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Table 1. Relationship 

Table 2. Demographics

• National data on family members caring for persons 
with SUD is sparse, estimates suggest that for every 
person with SUD, 4-6 people are affected (SAMHSA, 
2022).

• Family members can serve as intermediaries in 
navigating crises, facilitating treatment access and 
coordinating long term recovery (Dokken & Ahmann, 
2006; Sparks & Tisch, 2018; Stormshak et al., 2019; 
Velleman, Templeton & Copello, 2005). 

• Lack of system supports exacerbates caregiving 
demands for families, reinforces isolation, conflict and 
disease burden (Orford et al., 2013.

• Family members serve as a source of emotional 
support for persons who use substances, which can 
mitigate the isolating effects of addiction (Biegel et al., 
2007). 

• Affected family members seek connection against 
rejection and stigmatizing narratives (Orford et al., 2013) 

This study was co-designed in collaboration with 
Families for Addiction Recovery (FAR) and was guided 
by the principles of Participatory Action Research. 
Between February and August 2024, the research team 
conducted 87 semi-structured, in-depth interviews with 
participants. Each interview lasted between one and 
two-and-a-half hours and was carried out virtually using 
Zoom. A purposive sampling strategy was employed to 
ensure diversity and relevance among participants. 
Recruitment was facilitated through FAR’s network as 
well as eight partner community organizations, allowing 
the study to engage families from a wide range of 
backgrounds and experiences.

Figure 2. Family Counterculture 

Figure 1. Systemic Alienation of the Family 

This study revealed six ways in which the healthcare 
and other systems alienate families caring for those 
affected by substance use.

Counterculture
Families described profound rejection and systemic failure when seeking 
support from law enforcement and healthcare institutions. Parents recounted 
victimization in their own homes but avoided calling police for fear of 
criminalizing their children, while others emphasized the long waits and lack of 
timely treatment in healthcare. Healthcare responses were often perceived as 
dismissive, inaccessible, or hostile—leaving families feeling powerless and 
betrayed. Families reported being sidelined, blamed, or encouraged to accept 
their loved one's death rather than pursue involuntary detention. These 
experiences led to a deep sense of betrayal and rejection, especially among 
parents who felt powerless to protect their children. 
In response to systemic abandonment, they developed a distinct "family 
counterculture" marked by a rejection of dominant culture and the 
development of alternative caregiving practices, emotional resilience, and 
community solidarity. Families adapted to chaotic home environments, created 
makeshift solutions like tracking devices and negotiated unsafe compromises 
to protect their loved ones. They reclaimed stigmatized behaviors considered 
enabling as acts of care, formed supportive networks, and assumed roles as 
reluctant guardians—managing crises alone in the absence of institutional 
support. This counterculture reflects a powerful critique of dominant systems 
and highlights the urgent need for inclusive, family-centered addiction care.

Professional norms that reflect and foster distrust 
Family members described feeling dismissed and their input rejected by 
professionals who assumed that family dysfunction or overinvolvement 
caused addiction. These entrenched biases—framed as professional 
norms—positioned families as problematic rather than as potential allies in 
care. Parents recounted being excluded from treatment discussions or 
barred from facilities, which reinforced feelings of betrayal and isolation. 
Over time, families developed their own mistrust toward service providers, 
eroding opportunities for collaborative care and compromising the safety 
and stability of their loved ones.
“And so, the entire system is working against the parents to make sure you 
basically walk away from your kid and leave them to be trafficked like in the 
case of my daughter to be harmed and to die.” (P32)
“But the point is family was never involved in any kind of assessment of 
anxiety, depression, bipolar, what do you think is going on? And you know I 
would have said my son is more borderline personality disorder than 
bipolar. And at times I still question his diagnosis.” (P001)
Familial responsibility without institutional support 
Families were expected to shoulder extensive caregiving responsibilities 
without institutional assistance or guidance. Participants described being 
held legally or morally accountable for their relatives’ wellbeing while being 
denied access to the services or information necessary to fulfill this role. 
This contradiction was particularly stark for parents of minors: parents were 
responsible for school attendance and safety but could not mandate 
treatment and some youth could not access withdrawal management 
services. The result was profound helplessness and frustration as families 
were left managing crises unsupported by the systems meant to protect 
their children. As one parent who lost their son to an overdose said:
“Both [police officers] told me there's nothing they could do. He's 17. That 
he's old enough to be out on the street if he wants to. At that age I don't 
have to keep him home […] but I am responsible to make sure he goes to 
school. I am responsible to make sure he's not getting in trouble, and if he 
does, I'm responsible for that.” (P53) 

High barrier treatment
Services were fragmented, bureaucratic, and inaccessible, creating high 
barriers to entry. Families described complex intake procedures, rigid 
eligibility criteria, and long waitlists that often outlasted moments of 
readiness for treatment. In some cases, individuals had to be abstinent for 
days before assessment, an unrealistic requirement for those in active 
addiction. Families were forced into reactive crisis management while 
treatment remained out of reach, producing exhaustion, hopelessness, and 
further resentment of the system.
“…he's on a waitlist for treatment… So, they make him call in once a week, 
and if he misses the call, he goes to the back of the line. Can you believe 
it?... The people that need it most are the people that will forget to call and go 
to the back of the line. Is that how our addiction services should be?” (P20)

Privacy barriers 
Strict and inconsistent interpretations of privacy legislation frequently 
excluded families from involvement. Participants recounted being denied 
basic information about diagnoses, treatment, discharge plans, or relapse 
warning signs sometimes even when their loved one’s consented to family 
involvement. Professionals often applied “sledgehammer” confidentiality 
approaches, citing privacy to avoid engagement. This rigid enforcement not 
only obstructed communication but endangered both patients and families, 
who were left to manage post-discharge crises without critical information 
or institutional support.
“This is the biggest policy issue I see is that, I'm the person who knows my 
son the best, right? I'm the person that understands his triggers […] his 
mental health […] the trauma he might not even identify with the trauma. 
But, like holy fuck man, you meet this person for 15 minutes, and you think 
you know, you don't know shit. And I'm the person who does.” (P05)

Detachment rhetoric
Families encountered a pervasive “detachment rhetoric” within clinical and 
public messaging that encouraged emotional and physical distancing from 
the person with substance use disorder. Often framed as healthy 
boundaries or “tough love,” this ideology labeled family members as 
codependent or enabling. While intended to foster independence, it instead 
fractured relationships, isolated caregivers, and deprived those struggling of 
essential emotional and material support. Participants described this 
rhetoric as both morally distressing and socially sanctioned, encouraging 
systemic estrangement among family members. One person whose partner 
subsequently died said:
“Every piece of advice that I was getting from people that I trusted, people 
who I thought knew what they were talking about. I really wish that I had 
done more of the research that I did after my partner died before [he died], 
because what his doctor saw [from me] is she's in, she's out […] because I 
couldn't quite be out, because he had no one. I was the only person he had 
left, and of course my therapist was like well, whose fault is that [implying 
her partner]”. (P28)

Neoliberal individualization of sickness
Addiction treatment was dominated by individualized models emphasizing 
personal responsibility and autonomy while disregarding relational and 
structural determinants of health. Under this framework, addiction was 
treated as a private failure rather than a collective or systemic issue, 
marginalizing families and absolving institutions of supportive obligations. 
Families reported being told that providers would “deal with the patient” 
alone, undermining their caregiving role. This model reinforced isolation, 
neglected family expertise, and perpetuated inequities in care access and 
outcomes.
“…they're going to make an expert decision in 6 to 12 hours without taking 
in what the care provider can tell them about the past decade and the other 
institutions that they've been in, and the other people that have treated 
them, and the outcomes and what their triggers are. And yeah, the 
1,000,001 things no, you have to push and yell, which is usually when 
you're at your weakest, like anything else when you're at your worst, is 
when they put up the most barriers.” (P015)
Consequence: Alienation of the Family
Families described a profound sense of estrangement; from their relatives, 
from institutions and from society itself. Systemic neglect, stigma and lack 
of collaboration left caregivers feeling invisible and blamed for addiction 
while being denied meaningful participation in care. Parents often faced 
moral and emotional dilemmas about maintaining involvement despite 
exhaustion, abuse, or fear for safety. As systems failed to intervene, families 
were forced to set painful boundaries or endure ongoing harm. Alienation 
also fractured sibling relationships, leaving parents isolated as sole 
caregivers and deeply anxious about who would protect their loved one 
after they were gone. This systemic exclusion intensified family 
fragmentation and perpetuated intergenerational trauma.
“I've described to you some pretty abusive things and how do you support 
somebody that’s been abusive towards you? And how do you support 
somebody when you don't really have any power or control?” (P87) 
Consequence: Endangerment 
Institutional indifference not only alienated families, it endangered both them 
and their relatives with addiction. Participants recounted unsafe discharges, 
lack of follow-up and absence of communication from healthcare teams, 
resulting in patients being released without support and families left 
unprepared to respond to crises such as recurrence, overdose, or 
suicidality. Providers’ refusal to act until individuals were “ready” shifted risk 
and responsibility entirely onto families, who were forced into 
crisis-response roles without training, authority or resources. These 
systemic failures produced material danger: patients were exposed to 
exploitation and harm, while caregivers endured chronic anxiety, 
sleeplessness, and fear of preventable death. Endangerment thus 
represents the most acute outcome of systemic familial alienation—a 
collapse accountability that leaves both patients unprotected. As one parent 
who lost their son to an overdose said:
“This was at the hospital and he was supposed to be [there] for a wellness 
check. Someone [from the healthcare team] came to see him, and then he 
came out and I took him home. No one told me a thing. I have no clue what 
went on. No doctor explanations cause it wasn't my right. I'm not in the right 
to know as a parent what's going on with him. So, if there was something 
going on with him I'm also not able to help him.” (P53)
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Canada's addiction care system 
marginalizes families through 
exclusionary policies, rigid privacy laws, 
and fragmented services that reinforce 
stigma and neglect. Despite being 
essential caregivers, 
families—especially women—are 
denied recognition and support, forced 
to absorb the emotional, financial, and 
social burdens of care. These systemic 
practices reflect neoliberal values that 
individualize illness and privatize 
responsibility, leaving families to 

manage risk and crisis alone. In 
response, families have formed a 
counterculture of resistance, reclaiming 
caregiving roles and advocating for their 
loved ones.          
Family counterculture challenges 
institutional norms and calls attention to 
the structural failures of addiction policy. 
This resistance is not only a survival 
strategy but a form of political 
engagement, demanding recognition, 
resources, and reform. The study 
highlights the urgent need to reframe 

addiction care to include families as 
essential partners rather than peripheral 
actors. Ultimately, the study positions 
family counterculture not as a fringe 
phenomenon but as a vital force for 
transforming addiction care in Canada. 
The resilience and advocacy 
demonstrated by affected family 
members offer a blueprint for reform, 
emphasizing the importance of 
community, compassion, and 
collaboration. 


