members facing addiction-
type problems. The 25 chapters in this volume
show us how much we already know, although
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research on affected family members (AFMs) has
been relatively scarce (similar to approaches for
supporting AFMs), and many issues need further
research. However, these chapters demonstrate
that an impressive body of evidence has been
accumulated so far:

* Epidemiological data suggests that a large
number of individuals are affected by a rela-
tive’s addiction-type problem and that the
effects on AFMs should be viewed as a public
health issue (Chap. 2).

e The harm caused by these types of problems
affects a wide number of relationships and can
be consistently found in different cultures
(Chaps. 4-9, 11, 12).

e Although children appear to be among the
family members most severely affected (Chap.
5), the harm caused to adult family members
has, so far, been largely neglected by research
and practice (Chaps. 4, 6-9, 11, 12).

e The degree of ill-health caused to families by
addiction-type problems is substantial, with
elevated rates of both psychiatric morbidity and
somatic illnesses. Health insurance data sug-
gests that this ill-health is causally attributable
to family members’ exposure with addiction-
type problems, since morbidity is significantly
reduced once the relative has been successfully
treated [1]. Furthermore, there is no evidence
that AFMs who reveal elevated morbidity share
common pre-morbid characteristics that trigger
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ill-health, although it is likely that the level of
resilience (i.e. personal characteristics) of
AFMs can contribute to the level of impairment
experienced, as is the case in psychiatric disor-
ders in general [2] (Chaps. 4-12).

At the same time, preliminary results suggest
that the AFM experience is moderated by a num-
ber of factors, including gender, type of relation-
ship, type of attachment and (sub-)cultural and
economic background, just to name a few.

As Chap. 3 shows, the ways that researchers
and practitioners conceptualise what it means to
be an AFM influences the work that they do, be it
research, policy development, implementation
development or simply how one works to try to
help people as a practitioner or clinician. The vari-
ous chapters examining the barriers to working
with AFMs (Chaps. 13-16) and the chapters
examining the variety of ways that have been
developed to try to support and help AFMs (Chaps.
17-25) all show that the model adopted then
largely determines the ways that policies or inter-
ventions are either developed or implemented.

Many studies have demonstrated that effective
interventions and help for AFMs have been
developed, be it by including AFMs in the treat-
ment of their relative (i.e. couple’s therapy or
family therapy) or by offering treatment only to
the AFM, which is highly relevant given that only
a minority of individuals with addiction-type
problems ever enter treatment [3]. But, in con-
trast to interventions targeting only AFMs, even
in interventions which do include both the rela-
tive with the addiction-type problem and the
AFM, a substantial proportion of these interven-
tion studies do not assess the outcome or effects
on the AFM. It seems clear that future studies on
family-based interventions should simultane-
ously assess all three of the effects on AFMs, the
relative and the quality of the relationship.

Many of these evidence-based treatment offers
are not regularly implemented in the addiction
treatment system (Chaps. 13, 15). There are many
reasons for this, including the fact that, in many
countries, reimbursement for working with AFMs
is difficult or non-existent; and in countries where
services are contracted by authorities to work with
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those with addiction-type problems, work with
AFMs is excluded from these contracts. Data from
treatment facilities indicate that the treatment gap
for AFMs is even bigger than it is with regard to
the individuals with addiction-type problems. As
well as the structural reasons affecting provision
and reimbursement of these services, public stigma
and self-stigma seem to substantially contribute to
the treatment gap (Chap. 15).

We will close this book by reflecting on some
of the main issues and challenges which the pre-
ceding chapters have highlighted for the Editorial
group, examining such matters through the lenses
of policy, practice and research.

26.2 Policy

Regarding policy measures (Chap. 13), it is clear
that the ways of offering support and help to
AFMs need to be expanded and barriers to treat-
ment reduced. This is the case with all AFMs, but
a good starting place would be the offer of sup-
port for those with addiction-type problems who
are also parents, and where the AFMs are chil-
dren or sometimes toddlers, related to these par-
ents’ parenting behaviour (see Chap. 22). Such
offers do exist within some countries, but there is
a great need to increase this provision and to
ensure that it is offered much more equitably
across the world. A second area of need is to offer
far more interventions focusing on the needs of
juvenile and adult AFMs and, related to this, to
routinely offer AFMs the option of participating
in the treatment of their relatives (Chap. 16).
Furthermore, anti-stigma campaigns regarding
addiction-type problems are needed (Chap. 15).
Such campaigns have been successful in the field
of mental health issues in general [4]. They
should also be used to specifically fight stigma-
tising concepts regarding family members (Chap.
3), such as the concept of co-dependency as a
deficient personality trait, and to acknowledge
that caring for someone with addiction-type
problems is not pathological per se and that many
family members are facing coping dilemmas [5].

Furthermore, public health campaigns target-
ing addictive behaviours need to be carefully
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considered and planned (and then evaluated)
since such campaigns can often stigmatise indi-
viduals (and thus potentially their family mem-
bers) who show loss of control towards these
behaviours [6]. In addition, given that many
AFMs are faced with coping dilemmas (i.e. a liv-
ing situation in which all reactions are facing a
serious threat of negative consequences; [5]),
campaigns should refrain from providing simple
messages such as advising AFMs to distance
themselves from the users (often referred to as
‘tough love’ in popular self-help materials; [7]).

Within the Harm to Others paradigm, struc-
tural prevention measures like reducing the avail-
ability of psychoactive substances and/or
gambling venues have been proposed [8]. Harm
to others and to society was an important issue
when alcohol was prohibited in the USA in the
early twentieth century. However, although such
measures can reduce access to addictive sub-
stances (and behaviours), criminalisation of
addictive behaviours can also have serious draw-
backs on AFMs, including the risk of delinquent
behaviours, pauperisation and overdoses. To
date, it remains unclear what advances and what
drawbacks can be predicted depending on the
type of measure. What is clear is that, when plan-
ning such policy measures to address addiction-
type problems, and substance use or gambling in
general, their potential effects on family mem-
bers must be taken into account, and in any evalu-
ation of the effectiveness of such measures, the
effects on family members must also be assessed.

What remains a great challenge is the task of
raising awareness among policymakers of the
needs of AFMs and how these must be incorpo-
rated within policy initiatives. Some of the rea-
sons why it is so difficult to make these changes,
and the possible ways of raising such awareness,
are outlined in Chaps. 13, 15 and 16. Two major
areas need to be changed.

First, the attempt to raise the profile of AFMs
within policy initiatives aimed at dealing with
addiction-type problems. It is the fact that such
policies are generally not a high priority for many
policymakers, in themselves (never mind related
to AFMs). Many countries do not have compre-
hensive policies to tackle either alcohol or gam-
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bling behaviour and misuse, and many policies
related to drug use and misuse are strongly ori-
ented towards the criminal justice systems in
each country. Given that these policies are them-
selves not high priorities, it has proved extremely
difficult to raise the profile of AFMs within them
and in their rare revisions.

Second, AFMs ought to figure much more
strongly within policies aimed generally at fami-
lies and family care. Most countries have policies
related to children at risk, and it is well evidenced
(e.g. Chap. 5) that the children of those with addic-
tion-type problems are at a far higher risk than are
other children; yet it is often the case that there are
no or few mentions within such policies of the spe-
cial risks and circumstances that child AFMs face.
Besides child-protection policies, there are a host
of other family-related policy areas within which
many countries have developed policy initia-
tives—for example, domestic and interpersonal
violence, mental health, education, care of older
adults, family strengthening policies and so on. At
present, the family members of those with addic-
tion-type problems rarely appear in any of those
policies. A challenge is to change things so that
those charged with making or updating policies in
any of these ‘family-oriented’ areas incorporate
AFMs to a far greater degree.

AFMs themselves have an important part to
play, as experts by experience (EbEs), in advocat-
ing for the improvements we are seeking and
which are so badly needed. Their arguments, as
the ones who know first-hand the stresses and
dilemmas which AFMs experience, are likely to
carry considerable weight with policymakers,
provided their voices can be heard. Furthermore,
their ideas about the services that are needed for
their relatives and for themselves should be lis-
tened to very carefully, alongside the ideas
brought to the table by health and social care pro-
fessionals and researchers.

26.3 Practice

The chapters examining the interventions to sup-
port or help AFM (17-25) demonstrate that there
are a number of such interventions, with emerging
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and increasing evidence that many of these are
effective in reducing the stress and strain that
AFMs experience from living in close proximity
to an addiction-type problem. These evidence
bases need to be further developed, but a far
greater challenge is the lack of uptake of such
evidence-based interventions into routine prac-
tice. Given that AFMs can be approached in vari-
ous settings (e.g. primary health care,
addiction-related services, counselling centres
for psychosocial issues and so on), providing
professionals in various settings with adequate
skills to approach the issue and refer to special-
ised services if needed is mandatory for improv-
ing support for AFMs. The vast majority of the
limited evidence base for all of these interven-
tions comes from funded trials, where the effec-
tiveness of the intervention is tested and
potentially demonstrated. But it is always the
case that such externally funded trials end, gener-
ally with no element of follow-up, and it is rare
that the interventions tested in these trials con-
tinue to be used or incorporated into routine prac-
tice. There are examples of evaluations of
interventions that have been incorporated in rou-
tine practice [9], but mostly the take-up of any of
these developed interventions and their incorpo-
ration into routine practice is rare. There are
many reasons for this, with some being explored
in Chaps. 15 and 16; but a massive challenge for
practitioners and those who provide services is to
find ways to incorporate such effective ways of
working with AFMs into their routine practice.

26.4 Research

Commissioning this book, and writing or editing
the chapters, has reminded us that there has been
research that has been undertaken on AFMs, and
that some of it is good research; but it has rein-
forced the fact that there is still a great deal which
remains to be understood and discovered, as the
summaries and discussions in this chapter so far
have underlined.

Although a great deal is known about the
experiences of AFMs in general, in living with
and having to cope with the challenges arising
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from being in a family where someone has an
addiction-type problem, a major percentage of
the research undertaken has involved volunteer
samples (as opposed to representative cross-
sectional samples), often recruited whilst in cri-
sis, and predominantly comprising women (as
mothers, partners, children etc.). The area of the
epidemiological study of AFMs would be well
served by recruiting far more diverse groups
(especially recruiting males of all sorts, but also a
far wider distribution of ethnic and socio-
economic groups). In terms of quantitative work,
much more research is needed using population-
based samples to start to understand whether or
not volunteer samples in crisis are representative
of the far larger numbers of AFMs in the wider
community. Integrating research on AFMs into
large-scale epidemiological studies would be an
important starting point to estimate the public
health dimension of the problem. Standardised
questionnaires based on the Stress-Strain-
Coping-Information-Support Model are available
[10]. As far as qualitative work is concerned, it is
important to discover whether males experience
being an AFM in similar or different ways to
females, among other questions.

When we move to research into interventions
or treatments to help AFMs, there is far less pub-
lished material (although Chaps. 17-25 sum-
marise the evidence well). There are many
reasons for this, but two of them are outlined
here. First, the fact that acquiring funding for
undertaking research into the experience of
AFMs is very difficult: as this book has tried to
demonstrate, AFMs are a low priority for most
research funders, alongside other groups such as
policymakers.

The second reason why there are few pub-
lished ‘high-quality’ studies of the effectiveness
of interventions or treatments to help AFMs is the
fact that many such research trials raise consider-
able ethical and other difficulties if researchers
attempt to use the most common method, the ran-
domised controlled trial (RCT), to test one inter-
vention against another.

Increasingly, many researchers in the interven-
tion field (within substance misuse and within
mental health generally—see, [11, 12]) argue that
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undertaking RCTs comparing different interven-
tions, with the aim of claiming one intervention’s
greater effectiveness as a ‘method’, as compared
with some control group, is not the best way for-
ward. Instead some argue that we should espouse
methods which have obvious face validity: as
humanitarian, common-sense, cost-reducing
ways of responding to harms (in this case, the
harm which ‘addictions’ inflict on concerned and
affected others). ‘Evaluation’ would then be in
terms of feedback from participants (AFMs, other
relatives, professionals), identifying cost savings,
making successive improvements on the basis of
feedback rather than sticking to a fixed formula or
fixed intervention, etc.

RCTs are extremely expensive and time-
consuming and difficult to attract funding for
(and are too complex to be undertaken without
significant funding). Currently, if such trials are
not undertaken, suggestions for use of these help-
ful interventions simply invite rejection: these
interventions are seen as forms of treatment
which are not sufficiently ‘evidence-based’. One
opposing position is that instead of pursuing RCT
evidence, their acceptance would be better based
on the argument for involving and supporting
AFMs (as with AFMs where other health and
social conditions/problems are involved), using
approaches which are both sensible, and have
some evidence of feasibility and acceptability to
AFMs and others (i.e. that they have already been
well received and disseminated in a number of
contexts). This view suggests that researchers
should put much more emphasis on winning the
argument for involving AFMs rather than on
inventing (and testing via RCTs) rival therapies
which are, in essence, probably indistinguishable
[13]. Needless to say, there are competing views,
some arguing almost entirely for RCT evidence,
others suggesting that RCT evidence is needed,
but also arguing that these should not be the only
legitimate form of evidence. In the field of psy-
chotherapy studies, much emphasis has been put
on process research, indicating the relevance of
so-called non-specific factors that especially
focus on therapeutic relationship and shared
decision-making. Given the heterogeneity of liv-
ing conditions AFMs are facing, flexible
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approaches that focus on the client’s needs are
vital. In addition, all intervention studies should
include a measure of potential harm to clients, as
research on therapy has also shown negative
effects on clients [14].

This is also important for brief and digital
interventions that can have the potential to reach
wider groups of AFMs (Chap. 24). Such inter-
ventions might serve as a first step to more intense
treatment, and for some AFMs they can also
serve as a sufficient approach to reduce stress and
burden. However (and unfortunately), research
comparing the efficacy of these approaches to
face-to-face interventions is still an under-
researched area.

26.5 Summary

Addiction in the family has been described as ‘a
major but neglected contributor to the global bur-
den of adult ill-health’ [15]. Although this is still
true, especially in the field of practice and public
awareness, this book shows that some major
improvements regarding our understanding of the
situation of AFMs have been achieved in the last
decades. We hope that this handbook is a first
step towards closing the ongoing gaps in research,
policy and practice.
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