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Parent Education during Transition 
 

Look.  Addiction, including Alcoholism, doesn’t present itself the same way in all people any 
more than heart disease does.  Addicts are individuals and they’re different – different 
physiologically, mentally, spiritually, and have a lifetime of different experiences, including 
experiences that are really good and horribly bad - but the effect of the addiction is generally 
the same.  They start, they can’t stop, and bad things happen. 
 

A young adult comes home from work and likes to have a drink to calm down.  It’s a way to 
relax and let go of the stress from the day.  That person may go to a party and have a couple 
of drinks as a ‘social lubricant” to allow them to more easily interact with friends and 
strangers alike.  That’s normal, right? 
 

Once in a while, they have 3 or 4 drinks, and a few years later maybe even 5 or 6 in the 
course of an evening.  Why not?  It’s a special occasion.  And maybe they are building a 
tolerance – it takes more to get the same amount of “social lubrication” and they find 
themselves a little more “thirsty” than usual.  But they get up in the morning and go to work.  
Everything is “fine”. 
 

At some non-specific, unremarkable point during the next 10 years, they come home from 
work and have that drink they have been thinking about since 10:30am.  Maybe they go to 
lunch and have a beer once in a while.  Maybe it’s two beers, which is OK as long as nothing 
big is happening at work after lunch…. 
 

Perhaps by the time they are 40 or so, they are drinking at lunch 2 or 3 days a week and when 
they get home the drinks are on the kitchen counter before they take their coats off.  But, 
“they deserve it” after twenty years of working every day. 
 

Many of us grew up in households like this.  Many of us have become something similar 
ourselves.  But we handle it – or at least don’t have many conspicuous consequences.  Some 
may get stopped by a cop late at night and even get a DUI, but “we definitely aren’t 
alcoholics because we only got caught once in 25 years”…  
 

Now imagine a person whose brain is wired just a tiny bit differently.  Maybe they have a 
dopamine deficiency, or they are a little more anxious because of overactive adrenal glands, 
or they don’t have as many neurotransmitter receptors, or they experienced some kind of 
trauma that they relive a little too often.  By middle school they are anxious, depressed and 
isolating.  Then, they try something – a pill, a drink, a joint - and it immediately grabs them, 
fills them with energy, with courage, and most damaging of all, with “oblivion” from their 
mental anguish.  Their brain says “more, more, more”.  Their body says “more, more, more”.  
The initial crutch becomes their long-term, permanent solution from the real problem – which 
isn’t drinking or drugging.  It’s “them”. 
 

These little tiny differences in brain and body chemistry - from one of hundreds of small 
differences in the limitless number of combinations of brain chemistry and physiology 
determined by genes and experiences - makes this person react to the drug differently than 
you do.  The problems that the “drug abuse” causes rapidly become obvious – you can see the 
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crap they do.  The solution on the other hand is not so obvious.  You can’t see inside their 
heads.  You can’t see the brain chemistry deficiencies that have taken over their actions. 
 

If we don’t understand the cause of the problem, how the hell are we going to figure out “the 
solution”?   This is why PARENT education about PARENT behavior is so important. 
 

 
 

The disease is complicated and mystifying and our misconceptions about it can cause 
unintentional harm.  In this chapter, we have chosen and provided information – in no 
particular order - about several topics that our parent members believe parents in transition 
should familiarize themselves with.  There are more – and if you feel so inclined – please send 
us these topics to include in any follow up editions. 
 

These topics are organized under four general categories: 
 

x Addiction and Family Related Topics 
 

x Related Mental Health Topics 
 

x Treatment Related Topics 
 

x Other transition topics 
 

We aren’t trying to cover everything – we just want to point out things parents may want to 
think about and explore further.  We may only devote a paragraph or two on a topic you need 
to read a book about, but the topics generate their own discussion, and pathways to solution.   

 

The true “education” comes from openly discussing these topics in meetings 
 

Indeed, we are just scratching the surface, and can’t possibly provide comprehensive 
information about all the things we talk about at our meetings, but we provide here a snippet 
to open the door on the discussion if a newcomer or person in transition raises the topic.  We 
usually find that one or more parents in the meeting will have direct experience with each of 
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these subjects and can weigh in to clarify their understanding and share their input.  Any of 
these topics my cause an itch that you feel the need to scratch, but be cautious and diligent 
before making assumptions or self-diagnosis about you or your child.  Talk openly - about 
things you don’t completely understand before taking action - and ask for qualified input. 
 

We suggest that you when you take medical advice from any qualified provider – family 
doctors included – that you do so with a somewhat skeptical eye and ear, unless that person is 
a specialist in addiction and related mental health disorders.  Get their qualifications and 
experience – and if you aren’t sure about something, don’t be afraid to ask about it. 
 

There is a great deal of phony and even preposterous “science” out there that needs to be 
flushed out.  Some rehabs claim they can “cure you of your addiction”.  That’s nonsense.  
Sooner or later we have to make up our minds about treatment and take action, but we hope 
that you do not do so based on misinformation.  Unfortunately, not all members of our 
medical, treatment, and therapeutic communities are equally as versed on addiction and 
addiction treatment as others.  Find a real, proven expert in the field and check them out.  
Review reliable, arm’s length sources beforehand – ignorance should never be an option. 
 

 
 

Have we belabored this point?  Maybe a little, but many of us have experienced bad advice.  
If you have a question or concern about some behavior in yourself or a loved one, it’s 
important to debunk and demystify BEFORE launching down a path that may waste time; 
BEFORE spending thousands of dollars on things we have found do not work; and totally miss 
doing something vital or miss asking an key question, the answer to which may be essential to 
good decision-making.  This requires research – not snap decisions - like any other life 
threatening disease.  Do what you can to make sure you’re on the right road. 
 

And remember this – you don’t have to do everything at once. Reading this book is like eating 
an elephant.  Do it one bite at a time.  Read a little about a topic you are interested in or 
about an area you have a problem with, and talk about it with someone else, like another 
parent in the group or a therapist.  Most problems have solutions if we just expose them to 
the light of day with someone who cares and has had experience with the same thing. 
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Van Gogh 

 
Change is difficult for the parent and the child.  Parental waffling is not an option.  We need 
education, perspective, commitment and consistency, and then we need to change.   Yes, 
“we” as parents need to change our attitudes and behaviors to give our kids the best chance 
at recovery that we can. 

 

 
 

 

Love the child – hate the disease. 
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Addiction and Family Related Topics 
 

x The main “problem” is that most people just focus on the problem 
x Symptoms of dependency 
x Is It Use, Abuse or Addiction? 
x Types of addiction – chemical and process addictions 
x Addiction and the Addict 
x Denial and the parents part in the dysfunction – how we participate in this 
x The family disease 
x Impact on the family 
x One parent’s story – “7 things about my addict that took me 5 years to learn” 
x Parent and family members suffer post-traumatic stress 
x Siblings 
x Adoption and Addiction 
x Grandparents 
x Step-Parents 
x Single Parents 
x The impact of child addiction on marriages 
x Parental influence – working yourself out of a job 
x Helicopters and snowplows 
x The trap of making ultimatums – make boundaries instead 
x The Golden Rule gets perverted by resentment 
x Craving 
x Triggers 
x Hitting the wall – stagnation in recovery 
x Relapse – the 2nd most terrifying word in the newcomer’s vocabulary 
x Overdose 
x Withdrawal 
x Effect of addiction on other medical issues 

 
Topic:  The main “problem” is that most people just focus on the 
problem 
 

Addiction is a chronic progressive, terminal illness that kills hundreds of thousands of people 
every year and our society treats it like it’s the patients fault.  That has to change. 
 

As a society, and in response to an urgent ever-expanding health crisis, we have to give this 
disease the attention it warrants and the respect – yes respect – it deserves as a killer of 
children and adults.  We have to start focusing on the solution, but for parents who are in 
Transition, the solution starts with understanding the problem.  We will spend some time 
talking about this but, as with all serious topics, the solution is what we really want to get to. 
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“We can barely fill a shelf in our addiction studies libraries with what we know 
about the recovery experience, but we can fill whole buildings with what we know 
about the pathology of addiction.  We have millions of people in long term 
recovery in the United States.  It’s time we began to study the solution to this 
problem as opposed to studying the problem.” 
 

Bill White, Emeritus Addiction Researcher (http://vimeo.com/72542240)  
 

The problem is not simply “the bastard just drinks too much.”  The real problem is we don’t 
seem to know how to stop it.  The Problem is “What is the solution?”   Our kids are sick.  We 
get that.  So, what do we do about it?   
 

If I see one more show about some rock star that drank and snorted his brains 
out, I’ll throw up…   Why didn’t the jerk just stop?  He was talented and had so 
much potential. The whole world was at his feet and he blew it all away.   
 

For that matter, how come my kid can’t stop?  What will it take to get him to 
realize he is ruining his life?  It seems so simple, but he just won’t listen.  He 
needs a kick in the ass. 

 

You can spend weeks, months, and years trying to understand the disease.  You can place 
blame on anyone you want.  You can read every book and article about it, right down to the 
biochemistry of it all.  Instead, please try to understand it by putting yourself in their shoes. 
 

Have you considered that you – the parent of an addict – can relapse too?  Are their simple 
instructions for you to follow to stay emotionally sober that you just couldn’t follow?   
 

What does parental relapse look like?  What is it we relapse “on”, and what are the signs 
and symptoms?  If you can understand this, you will be in a better position to understand why 
and how your kid relapses.  You will be able to see the signs of their relapse and your relapse 
– before it actually happens. 
 

The most common symptom is anxiety, which sooner or later turns to abject fear, and is 
expressed as fight or flight – rage or running away.  You can feel that something is wrong, and 
then it starts to grow.  You may figure out why and what causes it, but you can’t stop it.   
 

The only difference between addicts and non-addicts is: they use drugs or alcohol or both to 
find oblivion to soothe their fears, and non-addicts try to “solve” their fear another way. 
 

We had finally drawn the line in the sand with our son by telling him we would 
only support him returning to rehab and getting help and nothing else. At this 
point he was desperate because he had been living in his car for 3 weeks and had 
sold most of the belongings he had left; clothes, computer and camera my 
husband had given him as a gift.  Even though I had been working on my program 
of recovery and attending parents group meetings regularly, I got scared and I 
gave in.  The other parents called it my relapse.   
 

He said he would meet with the therapist at the Rehab but needed gas money to 
get there. In my heart, I knew that giving him money was only going to prolong 
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the bad situation, but I wanted to believe him, I wanted to believe there was an 
end to the agony I was feeling, waiting for the possibility of the “worst-case” to 
happen. I lied by omission to my husband and parent group friends by not telling 
them I sent him $50 to buy gas, because I knew they would tell me not to do it. My 
son ending up being out on the street for another week, taking himself further 
down to his bottom using the money I sent for gas to get him to rehab. 

 

Many of our parents are irritated when we suggest that they can relapse – an action they see 
as return to drug use.  Make no mistake: return to drug use is merely a SYMPTOM of an 
underlying problem.  It’s a little like “acting out” – it’s the effect, not the cause.  Our actions 
are very often the same – we “rescue” because of our instinctive need to protect.  We have to 
overcome that powerful feeling the same way they have to overcome the powerful urges – 
survival urges - they experience when they are scared, frustrated and enraged. 
 

It took a long time for me to understand that, in so many ways, I was just like my 
daughter.  I needed what she needed.  I needed meetings.  I needed a program.  I 
needed people to call.  Fear was running my life and I needed a way to deal 
rationally with life’s decisions.  My kid was my addiction and I needed my clan, 
my support system, my own way to separate myself and my feelings from hers.   
 

I also needed a place to voice my concerns and frustrations and get advice from 
people who had been in the same predicament.  I needed the cross-talk, the 
comfort of being with people who understood and truly connected with my 
problem and could show me their solution.  I was sick of the judgment and cold 
shoulders I got from others.  Yes, I needed other parents, addicts in their own 
right, to help put my addiction down – the fear and need to control my little girl. 

 

Topics: Symptoms of Dependency 
 

A Therapist provided this list for us, and then made specific comments for us to share: 
 

Here are some signs that might indicate a chemical dependency problem in you or 
someone you love: 
 

� Trying to cut down or to quit using some substances, and failing at it 
� “Blackouts” or lapses in memory after use 
� Using the substance while alone, or hiding the evidence of use 
� Using the substance to forget about problems or worries 
� Doing things while “under the influence” that cause regret afterwards 
� Not being able to enjoy an event without the substance 
� Using much more than other people at social gatherings 
� Neglecting responsibilities in order to use the substance 
� Family, friends, or employer expressing concern about substance use 
� Being willing to do almost anything to get the substance 
� Financial or legal problems from using the substance 
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If these things are happening, a big, bright, flashing red flag should go up.  Your child may not 
see it, or be unwilling to admit it, but you should be able to see and take prepare to action 
based on any of these signs.  Don’t light your hair on fire; but reach out for help early on, 
preferably professional help from an addiction therapist, and then listen and start to prepare. 
 

The last thing that a parent wants to see is their child with an addiction or 
alcoholism.  When you look, you see signs.  It’s important to think of it like 
building a case to take in front of a judge and jury. Building a case takes clear 
evidence, removed of emotion and clear facts.  We need to look for evidence over 
time, not just one event but a spectrum of areas of their life.  An identified 
pattern could be a turning point for taking action (but not always).  However, 
when the child takes risks that impact others or themselves in a way that could 
be damaging, academically, legally, socially, or medically, it gets serious; always 
intervene if a question of safety is an issue (yes this is challenging to define)  
 

An adolescent with addiction (and their parents) could selectively rationalize any 
one event or minimize one consequence; however in building a case we look at the 
entire picture with perspective and multiple avenues of information and support.  
A successful intervention could include multiple individuals from different parts 
of the addict’s life. Or at least investigating if additive behaviors are occurring 
in pervasive ways could paint a stronger picture of need.   
 

Either way, getting the ball rolling could start with an evaluation or outpatient 
counseling to create some awareness for the child. Some parents fear they need 
to start at inpatient rehab – and sometimes they are right; that may be a part of 
treatment, but initially it might be helpful starting with an evaluation to get 
informed in what specific behaviors to look for. 

 

What oldtimers see when they read this is a clear picture and a path forward.  Newcomers are 
not so fortunate.  Our therapist is softly saying to those who are new to this – if you see a 
problem or potential problem, go see someone, even if it is just you without your child.  Ask 
questions and share what you have seen.  Don’t let denial or a lack of information prevent 
you from reaching out to help your child early on.  The treatment continuum is a collection of 
specific support providers and may include family, local therapists, local physicians, inpatient 
rehab, and aftercare providers and is described in more detail further along in this manual, 
but it almost always starts with family. 
 

Topic: Is it Drug Use, Abuse or Addiction? 
 

This is hard for parents to know until bad things start to happen and we notice or get drawn 
into a situation where it comes to the forefront.  In very general terms, the characteristics of 
each drug or alcohol use pattern are highlighted.  A Therapist characterized the conditions as: 
 

Drug Use 

x May use on weekends or at parties 
x Maintains normal lifestyle/responsibilities 
x No significant change in grades 
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x No change in sports/recreational involvement 
x Is able to maintain job if applicable 
x Is able to keep up with house chores 
x No significant change in personal hygiene 
x Does not show drastic change in choice of friends/ clothing/ or physical 

appearance 
x Does not show change in emotion or mood 

 

Abuse or addiction 
x Continues to use despite knowledge of consequences. 
x May use multiple times weekly. 
x Uses to the point of mental/physical impairment.  
x Shows changes in lifestyle and ability to fulfill responsibilities. 
x Shows increase in problematic behaviors (increase in legal trouble, conflict with 

teachers, parents or peers, defiance or apathy toward rules, disregard for others 
property and/or safety - stealing, selling drugs or stolen property, bringing drugs 
into the home) 

x Shows dramatic shift in mood/emotion 
 
Abuse     Addiction 
As consequences increase,   As consequences increase, 
user can stop.         user cannot stop. 
 

x The spiral down from abuse to addiction can be sudden and unknown. 
x If you suspect abuse or addiction get professional help right away. 

 

At some point, this becomes more evident, but if the child is good at hiding their behavior, of 
if they are no longer living at home, it can be difficult.  Many people still believe that only 
the addict can determine whether or not they are addicted.  Others say that they are 
absolutely incapable of making the determination. 
 

DSM-V diagnostic criteria for substance and other behavioral addictions can be found at: 
http://www.dsm5.org/Documents/Substance%20Use%20Disorder%20Fact%20Sheet.pdf 

 

Topic:  Types of addiction – chemical and process addictions 
 

It’s important to remember - addiction is not a moral failing – IT’S A TREATABLE BRAIN 
DISEASE!  Even though it’s complicated, please be focused, resolute and productive in your 
personal medical advocacy for all your loved ones.  Read, listen, and prepare to take action. 
 

There are two general types of addiction: 1) chemical and 2) process addiction.  Many of our 
kids suffer from one or more of each type, simultaneously or intermittently. 
 

Chemical dependencies (aka substance abuse, drug abuse, drug addiction, alcoholism) 
 

This means exactly what it says: folks who become dependent on a chemical such as alcohol, 
marijuana, opiates, sleeping pills, tobacco, etc.   Since most of it starts in the teen years, we 
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will provide some information relative to its development (from a paper by the Ohio State 
University Medical Center). 
 

Parental and peer substance use are considered two of the more common factors 
contributing to youthful decisions regarding substance use. The age at which 
adolescents begin to use alcohol is decreasing, with 25 percent of young people 
beginning to drink before the age of 13, according to the CDC. 
 

Some adolescents are more at risk of developing substance-related disorders. 
This includes adolescents with one or more of the following conditions present: 
children of substance abusers; adolescents who are victims of physical, sexual, or 
psychological abuse; adolescents with mental health problems, especially 
depressed and suicidal teens; and physically disabled adolescents. 
 

Adolescent substance abuse is believed by some to be the most commonly missed 
pediatric diagnosis. Adolescents who use drugs are most likely to visit a 
physician's office with no obvious physical findings. 
 

Substance abuse problems are more likely to be discovered by physicians when 
adolescents are injured in accidents while under the influence, or when they are 
brought for medical services because of intentional efforts to hurt themselves. 

 

New substances, mostly synthetic, enter the market all the time, most recently including: 
 

x Bath salts – synthetic stimulant/hallucinogen, may cause violent, psychotic reaction 
x Spice – synthetic cannabis, popular in high schools, fools the cannabis test 
x Bromo-DragonFLY or “Fly”– synthetic hallucinogen, extremely potent and long-lasting 
x MDMA “ecstasy” or “molly” – synthetic stimulant/psychedelic, high energy Î crash 
x Krokodil (desomorphine) - powerful, cheap, homemade, pure poison – “flesh-eating” 

 

(Don’t worry about memorizing the names.  New ones will replace these before the next 
edition is ready).  Delivery can be by smoking, swallowing, snorting, inserting, ingesting or 
transdermal.  Other than most alcoholic beverages and prescriptions, most substances are 
illegal and their composition completely unregulated.  This means they may be impure – you 
don’t know what you are getting.  They can be cut with benign fillers or toxic chemicals. 
 

Because the composition is unregulated, it can also be so “pure” that it kills by “accidental” 
overdose.  One dealer may push heroin cut to 25% purity, and the next at 70% purity.  Using 
the same amount but at a much higher purity can cause cardiac arrest.  Many an overdose 
happens for this reason.  The risk is very real. 
 

Dependence continues despite consequences, including severe ones.  The drive to use 
outweighs the perceived risk of consequence, if any.  The dependent individual may not care, 
see, or even understand what the consequences are.  
 

Process addictions (aka behavioral or non-substance related addictions) 
 

A process addiction refers to compulsive behavior that causes a condition whereby a person 
becomes dependent on the behavior, such as compulsive gambling, sex-love-and-relationship 
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addictions and compulsive overspending.  Those we call adrenalin junkies may also be 
included in this group.  Eating disorders are in a separate class – aka ingestive disorders. 
 

Typically the behavior causes a chemical imbalance in the brain even though no outside 
chemical has been introduced.  Since many of these processes are centered in instinctual 
behavior, and act in the same reward (limbic) system as addictive substances, they can be 
very difficult to treat.  It’s not about removing the outside influence; it’s about making a 
change on the inside.  These can be very difficult. 
 

We will look at the most common disorders we have encountered at our parent group 
meetings under related mental health topics (below). 
 

Topic: Addiction and the Addict 
 

In our view, the important thing to remember – in its simplest of forms - is that at some point 
a person takes a drink or a drug, whether to address a medical problem (toothache), in an 
attempt to fit in a social situation (being offered a joint at a sleepover), to relieve stress 
(asking a girl to a dance) or for some other reason.  The reason itself matters little.  What 
matters is how the person reacts to the chemical he or she put in their body. 
 

Once the drug is there, a certain proportion of the population will experience a reaction 
unlike the rest of society.  Let us repeat that – if you put a mind-altering substance in the 
body of an addict, it will affect them differently than it does a non-addict.  The substance 
sets off a chain of events in the brain that are different from the non-addict’s brain. 
 

They say this is abnormal, but it is so common that it may be more appropriate to say that 
people who do NOT develop any addiction to anything in their life are the abnormal ones.  
Almost everyone does “too much” of something.  Why?  Our brains subconsciously tell us to. 
 

One night when I was 12 years old, our parents all went to an overnight event in 
the city and left me with my older sister to babysit. She had her boyfriend over 
and I remember thinking he was the coolest guy in the world. He knew a lot about 
music and really seemed interested in what I thought about different bands. He 
offered me a joint, taught me how to chug beer and made me feel like I belonged.   
I felt so alive, well at least for that night. He took my sister and me into the city 
and we went clubbing until 3:00 in the morning.  I was funny, courageous, 
stronger, and could talk to everyone without feeling “less than” – like little 
brothers usually do.  I was larger than life – at least that’s the way I felt.  I don’t 
remember much after that except throwing up and getting into a lot of trouble 
the next day.  I had the worst head-ache and was grounded for two weeks.  But 
the funny thing is… I couldn’t wait to do it again.  I wanted to be like that guy.  
From that day on, that’s all I ever thought about.  Like some kind of robot, I 
chased that initial feeling for the next 10 years and never felt the same rush 
again, but I couldn’t stop obsessing about getting my next drink. 

 

This may be an oversimplification, but the point is this:  If the person’s brain, consciously or 
subconsciously, reacts “positively” to the stimulus, it will remember that positive brain 
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response and want more.  And it isn’t limited to drugs and alcohol - the same durable 
memories are attached to love, certain foods, sex, gaming, hoarding, and any of several other 
categories of “reward” or “need” recognized by the brain.  The specific biochemistry of each 
of the stimuli may be different, but the response is the same:  More! 
 

If the person’s brain chemistry is such that the substance fulfills a critical need, real or 
perceived, physiological or emotional, a strong attachment may develop to the stimulus.  The 
person is driven by the brain to seek it out.  A percentage of kids with this brain condition are 
affected.  It’s not bad luck – it’s a direct result of genetic and environmental conditions. 

 
 

You didn’t screw up.  You bore a child with specific physiological characteristics.  They got 
exposed to things and you can’t shelter them from everything. You just do the best you can. 
 

Let’s take a peek at some typical consequences of addiction, in this case drinking.  Alcoholics 
Anonymous has a “self-test” you can take to help you determine if your drinking is normal, a 
“problem” or if it is more than that. 
 

1 - Have you ever decided to stop drinking for a week or so, but only lasted for a 
couple of days? 

2 - Do you wish people would mind their own business about your drinking-- stop 
telling you what to do? 

3 - Have you ever switched from one kind of drink to another in the hope that this 
would keep you from getting drunk? 

4 - Have you had to have an eye-opener upon awakening during the past year? 
Do you need a drink to get started, or to stop shaking?  

5 - Do you envy people who can drink without getting into trouble? 

6 - Have you had problems connected with drinking during the past year? 
Be honest!  

7 - Has your drinking caused trouble at home? 

8 - Do you ever try to get "extra" drinks at a party because you do not get 
enough? 

9 - Do you tell yourself you can stop drinking any time you want to, even though 
you keep getting drunk when you don't mean to? 
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10 - Have you missed days of work or school because of drinking? 

11 - Do you have "blackouts"? 

12 - Have you ever felt that your life would be better if you did not drink? 
 

“Many of us started to drink because drinking made life seem better, at least for 
a while. By the time we got into A.A., we felt trapped. We were drinking to live 
and living to drink. We were sick and tired of being sick and tired.” 

 

“Is AA for You?  Twelve questions only you can answer”   
Copyright © 1973 by A.A. World Services, Inc. 

 

We know parents who have gotten hold of this list and confronted their child with the 
questions.  That’s not a good idea.  As a matter of fact, that’s the kind of behavior we 
believe is counter-productive.  It’s not about getting them to think like you.  It’s about 
you changing the way you look, feel and act towards them and setting your boundaries. 
 

Think carefully about each of these questions and imagine the conversation you would have 
with your active addict with regard to each one.   Typically, this would not go well.  For most 
of us, there would entail a lot of cursing and slamming doors. 
 

They don’t think like you.  Look how a group of our recovering kids answered these questions: 
 

1 - “I couldn’t stop.  I tried but the obsession and cravings were too strong.  I had 
to drink.” 

2 - “Everybody around me could see I needed to stop.  Me, too I suppose.  I reeked 
of alcohol and couldn’t function.  Do people really think alkies want to live like 
that?  I needed help, not ridicule.” 

3 - “The delusion that maybe beer would have a different effect than vodka was 
stupid.  Alcohol was alcohol.  At the end, I drank mouthwash – it didn’t matter.” 

4 - “Are you kidding? Of course.  I’ve been using every day since sophomore year 
at high school.” 

5 - “Yes.  And, I still do.  Sorry to admit it, but if I could drink like a normal 
person, I’d drink all the time.” 

6 - “The year before I got sober was rough.  Thank God, I hardly remember it.  
There were three stints at rehab and in between was horrible.  Yep, I put my 
folks though hell.” 

7 - “That’s a stupid question.  I’ll being making amends to those guys for the rest 
of my life.” 

8 - “I was lit when I got there and brought my own in case there wasn’t enough.” 

9 - “I think I did for a while but after I while I stopped thinking about stopping.  I 
mean – that just wasn’t an option.  Normal people don’t get that – you give up 
considering getting sober.” 
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10 - “I don’t know how they could have graduated me.  They just wanted to get 
me gone.  Jobs?  Forget about it.  My dad told me 85% is just showing up.  I 
wouldn’t show up, so….”  

11 - “I had them all the time.  It’s scary waking up and having no idea where you 
had been, who you were with, what you did or how you got home.  Then there’s 
trying to find your car.” 

12 - “I can’t think about that.  I was a good kid when I was little and everyone 
said I had “promise”.  It’s sad, but I can’t think back to those days – it will make 
me drink or use again.  I am where I am and I’m sober today.  That’s all I got.  If I 
do that again tomorrow, I got a shot at being the person I was supposed to be.  If 
not, I’m nothing.” 

 

If allowed to take the test on their own - in their active addiction - it’s unbelievable how 
many of our kids answer “no” to question 6, even after being thrown out of school(s), had 
underage arrests, been taken to the hospital with injuries or being found “unresponsive”, lost 
jobs, convicted of multiple DUI’s, evicted by family or others, had the locks changed on their 
house, etc. etc.   
 

If they sat down with you to review these questions, then threw their denial in your face, how 
would you react – especially if you had to bail them out, lost $15k in forfeited tuition, read 
their name in the local paper, or had to apologize to Uncle George and your neighbors 
because your kid stole beer out of their garages, medication from their cabinets or jewelry 
from their bedrooms? The chat probably wouldn’t go too well… 
 

In the alternative, it’s equally unbelievable how many parents seemingly (at least on the 
surface) brush off these life-altering events as a normal part of growing up.  “I did it and I 
turned out alright”. We desperately need to take this seriously as soon as possible, because 
the drugs are so much more accessible and so much more powerful.  Our kids are dying. 
 

Topic:  Denial and the parent’s part in the dysfunction – how we 
participate in this 
 

“It’s not denial.  I’m just very selective about the reality I accept.”  
 

Bill Watterson 
 

Mr. Watterson may have been right if the issue he was dealing with was under his control or 
the consequences of his selectivity were definable.  Dealing with an addict in active addiction 
is neither of those things.  At some point denial becomes a real obstacle, something that 
causes problems and may put our children at great risk.  Denial can shut down all possibility 
of recovery, keeping us from ever getting in the game.  Sooner or later, we have to see, 
recognize and accept what is going on. 
 

We – the parents and sometimes the whole family – have to stop denying the problem and 
start living the solution. 
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Addicts take our money and “help”, get their needs taken care of, and then use what’s left 
over to buy drugs.  Then they ask for more or just take it.  Generally speaking, if they don’t 
need to work, they don’t.  They “use”, and take advantage of our generosity to fuel it. 
 

As reasonable, “normal” people, how many times do parents expect people around you to 
excuse the obvious lies, theft, and abuse before they get sick and tired of it?  As a parent, 
how long do you deny, defend or blow off the bad behavior before it starts to chip away at 
the foundation of your relationship with your child?  The answer is different for each person, 
but when you hit that wall, you will know it – it wells up nauseatingly from the pit of your 
stomach. 
 

We often refuse to believe that what is happening is really happening.  Denial is strong in 
many families.  While the expectation that they will become President of the United States 
might be set aside, we still see them as we did when they were babies; we see them through 
eyes full of hope and promise for a future.  We say things like: 
 

C’mon… This drug thing is just a normal part of growing up, right? 
 

But before long we see that the bumps are more frequent and more serious.  The “phase” we 
thought they were going through doesn’t end.  Then something truly dramatic happens to 
really get our attention.  They wreck a car.  They hurt someone.  They get arrested.  They 
drop or fail out of school.  They get fired; again.  Then one morning, your wedding ring is 
missing.  Or your car and credit cards...  Or a family heirloom…   
 

“How can he do this to me?” 
“Why doesn’t she just stop?” 

“Doesn’t he know what he’s doing to me?” 
“She must hate me.” 

“What did I do wrong?  How did I fail him?” 
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And here’s the real scary stuff.  One of their close friends dies.  You find out it was drugs.  At 
the funeral, you hear that they were doing it with others.  Your child’s name comes up… 
 

Believe it or not, all this stuff happens and many of our newcomer parents still don’t think 
there’s a problem.  They go to doctors who say there’s a problem, their friends come to them 
and say there’s a problem, their teachers, bosses, and co-workers tell you there’s a problem, 
but they don’t think there’s a problem because their child tells them nothing’s wrong!  
Denial can be unbelievably strong.  Outsiders tell the parents something they don’t want to 
hear: 

“If their lips are moving, they’re lying.” 
 

We think, “There’s no way my kid would lie to me like that.  We have a good relationship, I 
think.  I mean, if things ever got that bad, they would tell me, right?” 
 

Unfortunately, we have found this saying to be all too true.  An addict will say and do 
whatever it takes to cop drugs.  Their brains tell them to walk all over their closest friend or 
family member, including you, to get more.  “Normal” people don’t understand this.  They 
think it’s a choice.  They think you should just be able to stop.  Sad, but true, and when you 
understand the brain chemistry involved, you will understand this uncontrollable drive better.  
You won’t like it but hopefully you will see that it’s not your kid in the driver’s seat anymore. 
 

I needed to get high. It became a way of life. Instead of a fun “here and there” 
thing, I became physically addicted. It sucked. You don’t think straight on drugs 
and you stop caring.  If I would have stopped after the first arrest I wouldn’t be 
in jail right now, but I didn’t, I couldn’t.  I kept lying, stealing and using.  
 

Most of the people in here have some kind of drug or alcohol problem.  For those 
who have family support, they can expect help to change their lives when they 
get out.  But for those with no support, well I’m not sure what they will do when 
their time is up. 

 

Here’s the question: What does it take to get a parent to see and accept as truth about 
what’s going on?  Some parents figure it out fairly quickly, especially if the law gives them no 
choice.  Unfortunately, it turns out that most parents of addicts cultivate an incredibly 
overdeveloped tolerance for pain when it comes to addictive behaviors and their offspring.  
Much of the tolerance (denial) may come from ignorance or shame.  Much of it may stem from 
a refusal to accept that their kid is or ever could be “a drunk, a junkie, a bum”, or any of the 
other labels society has put on people who exhibit such behaviors. 
 

For many parents, who at first may be incredulous that their child could do some of the things 
that they have been accused of, they get to the point where they start to give up.  They don’t 
know what to do.  Everything they try to say – negotiating, demanding, and threatening – 
seemingly falls on deaf ears.  They throw money at the problem to try to buy the compliance 
of their child, but to no avail.  They finally figure out that stuff doesn’t work – it just makes it 
worse.  It seems like they’ve lost their child.  Then the indifference and anger really sets in. 
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Topic: The family disease 
 

Make no mistake; this disease impacts everyone in the family.  We need not revisit this.  Not 
only mom and dad, but siblings, particularly younger siblings, suffer from the erratic, 
confusing, and destructive actions of the person they may have looked up to.  It’s devastating 
for them and everyone else and the damage can be long lasting. 

 

 
 

No one gets a free pass.  No one comes through unscathed.  Some families are able to reknit 
without outside help, but in our experience that is a rare thing.  The disease impacts the 
people who love (and now may hate) the child.  They need help too. 
 

When my daughter went into treatment, she had an older sibling just out of 
college and one in. They were launching into adulthood. I was diving into the 
world of addiction crisis and recovery. In the first two years most of our 
conversations consisted of how and what their younger sister was doing. They 
wanted the best for her, as I did.  Very little time was spent on talking about 
what was happening to them; truthfully I wasn’t even aware of their lives. 
Sometimes I felt as though they resented the time, money, and emotion that I 
poured into their sister’s recovery. 
 

Slowly I came to the surface more and more. Looking closely, I noticed them and 
the pain they were in for being pushed aside. My awareness helped me focus more 
on them when we were talking, trying not to bring issues concerning their sister 
into every conversation. Over the next few years I slowly began to look at myself 
and how I could heal, thereby setting the best possible example for my children. 
Healing took the form of The Parent Support Group, therapy, ACA, and healthy 
care of myself.  
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With help from a trained professional, I made amends to my children. We brought 
to the surface all of our feelings surrounding the past several years. Funny thing 
is, they didn’t have so many of the negative feelings I thought they did - it was 
more my perception, what I thought they would think of me. But we talked like 
never before. Everyone was grateful to set our family in a new direction of being 
able to talk about the difficult stuff with honesty, based on love.  

 

Again, this is best discussed in the meetings.  We have so many different experiences.  There 
are parents who have other children, older, younger and twin siblings, living at home or off at 
college, from toddlers to contemporaries to adult grown-up married children, offspring from 
first marriages to stepchildren, and so on.  What we have found is that the siblings suffer but 
are usually healthier than the parents – when the bomb goes off in the house, they run out as 
the parents run in.  They distance themselves – it’s a perfectly natural and healthy survival 
reaction that serves most siblings well.   
 

We try to let them figure things out for themselves.  They will reconnect when they are ready 
and not before.  We want them to re-bond but no one can force that, especially not the 
parents.  The resentments have to work themselves out, and they usually will within a couple 
years of the addict getting clean and sober.  Let it happen, but if at all possible, encourage 
the sibling to talk about their feelings, and if possible have them validated by a professional. 
This can accelerate forgiveness and help repair broken relationships faster. 
 

We have another issue to bring up regarding the family.  This one is a little delicate.  It is 
best summed up by this saying: 
 

Hurt people hurt people. That's how pain patterns get passed on, generation 
after generation after generation. Break the chain today. Meet anger with 
sympathy, contempt with compassion, cruelty with kindness. Greet grimaces with 
smiles. Forgive and forget about finding fault. Love is the weapon of the future.  

 

Yehuda Berg 
 

Many of us have come to understand – after discussing our situation with relatives and close 
family friends – that unchecked alcoholism has run in our families.  Unchecked codependency 
has run in families, too.  Can we, by our actions, help to break a cycle that exists?  Has there 
been a multi-generational cycle of meeting alcoholism with anger, disgust, or disregard rather 
than understanding, compassion and concern?  Is there a mental health issue that has been 
neglected or kept secret that may now be exposed, talked about, and facilitated towards 
reconciliation?  Can we break the chain and bring forgiveness to our family?   
 

Alcoholic drinking was an open wound in our family.  My father and grandmother 
were alcoholics.  My brother was an addict.  They were family embarrassment 
that we were quietly ashamed of but never talked about it.  When my son got into 
all that trouble, I was tired of hiding it.  Participating in the parent groups 
showed me that lots of other people have the same problem.  I decided not to 
hide it, and told my family.  They were a little withdrawn at first but since then 
they have come to us for help.  I think we can start to heal those old wounds, too.  
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Instead of being ashamed, we can discuss the “family curse” as an empowered 
family - with my kids and my grandkids in mind.  We are facing this head on, not 
in the shadows. 

 

Many of us feel that, if we are willing to carefully address this sensitive subject with our 
family members, the answer is “absolutely, positively yes”.  We will pursue this in greater 
detail in the next volume dealing with Recovery. 
 

Topic: Impact on the family 
 

Few things will rip a family apart like addiction does.  It does not elicit a single love-based set 
of emotions like many childhood diseases do.  It causes family members to feel a terrible 
mixed set of feelings almost simultaneously: rage and grief, fear and love, pity and disgust, 
because it is so difficult to differentiate between the disease and the child. 
 

          
 

How many vacations and holiday dinners get ruined?  How many nights of sleep are lost?  How 
much money does it cost on treatment of what we sometimes just consider “bad behavior”?  
How much attention does it take away from other pleasurable activities?  And possible worst 
of all – what attention and joy does it rob from siblings and spouses? 
 

“It is difficult to feel sympathy for these people. It is difficult to regard some 
bawdy drunk and see them as sick and powerless. It is difficult to suffer the 
selfishness of a drug addict who will lie to you and steal from you and forgive 
them and offer them help. Can there be any other disease that renders its victims 
so unappealing?”  

Russell Brand 
 

In addition to feeling regret for another binge, disappointing their loved ones, or dealing with 
legal matters caused by their latest foray, when the addict comes off the drug, they 
experience depression. At the same time they are jittery because subconsciously their body is 
telling them to reload.  In overly simplistic terms, their neurotransmitter reservoirs have been 
exhausted and their brains are trying to re-regulate to achieve homeostasis.  In a word, they 
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are miserable.  They look, sound, smell, feel and are totally miserable.  Everything about 
them screams… I’m miserable.  It’s not just a hangover; it’s a to-the-core despondency. 
 

Our parent members often say: “you can only be as happy as your saddest child”.  This is 
true.  We feel badly – sometimes crushingly so, when our children are sick or in pain, let 
alone facing grave danger or death.  But until the family truly understands that addiction is a 
brain disease run amok they blame the one who is sick, not the sickness itself. 
 

What does this do to the child?  They have insatiable cravings for something, but it’s for 
something bad and illegal.  Their parents scold and yell and ground and punish, but the 
cravings don’t let up.  They feel trapped – they can’t tell anyone and everyone’s negative 
emotions continue.  The chasm - between angry parent and child, disgusted sibling and 
parent, sick child and everyone else - widens until no bridge can cross it. 
 

Add to the mix one or more of the following… 
 

Co-occurring Disorders in the child (>65% chance) 
Co-occurring Disorders in other family members (>50% chance) 
Addiction in other family members (>50% chance) 
Immediate and future financial concerns 
Pressure from school, job, friends and non-nuclear family members 
Desperate Feelings of shame, guilt, anger, pity, fear, frustration and love 
Utter Denial or unwillingness to admit anything is wrong 
BLAME and finger-pointing between family members 
Jealousy due to disparate distribution of time and resources to the addict 

 Other “life” problems 
 

…and the child gets caught up in a vicious cycle where their dysfunctional mental status 
drives the addict to use.  The drug use further degrades the person’s mental condition.  They 
may stop one but the other trips them up. 
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As parents on the sideline, we watch and oddly enough experience the same emotions in the 
sinking cycle ourselves.  We know of no family that has escaped these things, regardless of 
social status.  The pain of addiction is an equal opportunity pestilence affecting rich and 
poor, all ages, genders and ethnicities without bias.  And, if not humbly AND aggressively 
tackled head-on by the parents with help from professionals and other knowledgeable and 
experienced support, the division it creates can last a lifetime. 
 

One last thing:  our kids don’t have to slide into their addiction as a teenager.  Many of our 
kids develop dependencies early on, but hang on for years until they cross the line into full-
blown addiction in their 20’s, 30’s, or 40’s.  Some become wildly successful, and then 
something happens, and they crash. 
 

Following (Sid) Caesar’s glory days in the ’50s, however, he made a precipitous 
decline into alcoholism and barbiturates, a self-described “20-year blackout” 
from which Caesar finally recovered and subsequently related in his 1982 
autobiography “Where Have I Been.”  
 

“At my worst, I had been downing eight Tuinals (barbiturates) and a quart of 
Scotch a day,” Caesar recalled of his darkest days. “When I was awake I’d think 
of nothing but, ‘I must do it faster, kill myself faster.’  I’d get up to take pills just 
to go back to sleep. I had no friends.  My life was over.” 

 

Sid Caesar, Master of TV Comedy - Richard Natale, Variety Magazine 
 

His fame waned and he slipped into the grip.  For the record, Sid C. got sober at age 55 and 
stayed clean for 36 years, racking up numerous accolades and recognition for his ongoing 
work, and for his sobriety, helping countless thousands along the way.   
 

Topic: One parent’s story – “7 things about my addict that took me 5 
years to learn” 
 

Parents share their stories at parent meetings.  It is by far the most important educational 
tool in our tool chest.  The stories focus on what it was like – the bad stuff that happened 
because of the addiction – but more importantly what we learned in Crisis and Transition and 
what we (try to) do today as a result.   
 

This is a story – reprinted in its entirety from www.drugfree.org – that was so poignant and 
powerful, we felt compelled to share it here: 
   

I feel deep empathy toward parents just beginning the terrible journey of their 
child’s drug addiction — and those facing the turmoil of a next step: rehab, 
incarceration, dislodging the addict from the family home. These are still open 
and fresh wounds for my wife and me. 
 

Following are seven hard lessons we’ve learned in our journey, all of which we 
denied in the beginning. We fought with ourselves and with each other about 
these things. It didn’t matter who was telling us the truth, we knew better, after 
all he was our son. We have come to accept these truths and now it is much easier 
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to deal with the heartache and we’ve become more effective helpers for our 
son/addict. 
 

1. Parents Are Enablers 
We love our sons and daughters. We would do anything to remove the pain. Take 
away the addiction. Smooth the road. We’d give our life if it would help. I once 
wrote a letter to my son about using drugs. I used the analogy of him standing on 
the railroad tracks and a train (drugs) is blasting down the tracks and blaring its 
horn but he hears nothing. I told him it was my job to knock him out of the way 
and take the hit, that’s what fathers do. I understand now, I was wrong. All that 
would do would leave me dead on the tracks and he would be standing on another 
set of tracks the next day. 
 

We raised our children the best way we knew how. At some point they made 
decisions that set them down this path. We can only support them and provide 
them opportunities to make another decision. This is a hard one. That is why at 
times sponsors, recovering addicts, police officers, probation officers, 
corrections officers, pastors, counselors can all do a better job than we can in 
showing our addict the correct path. That is difficult because no one loves our 
addict like we do but we cannot do what they need when they need it. 
 

2. I Cannot Fix This 
This goes to what I wrote above. This is a problem only our addict can fix. A 
concept such as this is very hard for me to accept because I try to fix everything. 
No one is allowed in our addict’s mind except them. They are the only ones that 
can decide to do something about this. This will not end until they decide to end 
it. Parents trying to make that decision for them only results in failure and 
frustration. 
 

3. My Addict Is A Liar 
Addicts will say anything to hide their addiction and take any action to mask the 
problem. I honestly believe at the time they do not even realize they are lying, 
they just say whatever they think you want to hear. I believe they have motives 
in this to seek approval and to give us pride. I believe addicts do not like 
themselves or what they are doing but at some point they can see no door out. 
Their only mechanism for survival is to seek some kind of approval through lying, 
even if they know they will be busted. I believe it offers a similar instant 
gratification as drugs. I think even a smile of approval from a loved one shoots 
off those chemicals in the brain that gives them a different high, even if it lasts 
only a couple seconds. When my addict tells me he is not using I really don’t hear 
it. I tell him often, “My eyes can hear much better than my ears.” Just as we seek 
evidence of their using, we must seek evidence of their NOT using. Do not rely on 
faith that they are not using because they told you. 
 

4. My Addict Is A Criminal 
Symptoms of this disease include illegal behavior. That is why he is incarcerated. 
Face up to it, Dad and Mom. He has done things wrong and he must pay the price, 
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as they say, his debt to society. It does no good to bad mouth the police, the 
judge, the jail, the lawyers they did not put him there. He put himself there. 
When we see others on TV and in jail we think about how much they deserve to be 
there but our babies aren’t like them. We can justify and separate the wrongs by 
misdemeanor and felony but those are legal terms. The long and short of it, my 
addict has done things that got him put in there and he must pay. 
 

5. Others Don’t Want Them Around  
That is OK. He has wronged many people. We are the parents, it’s called 
unconditional love. It is not wrong for friends, brothers, sisters, grandparents, 
relatives to have their own feelings and pain about this situation. Some families 
have great support and no one abandons the addict, some people decide they do 
not want the trouble of an addict in their life. That is OK. We all get to make the 
choice and there is no wrong choice, it is just a choice by those people. 
 

6. Life Will Not Be The Same 
At 5 years old my son thought he was Michelangelo of Teenage Mutant Ninja 
Turtles. Running around the house with an orange bandanna tied around his head 
brandishing plastic weapons fighting evil and the bad guys. When we look at our 
addicts we see that 5 year old and mourn the loss and try anything we can to get 
them back. My addict is now a 21-year-old man. He is every bit an adult with at 
times a child’s maturity. But our world recognizes chronological ages, not 
maturity levels. Parents must do that too. I believe Michelangelo is lost inside of 
him. Those that are lost sometimes find their way back, but some do not. I can 
grieve this loss but it will not help him or us to move forward. An addict does not 
live in the past or the future. An addict lives in the here and now, if you want to 
help your addict you must live in the same world he does. 
 

7. Homelessness May Be The Path He Chooses 
Mom works in downtown Kansas City. When you drive down there you see 
homeless people with signs and some of them living under the bridges. They are 
dirty and hungry. They very likely are addicts, alcoholics or suffer from a mental 
illness. The one common denominator for all of these men and women living alone 
and homeless is that at some point in their life they had people that loved them. 
They are sons, daughters, brothers, sisters, cousins, and friends to someone. 
That doesn’t change their situation. They made choices that got them to this 
point. They can make other choices, and there are people and organizations to 
help them change. The key is,... they must make the decisions. If our son makes 
the decision to live this way, it will hurt me terribly but he will do this until it is 
time for him to change, I cannot change him or those circumstances. It will not 
help him for me to give him a bed in my home if he continues to live the lifestyle. 
 

Why is This Important? 
We struggled mightily against these truths, fought with every ounce of strength. 
We lost our fight. We have accepted what we wished was not true. My learning is: 
until you understand the truth you cannot find peace within yourself or really be 
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able to help your addict. Accepting the truth is what allows you to help your 
addict by helping yourself. 
 

I do not hate my son for using drugs and putting all of us through this pain. I hate 
the things he does. I hate the lying, the stealing, the using. I love my son very 
much, I hate his ways. It is perfectly okay to separate the two. 
 

By Ron G. 
http://intervene.drugfree.org/2009/11/7-truths-about-my-addict-that-took-5-years-to-learn   

 

While not everything in the story applies to each of us, most of us can relate to this parent’s 
story and perspective.  These are the kinds of things we hear and absorb at our parent 
meetings and we are grateful for the author’s courage to share it in order to help others. 

Topic:  Parent and family Post-traumatic stress 
 

We have searched the stacks and literature for studies about post-traumatic stress in the 
family members – parents or otherwise - of addicts.  There are almost no references to such 
research.  There is plenty to be found regarding cancer and other diseases that carry no 
stigma, but precious little mention about stigmatized diseases including addiction and mental 
health which are equally as devastating and terminal. 
 

In 1992, Judith Herman coined a new phrase - Complex Post Traumatic Stress Disorder – in her 
book “Trauma and Recovery”, which is essentially a form of PTSD based on prolonged or 
“protracted” exposure to the stress.  While it did not deal with families of addicts, the 
concept seems similar. 
 

Children of addicts describe the extreme fear and stress related to repeatedly finding a 
parent drunk, high, or unconscious.  Parents in our parent groups describe much of the same.  
The terror can be relived over and over.  While there may not be a lot of empirical data 
based on research, we know what this feels like. 
 

“Odd things show up after a serious loss and creep into every corner of life: 
insatiable anxiety in places that used to bring you joy, detachment or frustration 
towards your closest companions, a deep distrust of love or presence or 
vulnerability.   
 

“There will be days when you feel like a quivering, cowardly shell of yourself, 
when despair yawns as a terrible chasm, when fear paralyzes any chance for 
pleasure. This is just a fight that has to be won, over and over and over again.” 
 

Catherine Woodiwiss, A New Normal: Ten Things I’ve Learned about Trauma 
 

Nevertheless, without research to back it up (which is yet another artifact of the stigma that 
this disease carries dissuading mental health professionals from studying and family members 
from participating in such a study), we confidently go out on a limb to make this unqualified 
statement: 
 

Parents of children suffering from addiction go through the same kind of trauma 
and suffer from post-traumatic stress in the same way that parents of a child 
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with cancer, AIDS, or other chronic, terminal child illnesses do.  It’s a game 
changer for these parents, impacting their ability to rationally develop and 
implement an effective plan to help their children on their own. 

 

“We” are these parents.  We are further traumatized by the isolation and marginalization the 
disease carries with it.  No one brings you a covered dish when your child gets arrested for a 
third DUI, for underage drinking, for another trip to rehab, or a stint in prison for breaking 
the law as a result of an alcohol induced blackout or psychotic episode.  We are shunned, 
left alone to deal with our pain and misery in solitude and “disgrace”.  We need emotional 
support, and until we find a support system that “loves us until we can love ourselves”, we 
cannot react effectively.  
 

Post-traumatic stress was studied in a group of parents of children with cancer.  Every family 
had at least one member suffering from PTSD.  A summary of the findings is provided here: 
 

Summary: A study of the parents of children undergoing treatment finds that in 
most of the families, at least one of the parents has symptoms of post-traumatic 
stress. Although the symptoms may fade with time, they can interfere with the 
care of the child and the parent's well-being... 
 

Why it's important: In the past, parents who were having trouble dealing with 
their child's illness were thought to be either "anxious" or "depressed." But the 
parents may really be having symptoms of post-traumatic stress, which can be 
far more damaging. Parents who experience these symptoms may have trouble 
complying with their child's caregiving needs. They may respond inappropriately 
to health care providers. The family may not function well when treatment is 
over. Recognizing the post-traumatic symptoms and helping parents overcome 
them may avoid these problems. 
 

What's already known: Post-traumatic stress has been recognized for thousands 
of years. Many people who have had a traumatic experience such as a personal 
assault, or have been in combat, or experienced a catastrophe (9/11 is a perfect 
example) will develop psychological after-effects known as post-traumatic stress 
syndrome or disorder – sometimes called PTSD. Some of the main symptoms of 
this are nightmares and flashbacks, avoiding situations or even thoughts that 
might recall the event, and irritability, including outbursts of anger. People may 
also experience physical symptoms like sweating, dizziness, or rapid heart rate 
when reminded of the traumatic experience. Several studies have found some of 
these symptoms, but not the full-blown disorder, in parents of children who have 
been treated. 
 

What was found: About 68% of mothers and 57% of fathers had moderate to 
severe symptoms of post-traumatic stress. These didn't seem to be related to the 
intensity of their child's treatment. Mothers were more severely affected than 
fathers, with more symptoms of intrusive thoughts, avoiding reminders of the 
treatment, and more irritability, perhaps even anger. These results were 
compared with those of previous studies that looked at other parents after their 
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child’s treatment had been completed and found that parents' symptoms were 
worse during treatment. 
 

Posttraumatic stress symptoms during treatment in parents of children with cancer 
Anne E. Kazak, PhD, et al. - Children's Hospital of Philadelphia 

 

These symptoms describe our parents to a T.  The bottom line: The study authors say health 
care providers need to be aware of the effect treatments and tests may have on the 
psychological health of the parents. Parents should be counseled on how to deal with the 
stress of their child's treatment and taught when to seek more extensive professional help.  
We support this finding for parents of addicted children as well and ask our therapeutic 
community partners to consider, explore, and pay attention to this important topic.  
  

The authors say that if parents are suffering from the prolonged stress, it will affect their 
ability to care for their child.  This is crucial to understand, and is why we most often suggest 
that parents may need time away from their addict in the Transition period.  It may be 
advantageous to extend their treatment away from home.  Parents need to recover from the 
harsh effect of living with an addict, as much as the child needs to recover from the drug use. 
 

"Nietzsche famously said, 'Whatever doesn’t kill you makes you stronger' … but 
what he failed to stress is that it almost kills you.” 

Conan O’Brien 
 

We won’t take a hard line position whether parents exposed to the repeated stress and horror 
of addiction meet the clinical description of trauma or “PTSD” but we know that the vision of 
finding your child high, vomiting, unresponsive or seizing will never leave you.  Seeing them 
shackled or behind bars, standing in front of a judge in chains, or in a hospital bed with IV’s 
and breathing tubes will have a similar effect. It sucks, and it causes extreme mental anguish 
that shakes us to the core – jumping at late night calls, circumventing or avoiding places we 
see as “the scene of the crime”, and not being able to look certain people in the eye because 
to do so elevates our pulse, blood pressure and other bodily functions. 
 

Both addiction and trauma are prone to minimization, and symptoms of each can 
easily be masked by the other.  Though you have learned to recognize the danger 
signs of addiction, there are usually no visible signs when someone is 
traumatized, but it takes an emotional toll. 
 

Over the years, it was always baffling to see how stuck recovering addicts could 
become or how often they relapsed.  You would think that once the horrors of 
active addiction were "put behind them", addicts and their families would be 
relieved.  Yet in truth, when the bigger crises are survived, feelings and 
memories start to emerge for both the child and parents. For addicts this can trip 
a return to using as a way of coping.   And for parents, unresolved trauma from 
their own lives, or from witnessing the horrors of a child's active addiction, 
impairs their ability to cope, to work, and to keep their relationships--especially 
with those closest to them. 
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Trauma is an actual or perceived event that compromises one's physical, mental, 
spiritual and emotional sense of security.  There are several identified types of 
trauma, but whatever type trauma you experience, your brain is changed while 
going through it.  It happens without you even realizing it and seeps into 
everyday life.  You may "be safe" but you don't "feel safe," often experiencing 
dis-ease, expecting the next shoe to drop.  You're on high alert; scanning, 
worrying, anticipating the worst.  Or you may be numbing yourself with busyness 
or TV or managing everyone and everything; or frozen in your tracks, slowly 
thawing from the shock, fear and unpredictability.  
 

So how can trauma be resolved?  In truth, it takes a long time in recovery for the 
addict, the siblings who witnessed it all, and the parents to heal.  It is best done 
slowly and deliberately with a trauma therapist. 
 

Embracing life and relationships (both new and old), especially with others who 
empathize and care, are sure signs of trauma recovery.  Making new plans, 
finding joy in simple things, releasing into this moment and learning mindful ways 
of being, help to demonstrate fruitful signs of recovery.  These are not only signs; 
they are excellent strategies for healing trauma. 
 

Parents attending their first parent support group meeting often break down into tears just to 
see and hear that they are not alone – that there are hundreds of other parents just like them 
in their community.  The reliefs they experience, and the love that is shown by their peers, 
are palpable.  They hear stories and laughter.  They clap at the accomplishments of their 
peers and gather round in support when setbacks occur.  Whether others see this as a refuge 
and reprieve from the chaos or a simple gripe session – we care little.  We know what it feels 
like before we go to the meeting and what it feels like after we wrap up.  If something was 
weighing on our hearts or the dark recesses of our mind, they are lighter when the meeting is 
over.  It’s night and day.  We find love and support to assuage our fears and strength and 
resources to carry on the best we can.  When no others can help, the peer support provides a 
haven and solution to our emotional distresses, and answers to our questions. 
 

I was expecting to hear my daughter complain about her roommate as part of the 
normal first year of college jitters living away from home when I got the phone 
call at 6:22 am. The two years before had been an awful roller coaster ride of 
police knocking on our door, panic filled emergency rooms after near fatal ODs, 
failing grades, missing for days and so on until we all finally got her into 
treatment. A year ago we thought we had finally gotten our daughter back as she 
was able to get sober and earnestly worked her program of recovery with a peer 
group of local kids in recovery. 
 

However, she was no longer that strong, sober young woman as she whispered the 
words, “Oh God Mom, there is blood everywhere”.  To be honest, I don’t have 
much recall of those first few hours that day. I know I told my husband that our 
daughter had cut herself and that I would go and get her, but did not want him to 
come with me. I remember getting in my car and stopping at the drugstore to pick 
up bandages, but I have no recollection of the drive to get to her dorm.  
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She had slit her wrists with a steak knife and was sitting on the floor. She was 
right; there was blood everywhere. Floor, door jams, walls. I was in shock at this 
point that wasn’t able to think clearly.  I did not call an ambulance or ask for 
help. I quietly hushed her cries while I cleaned and bandaged her arms. I asked 
what happened, she said she had been using all night, relapsing on whippets and 
Vodka and by morning she could not face what she had done and no longer 
wanted to live. I remember thinking I needed to take her to the hospital, but 
somehow thought it made sense to take her to the one near our home. She was 
worried her roommate would come back to a room with blood stains so I began 
cleaning the rug and walls as she sat on the couch. It was surreal. 
 

The only other thing I remember is that the movie Butterfly Effect was playing on 
her TV.  To this day, 7 years later, I start a panic attack it that movie comes on.  
I got help for this from my therapist, but found release through members of my 
home group.  Yes, I shared all this at parent meetings.  When I did the first time, 
my fellow travelers cried with me, reached out quietly, and just let me absorb 
their love and strength.  Many humbly shared similar stories and how they got 
through it.  Still others shared that they continue to have recurrences.   
I need that strength and they need mine. When those dark secrets see the light of 
day, they start to fade.  I may still feel twinges, but the feeling of relief has 
helped me return to sanity.  
 

Many of our kids have been injured, some seriously, due to altercations or accidents under 
the influence.  Others have legal issues and face incarceration.  Some are traumatized by 
events or have co-occurring mental illnesses that require hospitalization, additional support 
and intervention.  Well… so do the parents.  No one has exactly the same issues and 
circumstances, but regardless of the reasons they are sick, parents in the support group 
meetings are there to listen and then provide feedback and direction to resources without 
judgment.   
 

Caregivers are often the casualties, the hidden victims.  No one sees the 
sacrifices they make. 

- Judith I. London 
 

Parents have to take care of themselves.  They might not be able to take care of themselves, 
but you’re no good if you fall apart.  Put your own mask on first! 
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Topic:  Siblings 
 

We will reserve the majority of this discussion for the next volume, but we have to spend 
some time on this topic here and now.  The siblings are often the forgotten victims of all the 
chaos and we need to speak out on their behalf. 
 

The time and resources spent on the addict can be justified because they are sick.  If one 
child has a life threatening illness, you devote more time to that child than the others.  
That’s what families do, but it’s the turmoil caused by the reprehensible addictive behaviors 
that make it hard for siblings to justify.  Parents spend all their energy on the “bad kid” and 
relatively little on the “good kid”.  Siblings become understandably sad and bitter about this. 
 

I hate thinking back to that time.  We had so much fun when I was little and then 
things just fell apart.  My brother kept getting into trouble and the laughing 
turned to yelling.  My mom was nuts – she was scared about everything and didn’t 
have time for me.  I really don’t like to think about it.  It makes me unhappy. 

 

Siblings often see more than the parents do.  The behavior is more obvious because siblings 
can’t hide or fool each other the way they can fool parents.  Really.  We don’t know why but 
suspect that they concentrate on hiding it from the parents, but even more, parents don’t 
WANT to see the problem.  Siblings on the other hand can see it and recognize a con-job 
when they see it.  They are also closer to recognizing drug-seeking behavior, probably 
because they are closer to high school years.  They speak the drug-speak, they understand the 
signs of craving, and the addict siblings don’t try to hide it from them as much as they do 
from the parent.  They can see through the manipulative behaviors, and hopefully don’t take 
too many notes: hopefully they will reach out to mom and dad and let them know that 
something is going on, but this creates tremendous conflict between them and the addict.  
Many will try to intervene, hide and cover up the behavior, and develop real resentments 
when their love, concern and attempts to help are spurned. 
 

Other siblings will simply say “screw all of you”, withdraw, become angry and isolated, and 
start to suffer their own hardships.  This is our message for the parent in Transition: siblings 
suffer too – and they need to be heard and helped, not ignored or cut short.  Parents need to 
reserve some love, concern, resources and quality time for them too. 
 

Siblings may wonder why the hell mom and dad put up with what is so obvious to them – the 
unacceptable behavior of an addict.  Conversely they may see that mom and dad completely 
freak out and cut off all contact with the addict.  They wonder: would they do this to me?  
Where is the reasonable, rational, middle of the road response I’m used to from them?  
 

Thank you for letting me contribute to the book.  Living with a drug addict sibling 
affects the whole dynamic of the house. My parents were enabling my sister and 
nothing was changing. All our lives were revolved around my sister's addiction. I 
decided that I needed to take care of myself and live my own life. My junior year 
of high school I decided that I needed to remove myself from the toxic situation 
and moved in with my aunt for a little. Parents need to be aware of all the family 
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members because it affects everyone in some way. I wanted to help my sister but 
it was all out of my hands and I had to do what was right for me. 

 

Frankly, the siblings often see that mom and dad are sick and irrational.  Emotionally, almost 
every sibling we see appears healthier than their parent(s), but are they?  What does all this 
do to that sibling?  What long term effects does it burn into how they deal with life?  What 
does it do to the family dynamic?  Make no mistake, your kids, all your kids, are watching you 
and want to see how you will deal with this unfortunate situation.  They are attuned to you 
more than you know and they will remember how you reacted.  What you do matters. 
 

Therapist - My observation and experience is that the sibling becomes the lost 
child or the hero.  They learn to suppress their own emotions and needs in order 
to deal with the conflict.  Their emotional rollercoaster is often hidden to others 
and they find themselves acting “in” behaviors – isolation and cutting, extreme 
perfectionism that falls apart into self-deprecation, or anhedonia – a lack of 
emotion that turns to amotivational syndrome.   
 

A Sibling’s Message to our Parents 
(Re-quoted from Standing in the Storm) 

 

My message to all you parents is this: don’t forget us.  Remember to celebrate 
our everyday lives, and especially our successes. Remember to stop and check in 
with us about how we are doing instead of being relieved that we don’t complain, 
scream, cry or curse at you because we are the “good “children. Take the time to 
plan our high school graduation party, attend our piano recital, or cheer at our 
soccer game. Be present when you drop us off on our first day of college or when 
we tell you about the mean thing that someone said to us at school that day.  
  

So, I ask you to think about sharing your time and love with all your kids, 
including the good ones.  We may be quiet, but we hear, see, feel and hurt just 
like the addict.  Amid all the chaos, some good things happen.  Life goes on.  
Enjoy us while you can.  One day you will wake up, and we will be gone. 
 

Make no mistake – real, personal damage is done to siblings growing up in an alcoholic or 
addicted household.  If there is anything we as oldtimers in Parent Groups need to increase 
our long term focus on it is sibling support. 
 

The parents in our groups want to thank all the siblings who have come to 
our meetings and reminded us that there are other things in life very dear 
to us – you - and that we owe you more than some of us may have given. 

 

We have to remember that we are “parents helping parents”, but there’s no subject closer to 
home than getting help for siblings.  We will expand on this topic with expert opinion and 
advice for the next volume. 
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Topic: Adoption and addiction 
 

Sometimes a parent or parents will let us know that they are not the biological parents of 
their child, almost like they are letting us know that it wasn’t their fault.  We usually have a 
good laugh at that and let them know that we – the biological parents - have no such excuse!   
 

 
 

There is a special place in heaven for the people who adopt children – genetic baggage, pre-
natal histories, and all - and we love having them at our meetings.  
 

In the general population, there seems to be a stigma surrounding adopted children who 
develop an addiction.  Maybe it was the “crack baby” hysteria of 30 years ago, or the 
documentaries about adopted Native American babies with fetal alcohol syndrome.  Stigma 
and misinformation, and in some case outright bigotry flourishes with this topic.   
 

While we have several parents who adopted children, we have seen no such connection or 
basis for the bias.  Addiction is genetic and environmental whether adopted or biological, and 
the parents do the best they can – in sickness and in health - for the child they love. 
 

We adopted our son at birth and I was blessed to get pregnant the week we 
brought him home.  Our kids are less than a year apart and were raised like 
twins.  They were same grade at school and best buddies until my son took a 
detour at a very young age.  From the minute he first tried drugs, he very quickly 
became an addict. 
 

Having experienced both I can honestly say there is absolutely no difference, 
whether giving birth or being handed our adopted newborn - in that instant the 
love is the same.  I know there is a big genetic component to addiction but I do 
not blame his adoption for his addiction.  We have addiction in our family history 
so it could just as easily have happened to our biological daughter. Having an 
adopted child and a biological child so close in age has allowed me to not blame 
myself or feel like his addiction had anything to do with my parenting. 

 

Did the in vitro environment cause the addiction, i.e. was it the birth mother’s fault because 
she used or drank during pregnancy?   She may have used during pregnancy but at this point, 
so what?  She gave your child life.  She was probably in the same boat.  Blame will solve 
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nothing.  To date we have not met a parent, adoptive or otherwise, who wanted to give their 
child back.  They want them to get well. 
 

I’ve often wondered if the closed adoption became problematic in the 
development of my son’s identity and sense of belonging.  The secretive nature of 
a closed adoption may have fostered unconscious feelings of grief, secrecy, 
loneliness and sense of not belonging.  Closed adoptions can be more problematic 
for a child’s development.  As Nancy Verrier, author of the pivotal adoption book 
The Primal Wound, writes, “trauma occurred right after birth, so there is no 
‘before trauma’ self.  They suffered a loss that they can’t consciously remember 
and no one else acknowledges, but it has a tremendous impact on their emotional 
response and worldview.” 
 

As a family we never really explored the probability that he was unable to 
recognize or understand what he was feeling.  Could genetics alone explain my 
son’s early childhood pattern of out of control disruptive and dominating 
behavior, or his eventual addiction?  The genes only provide probabilistic 
propensities not predetermined programming.  
  

Only now, through extensive therapy, is my son clean and beginning to unravel 
some deep rooted emotional and traumatic issues after more than a decade of 
hard core use.  Yes - I believe that genetics has played a key role in my son’s life, 
but I also believe that through long term recovery, continuing therapy and self-
discovery my son can find happiness and sobriety. 

 

We all deal with the issues at hand. Do adopted kids have emotional setbacks that others 
don’t have at a higher rate?  Possibly, but intellectual exercise like that changes nothing for 
us.  We care less about such things.  All that our parents want to help their child – adopted or 
biological - to get healthy!  
 

We’re not sure if her birth mother used drugs during her pregnancy. We don’t 
know if we saw the effects if she had.  We saw a baby that needed our love and 
attention.  She had some emotional issues when she was growing up, but we 
thought all that was normal.  I still think most of it was.  But things changed when 
see hit middle school.  I used to think that it had something to do with 
abandonment because she knew she was adopted, but the other parents in the 
group say the same happened to them when their kids hit the teen years.  

 

 Frankly, it doesn’t matter how or why she became addicted.  All that matters to 
me is that she gets help.  She’s my baby.  I love her and just have to learn how to 
express that love without enabling the addict in her. 
 

Topic: Grandparents 
 

We have grandparents who attend our meetings, both to support their children, but also as 
primary caregivers for their grandchildren.  We have asked two of them to tell their stories 
here. 
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My then 16 year old grandson lived with me for a summer. My wife was away 
visiting other family for much of that time.  I had no idea that he was smoking, 
drinking, and taking other pills. I assumed I was providing a safe, loving 
environment.   He worked for part of the day and at night I would drop him off at 
friends and pick him up around 11 PM. He did not appear outwardly impaired at 
these times.  
 

One afternoon I returned from work and he and 2 of his friends had several 42 
ounce bottles of beer. Several days later I received a call from a neighbor that he 
had been driving my wife's car-- and he did not have a driver's license.   
 

My grandson’s out of control behavior eventually led him to rehab.  I was left 
wondering what part I had played in this.  What good or what harm had I done? 
 

It was at this time that I spoke with my friend, a former drug and alcohol 
counselor, and with a friend who is a recovering alcoholic.  Both said I should go 
to Al-Anon.  I should try several meetings until I found a meeting that I was 
comfortable with.  My first meeting was at 6 PM on a Friday--there were 12 
middle aged women and me.  Out of my demographic place?  Yes.  But as I sat 
there, listened and then spoke --- my racing pulse slowed.  I knew this was an 
answer.  Al-anon continues to help.  Eventually my road also led to a Parent 
Support group where I found advice, a way forward, and friends. 
 

A year later, this parent was helping to run meetings for his group.  Grandparents bring a 
much needed perspective that the other parents benefit from. 
 

While I never thought I would be an actual participant in a group with children or 
grandchildren suffering with addiction problems, I wouldn't be anywhere else 
given the circumstances. My life has always focused primarily on family life.  I 
was a "Stay at Home Mom", only going out to work the hours my kids were in 
school. My two children knew they could approach my husband or me with any 
problems.  So, when my grandson was born I quit my job to help my daughter.   I 
was there after school and for football, basketball, lacrosse games. Living close, 
the grandchildren spent nights and weekends at our house. 

 

Our grandson's behavior began to change slowly about 3-4 years ago.  He became 
verbally abusive to his mother and fought with his father.  About a year ago, we 
received a call from our daughter to come and get my grandson out of their 
house.  He lived with us for 4 months. Our relationship with our daughter and son-
in-law suffered.  Our grandson's behavior became worse.  He was in physical 
fights with friends.  One night he just didn't come home. 
 

We knew he was drinking beer, and probably doing more, but never realized the 
scope of his problem.  My husband and I convinced his parents he needed to 
switch schools because of his poor grades.   The new school lasted 8 days before 
he was almost expelled for drugs and sent to a rehab 3 months. That was 
followed by 8 months of IOP and meetings.  
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My grandchildren are my children.   My children have given me so much love and 
happiness that I can't stop loving because of an illness.  But, caregivers must take 
care of themselves.  Drug and alcohol abuse is a cancer. Parents helping parents 
is a beautiful way to support the secondary victims of this illness. 

 

Grandparents are typically deferential to the parents, and sensitive that they are not the 
decision makers.  We are grateful and glad they come and many of us wish our children’s 
grandparents were as interested and willing to participate.  In reality, most are not. 
 

Topic: Step-parents 
 

With over 50% of marriages today ending in divorce, both single parent households and 
blended families are very common.  We have not looked into any connection between divorce 
and addiction, but would venture to say that the disruption in a family caused by the stress of 
divorce could well contribute to the child looking for an escape or acting out, leading to an 
earlier exposure to drugs and alcohol.  But there are also plenty of kids who come from 
families with supposedly happily married couples.   
 

Here’s the deal – we aren’t into the past.  That happened.  Like any of hundreds of other 
life’s situations, divorce may be a factor in early drug use.  There are hundreds of scholarly 
articles you can read and drive yourself crazy over.  We suggest instead that parents focus on 
the solution, not blame themselves for a past matter or waste energy searching for the 
answer to something that probably won’t help their child anyway. 
 

However, a real issue exists for many step-parent and blended families that can complicate 
decisions on treatment and “what to do”.  There may be confrontations based on kids that 
are “yours” and “mine” as opposed to “ours”.  There are financial issues and very often cause 
contention between the expenditure of time and money on a step-sister or step-brother that 
parents feel like they have to deal with. 
 

We have to step back (no pun intended) from these relationship issues.  Regardless of the 
issues between spouses, we try to work on an individual level.  What works for you?  What 
works for the relationship with your child? 
 

With any other approach, these issues quickly get beyond the scope of the parent support 
group as a whole, and we will usually suggest such parents reach out to a family counselor, 
however the jungle drums in the meetings go out quickly and individual parents in similar 
situations seem to flock together to compare notes after meetings.  As it should be, they 
eagerly share their personal experiences.  It’s not so much to come to resolution, but rather 
to explain that options are available to those willing to try something new. 
 

Topic:  Single parents 
 

This occurs from one of three primary reasons: death of one parent, divorce and distance, or 
the mental incapacity of one of the parents. 
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The tragedy and trauma of the early passing of a parent or other family member is very often 
a great source of guilt for many addicts.  It can have a profound effect on the fall into 
addiction and the climb out to recovery.  To the extent the caregiver is able to provide and 
pay for therapy, we recommend that a therapist who is versed in both grief counseling and 
addiction be consulted.  Some of the better treatment facilities have on-site psychological 
services, and others have access to providers outside of the facility.  We suggest a thorough 
interview or transmittal from parent directly to the provider to make available relevant 
background information to the therapist before treatment begins. 
 

Single parents have it rough.  They have more to juggle and usually less time to do it.  Even 
getting to meetings can be tough.  Nevertheless, there is no shortage of dedicated single 
parents who come to the meetings, and due to their pressing schedules they are often very 
decisive and able to adapt quickly to the changes they need to accommodate to help their 
child.  These situational circumstances can often facilitate prompt, decisive action: they are 
practical in their response because they don’t have time to mess around! 
 

Unfortunately, decisive action is not always effective if the other parent, who may or may not 
come to parent meetings, is not on the same page.  If they are in denial, do not live with the 
child, have animosity towards their ex-spouse, do not understand addiction and unwilling to 
spend the time to learn, or simply don’t want to spend the money for treatment, things can 
get difficult in a hurry.  We are a good sounding board, and our other single parents often 
share their experience on this sensitive topic during or after meetings. 

 

When my daughter went into treatment I was a single parent of 20 years. The 
relationship between her father and I was adversarial at best. All efforts to help 
her on my part were thwarted by him for many years. The feelings of loneliness 
and fear were overpowering. “How to do this alone financially, physically, and 
emotionally” took over my thoughts 24 hours a day. It was these emotions that 
made me dig my heels in to do the very best for her I could. I was determined to 
get educated about addiction and its treatment. The professionals directed me to 
a multitude of resources. I used them all! 
 

 Early in her treatment, I found the Parent Support Group. Many were couples 
facing this challenge together. Some people were only half of the equation, with 
their spouse at home too paralyzed in fear to face the real issues. In some ways I 
had easier than the “marrieds”, as it was only me to praise or blame when 
making the many decisions related to her treatment and beyond. Every page in 
the book belonged to me. Listening in the group sharing helped to realize that I 
wasn’t crazy, off base, or unreasonable to expect sobriety and respect in our 
home. When doubt took over, I would reach out in the group, on the phone, or 
meet up with other parents on this journey we found ourselves a part of. 
As time passed, our family progressed into recovery and out of crisis. Today, we 
are all better equipped to deal with the dysfunction that is part of our family, 
which by the way doesn’t just come from the addict.  Issues come up, as in 
anyone’s family, but we now have a healthy way to deal with what life brings.  
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Topic: The impact of child addiction on marriages 
 

There is little in life more stressful than a sick child with a life-threatening illness.  Even the 
strongest marriages get rocked by the barrage of chaos that addiction can bring into the 
home.  Finger pointing is common and may ultimately drive an irreconcilable wedge between 
the parents.  Unless you want to point fingers at the ancestors who bore your spouse, don’t 
blame them; reach out and support them. 
 

If blaming your life partner is how you deal with it, there is little we can do to change your 
mind.  Many people need to blame someone else for their troubles. But know this: 
Understanding that a brain disease is not the fault of you or your spouse is critical if you want 
to get to the solution. 
 

Blame will make things worse.  Compassion and hugs are needed to be able to look each other 
in the eye and say “Let’s love each other and our child, and hate this disease together!” 
 

Elizabeth Kubler Ross first described the “Five Stages of Grief and Loss” which include: 
 

1. Denial and isolation 
2. Anger 
3. Bargaining  
4. Depression 
5. Acceptance 

 

 
 

There is no doubt that parents go through all of these stages.  Things we say as we progress: 
 

1. “He did what? You’re kidding me.” 
2. “I’m gonna kill him!” 
3. “What will it take for you to stop?” 
4. “Our beautiful little family has been devastated.” 
5. “I’ve got to get on with my life.” 

 

We do it differently but we all do it because we grieve for our children, for the loss of 
innocence, the lost opportunities, and what we perceive to be lost hopes and dreams.  We 
can’t see beyond the strategy – we just want it to go away. These were not our expectations 
when our babies were born.  We didn’t raise them to be addicts, criminals, and dishonest.  
Many of us don’t just feel like we gained an addict, we feel like we’ve “lost” a sweet child. 
 

When I finally realized my daughter was using drugs, I immediately tried to “fix” 
the situation.  It became apparent rather quick that I had no control over her.  So 
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I tried to control my husband hoping that he would be able to “fix” her. We both 
enabled her but we did so in different ways. I even tried to control how my other 
children felt about their sister and all the chaos in our lives.  After finally 
listening to my therapist and other parents, I realized that the only person I could 
control was me. I learned that my attempt to control was actually fear. I feared 
that my daughter could die from this disease. 

 

The goal is to get to the stage of acceptance, hopefully suffering the least amount possible.  
Be careful to understand what acceptance is and what it isn’t. A friend describes what the 
term “acceptance” means like this: 
 

x Making room for unpleasant sensations, feelings, urges, thoughts, etc. 
x Allowing them to come and go without trying to change them 
x Acceptance is NOT resignation or tolerance 
x You don’t have to like something to accept it 

 

Fortunately, at parent meetings they will hear the stories of fellow members - parents who 
have been through the 5 stages and come out stronger, healthier and happier than ever.  We 
often hear kids come and tell us they are grateful for the fall and the rise, that they have 
been relieved of the mental noise and pain of active addiction.  And we hear parents tell us  
they can’t recall the connection with their kids being as strong, open and caring as it is now.   
 

Unfortunately, there are also parents who doggedly hold onto old attitudes, and feel the need 
to control certain outcomes.  Whether out of pride or the inability to accept things for what 
they are, it’s tragically unnecessary.  These folks continue to suffer and their relationships 
never fully heal.  And sadly, those parents dissatisfaction, whether glaring or subdued, is felt 
as an affront to the addict’s attempt to reconnect.  We do what we can to help those parents 
see what “non-acceptance” does. 
 

When parents get on the same page, preferably early in Crisis, whether for the love of their 
child or the love of themselves and family as a whole, they can get to the solution faster.  Is 
it tough?  Is it hard not to point fingers?  Yes.  We hurt and react defensively, but that isn’t 
necessarily a reaction based in truth.  More often, it is based in fear and emotional anguish. 
 

 
 

- A Man and a Woman - Van Gogh 
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If you are hanging in there with each other, we hope you will hold each other’s hands and 
face your troubles together.  It will make the journey down the new road less bumpy.  
 

Other marital issues are off the table here.  We hope that both spouses come to the meeting 
as it makes the transition process more effective if the parents agree and support each other.  
If one side gets it and the other doesn’t, the addict can manipulate and undermine any 
resolution made between the parents.   
 

Topic: Parental influence –working towards our forced retirement 
 

Most parents represent the child’s entire world at birth, and as they progress to pre-school, 
then grade school, we’re still very involved with their daily activities and who they associate 
with.  The natural progression is for the influence to become less and less over time.  As 
parents, we are supposed to be fully and functionally “retired” by the time our youngest child 
turns 21, at which time our kids should be independent.  The process starts the day they are 
born and they start to meet other people and other sources of information to their world.  
 

 
 

… but by the time they reach Middle school, they start to develop other social connections, 
and parental influence diminishes (which is how it should be!).  They are (and must) learn to 
stand on their own two feet, and start to suffer consequences when they screw up. 

 

This is the natural order of things in our world.  It’s what should happen. 
  

We have the privilege to hear from well-regarded therapists and counselors come 
to our parent group to share their expertise with us. One such counselor shared 
his understanding of what our role as parents should be as our child is growing 
up. He said that from the time they are babies until 7 years old we can hug them, 
kiss them, do for them, buy them anything they need or want, all we want. That 
is part of them feeling loved and belonging.  
 

From 7 until 14, our job is to reinforce our instructions and discipline for how to 
do things by themselves.  When they make a mistake, they will feel the 
consequences.  We teach them that these consequences come with the territory of 
bad behavior, and will be administered swiftly and commensurate with the crime.  
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By age 18 or latest 19, your instructor job is done and you now need to let them 
take and accept full responsibility for what they are capable of doing themselves 
without your intervention. Your job as parent is done.  They are adults and 
should be wholly independent.  You may act as a “consultant” only if you are 
asked, otherwise you are a loving and empathetic observer of their life.   

 

This ship has sailed for most of us, but he emphasizes that it is never too late to change our 
enabling behaviors and let them feel the consequences of their mistakes.  Our kids have to 
grow up one day – we don’t want them continually living in our attics, basements, and finally 
our retirement homes. 
 

Before we get started, we will review the critical points in depth so that you go into the 
program with the basics in your pocket rather than on the bookshelf.  These include: 
 

x the disease of addiction  
x the time required for treatment 
x the elements of recovery 

 

The parent program is designed – not to change the addict – but to change you.  Just like 
our kids need to change, physically, emotionally, mentally and spiritually, parents need to 
change their expectations, understanding, attitudes and actions.  And you will.  And when you 
do, you will experience a new found freedom and serenity that will permeate every 
relationship you have, not just with your kids but with other members of your family, 
including the siblings who may have felt undercut and cheated, the spouse who felt hurt, 
neglected, and afraid, and with other family and friends who were stymied on how to behave 
and what to say around you when you were in crisis.  In effect, you change the abnormal back 
to normal.  It has happened to hundreds of us and it can happen to you. 
 

Topic:  Helicopters and Snowplows 
 

Helicopter parents are the ones who hover over their kids, protecting them from harm, 
softening blows, and cleaning up messes.  Helicopter parents interact directly with the child.  
But helicopters have now evolved into snowplows… 
 

“A new moniker, snowplow parents, refers to those who not only hover like 
helicopter parents but also plow ahead to preemptively eliminate any obstacles 
from their child’s path. These are the folks who would like to hand-select their 
young child’s classmates, or who bribe coaches for more playing time, or who 
encourage teachers to pay extra attention to their child at the expense of other 
students. For those of us who work with college students there are tales of parent 
calls for notes from a missed class, daily requests for lists of salad-bar 
ingredients and parental involvement, via Skype, regarding a dispute between 
roommates over a missing jar of peanut butter. 
 

“The everyday obstacles of living and learning in a college community — conflict, 
disappointment, discomfort — are awkward and messy but necessary. 
Development of a person’s identity, confidence and competence requires the 
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ability to deal with adversity. When well-intentioned parents plow through 
obstacles, they often bury their child’s ability to clear the next path.” 
 

Carolyn O’Laughlin - “Snow plow parents” may be trapping their children 
 

Helicopters and snowplows are more common than you’d think.  We have seen more than our 
fair share at our parent meetings, and thankfully they too can get the message to back up and 
consider what their actions are doing to their child. 
 

“Everyone has heard of parents who do their grade schooler’s science project or 
are overly involved in their kids’ social lives. But the infamous helicopter 
parents, hovering over their younger children, are now transitioning into so-
called snowplow parents, trying to smooth a path for their kids even after 
they’ve started college. 
 

“College officials know the first few months of school can be fraught because of 
social or academic issues. They hope that by parents’ weekend in early fall, or at 
least by Thanksgiving break, students and parents feel more settled, less 
codependent. 
 

“A growing number can’t seem to let go. Blame it on technology or anxiety or 
habit — some parents remain so involved that they are leaving their college-age 
kids anxious, depressed, and ill-equipped to deal with matters both small and 
large, according to experts. 
 

“One study, published online in February in the Journal of Child and Family 
Studies, found that over-controlling parents undermine the competence and 
confidence of college students and can negatively affect the parent-student 
relationship. 
 
“Parents need to understand they’re not giving their children a chance to develop 
competency, a feeling of pride and well-being,” says Holly Schiffrin, a psychology 
professor at The University of Mary Washington in Fredericksburg, Va., and co-
author of the study. “Children are not developing the skills they need to become 
fully functioning adults.” 
 

Bella English – ‘Snowplow parents’ overly involved in college students’ lives 
 

Whatever happens, whether the child is an addict or not, parents really need to work on 
losing the obsession to micromanage their children’s lives.  Kids need to grow up and take 
responsibility for their actions and inactions.  This is one of those cases where a parent is 
“contributing” in a negative way.  For an addict, it can be lethal. 
 

Topic: The trap of making ultimatums – make boundaries instead 
 

We throw this out there: unless you are ready and willing to carry through on an ultimatum, 
don’t make it.  And definitely don’t make two, or three, or ten….  To an addict (or anyone for 
that matter), unfulfilled ultimatums are an invitation to continue the behavior. 
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“Stop it right now, or else!” 
 

Threatening a child is almost never a good idea. First of all, you’re teaching them 
a skill you don’t really want them to have: the ability to use brute force or 
superior cunning to get what they want, even when the other person isn’t willing 
to cooperate. Secondly, you’re putting yourself in an awkward position in which 
you either have to follow through on your threats—exacting a punishment you 
threatened in the heat of your anger—or you can back down, teaching your child 
that your threats are meaningless.  Either way, you’re not getting the result you 
want and you’re damaging your connection with your child. 
 

Shelly Phillips – 10 Things to Stop Saying to Your Kids 
 

This needs no more explanation now, but it is fair to say that our parents describe “making 
threats” a bad habit that is incredibly hard to break.  Stop making threats and start making 
boundaries instead.  Then carry through on maintaining those boundaries.  Our experience 
shows that the chain is broken when you start to carry through on your Boundaries.  It usually 
takes a while for the addict to realize that… “Hey, that doesn’t work with mom and dad 
anymore” but sooner or later they will understand that you mean what you say. 
 

Topic: The Golden Rule gets perverted by resentment 
 

In grade school, we learn to: 
 

“Do unto others as you would have them do unto you.” 
 

Such is the basic tenet of most major religions.  But for people who have to live with a person 
who is addicted or mentally unstable, you’d think they’d been taught these words instead:  
 

“Do unto others as the bastards have done to us!!” 
 

When someone does us wrong, repeatedly, and this person is supposed to be someone who 
loves you, who owes their very existence to you, who was never expected to betray you, who 
you sacrificed for, and who you would take a bullet for…  It does more than hurt, it causes 
trauma inside our head.  It makes us angry to the point of rage and sometimes beyond.  It 
makes us sadder than we have ever been; a deep gnawing, complete darkness that we don’t 
know how to get out of.  It brings up an emotional storm like none other, and most 
importantly, it does so at a time when we need to be extremely rational, not bat-shit crazy.  
We don’t know how to explain this scientifically; we just know it to be true, and we have 
work to do and little time to do it, time that ought not be squandered.  
 

The lines defining the love parents have for their child become blurred.  The behavior is all 
they see.  As a group we at the Parent Groups hope, and many of our members pray, that you 
do not get to this point.  We hope that you can step back, see this for what it really is, and 
ask someone for help.  We understand how you feel and how you got where you are, but 
please know this: the solution lies in reinvigorating and strengthening the love you feel for 
them, but learning how to show it in a different way.  We will try to show you the way there. 
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We know that the solution is not screaming, crying, yelling or sitting curled up in your closet 
rocking catatonically.  We have tried all these and found they don’t work.  The very first step 
to finding the solution is getting help to settle your brain in a rational place where sound 
evaluation and decisions can be made.  Hopefully you started this slow process during Crisis 
and have you support system working to calm your fears and steady your thoughts.  Our 
challenge is to find the compassion for them that we want them to have for us. 
 

Before launching off into a “program of change”, it is important to understand unambiguously 
what that means and what elements are prerequisite to being able to effect the change. 
 

They told me, “It’s a misconception that families caused their child’s addiction” – 
they being professionals and the Al-anon 12 step program. They remind us 
repeatedly that the reason why our child became an addict is NOT because we didn’t 
provide our children with the right moral upbringing, but that their brain was 
hijacked by a disease.  We are told over and over again, “You didn’t cause this 
disease, you can’t cure it and you can’t control it”.   
 

But here’s the thing, we have unwittingly participated in how the disease played out.  
If we can’t recognize what part we played in contributing to the onset or 
continuation of it, how will we be able to recognize what we need to change in 
ourselves in order to break the cycle?  We can’t fix addiction, we can’t change what 
happens in their brain on alcohol any more than we can change how it affects our 
other kids, but we can change the way we participate.  We don’t have to dance that 
dance any more.  We may be powerless over the addiction, but we aren’t powerless 
over our actions – with help, we can change the way we think and respond to our 
children to be more helpful, compassionate and understanding.  God knows that 
taking the attitude that “it wasn’t my fault” sure didn’t help much. 

 

Topic:  Craving 
 

When AA was founded in the 1930’s, a prominent doctor who treated alcoholics referred to 
craving as a “phenomenon”.  At the time, no one really understood it and with the exception 
of biochemists, most people still don’t.  All they understand is it’s a form of intense desire.  
The desire manifests as an obsession that the individual cannot control.  Yes – they cannot 
control it, but it happens on a subconscious level and the drive is extraordinarily powerful. 
 

“Craving is a difficult concept.  We all use the word craving.  When people say 
they crave chocolate, what they mean is they really want chocolate a lot.  It’s 
important to understand, that’s not what the addict means when they say they 
crave.  Craving is an intense, emotional, obsessional experience.  The addict 
wants to think about other things, but the brain is constantly bringing them back 
to the drug.  They’re up in the middle of the night, they can’t sleep, their pulse is 
at 120  They’re thinking over and over again, ”just one more time”.  That’s 
craving and make no mistake – that’s genuine suffering.” 

 

Kevin McCauley, Pleasure Unwoven 
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Research scientists, armed with extremely advanced imaging and other tools have explored 
the brain and learned a great deal about not only the phenomenon in general but how it 
works from one drug to another in the various parts and systems of the brain.  The 
physiological basis is undeniable.  Like other brain functions, the brain chemistry of craving is 
caused by physiology but can be triggered by environmental stimuli. 
 

This complicated neurological response has been felt by every human ever born.  The urges 
are based in satisfying instincts for survival and reproductive legacy: food, water, sex, 
shelter, community, safety, etc. For the drug addict, multiply the urge by 10x.  Make it an 
indescribably urgent biochemical need to be filled at any cost – one that drives the addict to 
kick all those other instincts to the curb. 

 

“I definitely suffered the affliction every addict suffers - I just couldn't stop. The 
addiction had more power than I did.  Plus, for me, there were just too many 
requirements: finding the drink, counting out the f**king pills to see how many 
days were left before the prescription ran out...” 

George Carlin 
 

Anyone who was or still is a pack a day smoker who has tried to quit understands.  Anyone 
who has tried to lose 20 or 30 pounds and keep it off understands.  And a parent who has lost 
their relationship with their addict and wants to reconnect but can’t, knows what craving 
feels like – it hurts.  Sometimes it hurts or aches unceasingly.  We crave things we don’t have 
or don’t have enough of.  There is an organic (biological) basis that drives a psychological 
obsession to get it.  It doesn’t “just go away”.  You can’t “just stop” any more than you can 
stop a migraine or seizure.  It affects everything we do, even the people we love and are 
closest to.  Without help, it will take over the actions of even the strongest of people. 
 

“Imagine trying to live without air.  Now imagine something worse.”  
 

Amy Reed, Clean 
 

One of our parents who works in the biomedical field provided a presentation including a 
description of what happens and why the craving in an addict is so strong – why it can 
overthrow our natural instincts.  This is the basic action:  
 

1. Dopamine is the primary neurotransmitter that activates the brain’s Limbic “reward” 
system. When dopamine levels rise, neurons in the reward system are excited, causing 
the feeling of euphoria. 
 

2. Addictive drugs like methamphetamine, cocaine, opiates, alcohol, nicotine and 
caffeine increase the release, and/or decrease the re-uptake, of dopamine thus 
causing large increases of dopamine concentration (up to ten-fold) in the Limbic 
system. This causes extreme pleasurable feelings and also has significant impacts on 
learning, memory and motivation which are all affected by the dopamine. 
 

3. Reward pathway signaling also can strengthen drug craving and alter cognitive 
pathways, with excessive drug use potentially creating drug addiction and drug 
dependence. 

 

On The Road   Transition Topics for a Parent Education Program   
 



September, 2014  Page 46 
 

Dopamine is so important to life – if our levels go low enough, we die.  In layman’s terms, our 
brain knows when the level drops, and scans our memories to figure out how to get more.  
The memory of the huge dopamine release from the drugs tells the brain to get more.  
 

“Get more.”  
 

Based on genetics and environment, some people will feel so bad when the dopamine levels 
recede – due to having a drop in dopamine for a variety of reasons but specific to each 
individual – that they are driven to once again refill the tank.  Unfortunately, the levels of 
dopamine don’t refill as quickly for everyone, so the level doesn’t bounce back as fast.  The 
brain senses the low level and says get me more. 
 

“Get more!” 
 

Until those levels are brought back to “normal”, and where levels may already be too low in 
addicts (for genetic reasons), the cravings will remain.  How’s that for a basic explanation of 
a very complicated neurological system?  We apologize to the biomedical community for 
oversimplifying this – but frankly it’s all that we as parent s really need to know.  When brain 
chemistry gets out of whack, the brain tells the person to take action to bring dopamine (or 
other neurotransmitter) levels back to stasis.  Sooner or later, the system is so depleted, the 
drug, at ever increasing doses fails to bring the level up to satisfactory concentrations.  So 
the brain is constantly telling the person to get more, get more, get more.  An addict is born. 
 

“I took one look at mom’s face and I knew I’d broken her heart… again.  But I also 
knew I was going to do it again.  I wanted to kill myself, but I copped and got high 
instead. I didn’t want to hurt her anymore, but I couldn’t even kill myself…” 

 

This urge surpasses the need to eat, to sleep, to have sex, and will push the addict to lie, 
cheat and steal from their best friend.  Kids don’t even recognize a parent’s love.  Their brain 
tells them that getting more is the only thing that matters.  The survival instinct is powerful, 
the love for a family member is powerful, but the obsession to use will leave those things 
behind.  If your child has that predisposition, they don’t get a pass, no matter how rich, 
famous, influential or smart they are.  No one with the biology is exempt from the craving. 
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“At 18, I’d never seen cocaine. I looked at one line and said, ‘I’ll do this thing 
once and never do it again.’ I never thought that one line would take 14 years to 
walk away from.”  

Chris Herren 
 

When the addict stops using, and hopefully gets some form of treatment, the system takes a 
long time to reset.  It can take years for the cravings to dissipate, but the memory – that 
strong imprinting that happens in the same area of the brain where a baby connects nurture 
instinct with its mother – never goes away.   
 

“I met a guy who was born with a deformed foot and had to undergo 7 major 
operations starting around age 1 or 2, and then wear a painful brace for years.  
He told a story how - still today - he remembers the drugs he was given for the 
pain.  He said that even though it tasted horrible, he used to get up in the middle 
of the night, drag a chair across the kitchen floor at age 3 or 4, then climb onto 
the counter and open a cupboard to get to the medicine that his mom kept on the 
top shelf.  He’d take a hit from the bottle then put it and climb back into bed. 

 

“All that happened over 50 years ago and he says he can still feel the rush he 
would get when his mom gave him the medicine.  Think about it – still having a 50 
year old hold on someone.  That’s power.” 

 

The addict never forgets that with just one hit, one snort, or one sip they may feel euphoric 
and carefree on the plus side, or simply stop feeling like shit, like they’re going to die 
without it.  Either way, the memory never goes away - ever.  That’s why they need to 
reinforce and stay connected to recovery for long time periods – maybe even for life.  There 
are countless stories how addicts stop going to their meetings after 10, 20, even 30 years, and 
before they know it, they take a drink at a someone’s wedding, and within a couple weeks 
they are in full blown addiction again.  Depression and susceptibility to relapse may crop up 
at any time, throwing the addict into despair or rage and giving their brain the signal to use.  
It’s no different from any chronic illness. 
 

All of this just because the addict – now a confirmed member of the unlucky sperm club - has 
a defective or malfunctioning dopamine “reward” system.  Genes matter. 
 

What do we do if our children let us know that they are uncomfortable?  Are there obvious 
signs if they don’t tell us?  Is there something we should be looking for? 
 

The” phenomenon of craving” is very difficult to describe, as there's nothing 
quite as horrible and demoralizing as that fiery need for something every cell in 
your body aches for. David Foster Wallace (the late author very familiar with 
depression and addiction) has this description of suicide that, to me, describes 
craving perfectly. He talks about how suicide (and for our purposes, that craving) 
is like a man in a burning building who jumps to his death. In this case, the 
burning building is that discomfort of being sober, and the jump is the return to 
using.  Neither is appealing at the point of true desperation; both seem like 
suicide.  The using, the jump, is just the slightly less terrifying of the two. "It's 
not desiring the fall; it's terror of the flames."  
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Imagine being nauseous. Now imagine having that kind of head ache where your 
eyes are being tugged toward the back of your head and every noise cuts like 
razors through your thoughts. Now combine the two. Now spread that feeling 
across your body. Every limb, every muscle, every cell, spinning in nausea, 
throbbing with migraine tremors, and the only thing that makes sense is getting 
high. Somewhere in your gut, you believe that getting high is going to get rid of 
that torture. And once you use, to your ecstasy and to your horror, you learn your 
gut was right.  Using is the only thing that relieves the pain and sickness.  That's 
what craving is; an inhuman desire so all-consuming that people will do anything 
to fulfill it, anything to end their body's pain. 
 

Now, to continue with this imagining business, imagine not getting high to end 
that pain. Imagine sitting with it and trying to believe that it ends without the 
one solution you know works. Yeah. There are people who spend weeks in that 
state without using. I don't care how many triathlons or iron-man competitions or 
long distance high endurance "whatever's" somebody goes through, those guys 
have nothing on the addict who makes it through a craving sober. The Olympics 
are for pansies. For me, I was fortunate to have my cravings be mostly mental. 
There weren't too many physical symptoms like with alcoholics, heroin addicts, 
or benzodiazepine users. I felt that cellular sickness, but I didn't convulse or 
seize. And I was hospitalized during the worst of it, in a psych ward zonked out 
on whatever it was they were feeding me. But those cravings arose in lesser 
forms for the next six months. When they did, I called people. I prayed, despite 
my lack of faith. I read AA literature and I ran. Like, literally. I ran a lot in my 
first year of early sobriety. And through these actions, these steps, I haven't 
experienced a craving since July of 2007.  And so far, I haven’t had one today. 
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There are signs of cravings and signs of relapse.  We can’t very often see the physical 
symptoms, but we routinely see the behavioral symptoms.  This is a frequent topic at our 
parent meetings. 
 

Topic:  Triggers 
 

A trigger can be thought of as anything that brings back thoughts, feelings, and 
memories that have to do with addiction. In addiction research, these are often 
simply called cues. The word comes from learning research in which a reward (or 
punishment) is paired with something (the cue). For instance, in Pavlov's classic 
experiment, a dog heard a bell ring right before it would get served its daily 
portion of meat. The dog quickly learned to associate the bell with food, and 
would begin salivating as soon as the bell would ring, even before the food was 
presented. In this case, the bell was the cue, and food the reward it was paired 
with. The story in drug addiction is similar. I'm sure many of you can relate to 
the overwhelming memories and emotions that seem to come out of nowhere when 
you hear music you used to get high to or pass a street where you used to buy 
drugs (or sex). Each of those examples is a trigger that brings about a similar 
reaction to Pavlov's dog's salivation. Seeing these things, or hearing them, 
creates an immediate response to the reward that it was paired with, the drug! 
 

As if matters needed to be made worse, triggers not only bring about responses 
that make you think about the drug. In fact, over and over in learning and 
addiction research, it's been shown that triggers actually bring back drug 
seeking, and drug wanting, behavior. As soon as a cue (or trigger) is presented, 
both animals and humans who have been exposed to drugs for an extended period 
of time, will go right back to the activity that used to bring them drugs even after 
months of being without it.  
 

Adi Jaffe, PhD – All about Addiction  
 

Triggers, also known as conditioned reflexes, are learned responses whereby the brain 
connects a stimulus to a specific reflex or reaction.  Ivan Pavlov, a Russian scientist, is well 
known for his experiments with dogs, conditioning them to react to learned behaviors in 
“conditioned” ways.  The same type of learned behavior happens in people.  Specific sights, 
smells, sound, people, and so on make us feel and react physiologically in unnatural ways.  
Surely you can relate (e.g. the alarm goes off and you get up and go to work).  There are 
certain songs, sights and smells that bring back strong emotions and drives in all of us.  
  

The expression “people, places and things” refers to things that elicit craving and drug 
seeking behaviors in addicts as a result of having used drugs in association with certain people 
(old drinking buddies), at certain locations (school, college, park), wearing certain clothes, 
etc.  Addicts new to recovery are warned to stay away from these things.  They need time 
and recovery under their belts before exposing themselves to all such associations.  
Sometimes the best way to do this is for the child to go away for early recovery. 
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I relapsed 3 times before sustaining multiple years. Primarily because I was too 
afraid to get honest with another person let alone another woman when I was new 
and a teenager. All my repressed anger came up, especially when I couldn't just 
go numb out, so I completely imploded.  
 

When I was newly sober, I was suicidal.  I had old family ideas in my head which I 
thought were social norms or how society was "supposed to be". In my family, you 
didn't just pick up the phone and speak to a stranger about your tough day, 
specifically family trouble which was the majority of the issues I had.   
 

While I was in treatment I learned that we all have the same issues, though 
sometimes they look different, and it is productively working through them with 
others that we all get help. Speaking up about the troubles in life took the power 
out of my situation and emotions, my past or present experiences. I had to break 
away from my family cycle and couldn't confide in them, or them in me, the way 
we used to because it was toxic, codependent, destructive and had been abusive.  
 

Secrets keep me sick and make me feel separate so I stopped going to meetings.  
Leaving meetings is a sure way to relapse.  After several efforts at meetings and 
treatment, I had to be in another institution and after care to have a shot at 
"staying stopped". Through the years people close to me have relapsed because of 
secrets or life got overwhelming and kept them from coming back.  Today, my 
faith, my program, and my life in recovery are like a muscle I have to work every 
day to strengthen. I know from personal experience that my disease is getting 
worse even when I am getting better. 

 

People with a chronic, progressive disease must stay vigilant.  You can’t stop working of 
staying healthy.  Unfortunately, most addicts won’t express that they are or have been 
triggered by something – they may not consciously know what it is themselves.  If they have 
been to treatment and been involved with a program or group, they will have been taught 
what to do – call another addict, get to a meeting, tell someone close to them, and if they 
are involved with a spiritual program they may have been told to pray.  They have tools in 
their toolbox, and they have to use them.  There is very little you can do but offer love, 
support, ice packs, and soothing diversions.  Of course, you can pray too.  If the cravings get 
too bad, we have to get them help, preferably help that does not include sedatives, but that 
will be a decision left to them and their “fully-informed” practitioner. 
 

Topic: Hitting the Wall – Stagnation in Recovery 
 

Addicts will typically hit a wall in transition.  Whether it’s from boredom, depression, 
rejection (job, school, old friends, and old flames), frustration, or getting tired of doing the 
work they need to do, early recovery can come to a standstill and the addict has to make a 
choice.  If they stop doing the work they can start to slip towards a relapse.  Unfortunately 
there isn’t much a parent can do to motivate them.  The only thing that we have to do is 
keep our boundaries intact.  If they start to push on those boundaries, we calmly yet firmly 
let them know that there is no changing the “boundaries you agreed to until the child has 
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demonstrated a solid program of recovery and you as a parent are ready to relax them.  This 
is a scary time, but consistency is a key to better outcomes. 
 

This time can be hard for parents and we can hit a wall too.  The prime reasons are either 
believing the kid is doing well so we let up our vigilance and stop working our own program 
(this is a big mistake that lot of parents make in the first year) or we believe the kid is not 
working his or her program and we get pissed off and say “if you’re not going to stick with a 
program, why should I?”  This is often exactly what the inner voice of addiction is telling your 
kid – “get them off my back one way or the other”.   Hang in.   Good things come to those 
who wait… work their asses off and never give up. 
 

 
 

“The best way out is always through.” 
 

Robert Frost 
 

Topic: Relapse – the 2nd most terrifying word in the newcomer’s 
vocabulary 
 

Unfortunately, relapse is common.   We’re all afraid of it – but to tell the truth we have 
learned to take it in stride if and as it comes.  Going crazy doesn’t help. 
 

 
 

SAMHSA Store – Family Education Series 
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Early recovery is tricky.  SAMHSA prepared a relatively extensive addict-focused slide 
presentation that describes the process.  
 

You can see from this publication that relapse is so common; SAMHSA includes it in the Family 
Education Session called “Roadmap to Recovery”.  Many addicts simply have to retest the 
waters, others still haven’t accepted or surrendered, feel “cured”, or can’t deal with life on 
life’s terms and get a bad case of the ‘fukkits” – when an addict or alcoholic can’t take things 
in stride, hit a wall, somehow justify that a return to using is OK, and revert back to their old 
behaviors. 
 

The question is: if this happens to them, are YOU going to revert back to your old behaviors? 
 

I was terrified of the word relapse.  I decided that relapse simply wasn’t an 
option for my child – as if I had any real control over that.  Someone mentioned it 
at a meeting and said it was neither uncommon, not the end of the world.  My 
head went to the worst possible place.  Just the thought made me feel nauseous. 

 

If the child is living at home, or has regular communications and visits with mom and dad, 
most parents can sense that something has changed in their recovering child’s behavior and 
that things aren’t right.  Anxiety turns to fear, and fear makes us sick again.  What can we 
do?  How can we stop it?  Control it?  Keep them from using?  The answer 100% of the time is 
that you can’t control them, nor do much of anything except stay on your emotional course. 
 

“Sometimes they might relapse or they might have a problem. Sometimes I put 
that on treatment providers – that we didn’t set up the right level of after care. 
The idea is the more you’re involved in treatment, your recovery is enriched.  
Addiction is a devastating disease. It really affects the family. It affects a lot of 
the community.  However, I know that when an addict or alcoholic can get clean, 
they’re unstoppable. They can really do so much with their life.”  

 

The important thing to recognize is this - relapse happens.  Generally speaking, parents 
should take appropriate action if you are in a position to (or even want to) by extending the 
relapser a “lifeline” – cut them off but let them know that when they’re ready, you will help 
with treatment or therapy.  We strongly advise against starting the whole anger, yelling, 
begging process again.  Go to a parent group meeting, share about it, and let your support 
group talk you off the ledge, whether that is caused by fear, disappointment, rage, sadness, 
frustration, any other reason or all of the above.  Stay attuned to your recovery.  Vent, but 
get re-centered.  “This too shall pass”.  Don’t let them drag you back onto the down elevator.   
 

Topic: Overdose 
 

When someone takes too much of a particular drug or combination of drugs (including 
alcohol), the body can shut down in a variety of ways.  Overdoses are not always fatal, but if 
the shutdown involves the heart and/or lung function and intervention does not occur quickly, 
the overdose can result in serious long term consequences or death. 
 

Overdoses are typically “accidental”.   By accidental, we mean that the user didn’t mean to 
overdose.  It can be caused by using too much, using the same amount but something more 
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pure than you are used to, using it too close to your last dose, or using something that was 
cut with or mixed with something that caused a near-fatal or fatal reaction.   
 

Anyone who thinks dying from an overdose is selfish has a weird idea of what an 
addict wants out of life. There comes a point at which drinking, drug use, all that 
— they’re not fun anymore. Philip Seymour Hoffman wasn’t out partying. He was 
alone in his bathroom, compelled. Cory Monteith in his hotel room. Chris Kelly in 
his living room.  
 

I guarantee that every time Hoffman put that needle in his arm, he felt guilty. He 
felt conflicted. He craved that high that would take the pain away, but knew the 
pain he caused himself and those around him every time he took a hit. We all 
have destructive habits.  If we’re lucky, our addictions won’t kill us. 
 

The majority of us can go through a partying phase and then grow up, settle 
down, and put down the sauce. But for an unfortunate group, the need to keep 
going becomes as pervasive as the need to eat or sleep. And we call them selfish, 
as if they would prefer to be a slave to the thing that’s ruining everything good in 
their lives. 
 

Addiction Is Not Selfish by Corrigan Vaughan  
 

As discussed in the first section, fatal overdoses from prescription opioids are at epidemic 
levels.  There are medical treatments (including intravenous and intranasal naloxone) that 
can halt and rapidly reverse the effect.  Treatments are also available to reverse the effect 
of other drugs.  Their availability and use by emergency service providers has increased.   
 

Incomprehensibly to most of us, many of our kids are dying after they get out of rehab.  If 
they return to use after an extended period of abstinence and go back to the dose they were 
taking months earlier, their system can’t handle it.  
 

People emerging from detox (or any other period of abstinence, such as spending 
time behind bars) are many times more likely to overdose than regular users. This 
is because, when you resume drug use after a hiatus, it is not unusual to pick up 
where you left off in terms of what and how much you use; one's regular dose can 
become lethal in such situations because of changes in the body's ability to 
tolerate the drug.  
 

Several simple, but critical pieces of information can help address overdose risk 
in general, as well as specifically among people emerging from drug treatment:  
 

1. Patients, their families, friends and caregivers should know about the elevated 
overdose risk post-treatment, as well as about specific factors that can increase 
risk, including mixing drugs, taking prior doses, and using alone. 
 

2. It is critical for everyone to learn the signs and symptoms of overdose, 
including shallow breathing, ashen skin, and not responding when the victim's 
name is called. 
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3. Both patients and caregivers should know how to respond to an overdose, 
including how to place the victim in a recovery position to prevent choking, the 
importance of calling 9-1-1, and the availability of naloxone -- an opioid antidote 
-- that can quickly revive the victim. Largely because of concerns about "sending 
the wrong message," naloxone is seldom offered to patients upon discharge from 
drug treatment for opioid abuse; there is an expanding network of programs 
across the U.S. making this antidote available.  
 

4. Overdose witnesses often delay calling the ambulance for fear of legal 
consequences until it is too late. But arrests at the scene of overdoses are rare, 
and a number of states have passed Good Samaritan laws designed to encourage 
people to seek help by shielding witnesses and victims from drug possession 
charges.  

Leo Beletsky, Asst. Prof. of Law and Health Sciences, Northeastern Univ. 
 

If you see anyone in medical distress, seizing, incoherent and vomiting, or exhibiting other 
symptoms of overdose or withdrawal, our across the board advice is to call 911 or get the 
person to the emergency room as quickly as possible.   
 

Since parents and other family members may be the first line of care for an overdose, we also 
transcribe advice from NIH’s Medline regarding overdose and withdrawal: 
 

DO NOTs! 
 

x Do NOT jeopardize your own safety. Some drugs can cause violent and 
unpredictable behavior. Call for professional assistance. 

x Do NOT try to reason with someone who is on drugs. Do NOT expect them 
to behave reasonably. 

x Do NOT offer your opinions when giving help. You do NOT need to know 
why drugs were taken in order to give effective first aid. 

 

When to Contact a Medical Professional 
 

Drug emergencies are not always easy to identify. If you suspect someone has 
overdosed, or if you suspect someone is experiencing withdrawal, give first aid 
and seek medical assistance. 
 

Try to find out what drug the person has taken. If possible, collect all drug 
containers and any remaining drug samples or the person's vomit and take them 
to the hospital. 

 

http://www.nlm.nih.gov/medlineplus/ency/article/000016.htm  
 

The primary objective is to seek emergency medical attention as quickly as possible.  Many 
addicts are reluctant to call emergency services for someone else for fear of prosecution, so 
new laws are being enacted to provide amnesty for addicts who make such calls.  Speak to 
your child about this – make sure they know that no matter what, if someone seizes, they 
should call for help.  It may not stick, but if it does, you may have helped to save a life. 
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Topic: Withdrawal 
 

We won’t spend much time with this.  Withdrawal should be medically supervised.  It is a 
serious affair.  In extreme cases, withdrawal from a handful of substances, including alcohol 
and benzodiazepines, can be fatal.  All withdrawal is in the very least uncomfortable and very 
often, as with opiate withdrawal, sickening.  Dope sickness is a huge incentive for heroin 
addicts to keep using.  Since it takes the brain a long time to get back to normal levels (of 
dopamine and other neurotransmitters), it can take weeks and even months for the physical 
symptoms to subside, and years for the obsession to be lifted. 
 

Withdrawal can be even more frightening because it often takes a bad experience, including 
an overdose, to get the addict to quit.  Overdose is traumatic for a parent and other family 
members, but just like the addict, it can be a turning point, a place where inner strength 
comes from – the moment of clarity that comes with almost losing a child. 
 

Otherwise, withdrawal is a blessing.  It means your child has stopped using – for today.  While 
this is going on, parents should be going to meetings, reaching out to a therapist for 
themselves, and getting themselves the same kind of psych care that the addict hopefully is 
getting.  Parents have to come down from the emotional crisis of relapse and withdrawal, 
especially if the event included an overdose. 
 

Topic: Effect of Addiction on other medical and social issues 
 

Other parents consider it just some level of bad luck.  Unfortunately, these things aren’t just 
bad luck.  They’re evidence of a problem that is ignored only at your peril.  Folks in recovery 
know there are three things awaiting an untreated addict: jail, institutions, and death.  Do 
you think we exaggerate?  Look at the National Institute of Health’s numbers, where they 
provide facts and figures regarding medical consequences from addiction: 
 

x HIV, Hepatitis and Other Infectious Diseases 
� Cardiovascular Effects 
� Respiratory Effects 
� Gastrointestinal Effects 
� Musculoskeletal Effects 
� Kidney and Liver Damage 
� Neurological Effects 
� Mental Health Effects 
� Hormonal Effects 
� Cancer 
� Prenatal and Other Health Effects including Mortality 

 

“Drug-related deaths have more than doubled since the early 1980s. There are 
more deaths, illness, and disabilities from substance abuse than from any other 
preventable health condition. Today, one in four deaths is attributable to 
alcohol, tobacco, and illicit drug use.” 
 

 

http://www.drugabuse.gov/related-topics/medical-consequences-drug-abuse/mortality  
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The ratio of addicts in prisons, jails, and other penal detentions is even more staggering, 
arguably 85% of inmates and other incarcerants having drug and alcohol problems.  Truly, this 
cannot be mistaken for “bad luck”, and it sure as hell shouldn’t be misconstrued as a normal 
part of growing up.  There is a difference between normal bad luck and addiction.   
 

According to a report from the National Center on Addiction and Substance Abuse 
(CASA) at Columbia University, 85 percent of the prison population in 2010 needs 
treatment for substance abuse.  

 

In the previous volume, we related how judges and criminal lawyers have spoken to our 
parents and urged us to change this.  They recognize the burgeoning financial and human cost 
of locking sick people up.   “Call your legislators!  Take action!” 
 

We’ll leave you with a quote by Joseph A. Califano, Jr., former U.S. Secretary of Health, 
Education and Welfare, to highlight the extent of the disgusting conditions we have created in 
this country since the War on Drugs started 30 years ago: 
 

The US has less than 5 percent of the world’s population and we consume two-
thirds of the world’s illegal drugs and incarcerate almost a quarter of the world’s 
prisoners, more than eight of ten of whom have some substance involvement.” 
 

We are not an advocacy organization – we are parents helping parents.  We leave it to the 
readers to form their own opinions, but we hope that the point is made that we cannot 
incarcerate our way out of this serious health problem.  Drugs addict and alcoholics need help 
and treatment, not punishment, and if they don’t get it, they expose themselves to a variety 
of extremely serious health and social consequences. 
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Related Mental Health Issues 
 

x Addiction, the brain and related diseases 
x Adolescent developmental concerns and parental responsibility  
x Diagnosing mental illness 
x The proliferation of psychotropic drugs 
x Addressing the mentally ill addict 
x Fear is a killer – the anxiety/addiction connection 
x Prescription drugs and genetic predilection to addiction 
x Parents with mental illness and addiction – a valued resource in our groups 
x Psychiatry, therapy and outpatient treatment 
x Addiction interaction disorder 
x Sex and love, unhealthy relationships and addiction 
x Gambling, gaming, and other process addictions 
x Eating disorders and addiction 
x Cutting and addiction 
x Trauma, seclusion and addiction 
x Suicidal ideation, verbalizing, and attempts – issues beyond the parent group scope 
x Involuntary commitment 

 

Topic: Addiction, the brain and related diseases  
 

When it comes to treating an illness, common ground can usually be established between 
patient, family and treatment providers.  With brain diseases, common ground is uncommon.  
The patient often flatly refuses to participate let alone comply. 
 

Think about it.  The nature of the disease is a malfunction of the brain – emotion, reasoning, 
instinct, and all that technical stuff.  The patient looks at or reacts to many, many things 
differently than the “normal” population.  They lack a “Pause” button, and it takes time and 
effort to learn not to react – but rather to pause, consider the situation, and then respond.  
Frankly, many parents have the same problem when their child is in active addiction.  We 
react to counter-intuitive situations without taking the time to understand the disease and 
why the addictive behavior is so abnormal. 
 

Pause....the moment of grace between instinct and action. 
- Anonymous 

 

Some of the “creative” differences that individuals exhibit have contributed immensely to the 
human experience.  Who can find “fault” with the creativity of Van Gogh, Kurt Cobain and 
Hemingway, the business acumen of Ted Turner, the tenacity of Winston Churchill and 
Abraham Lincoln, and the utter brilliance of John Nash and Isaac Newton? 
 

Their abilities have been (and continue to be) marveled and exalted, but the difficulty of 
their personal lives is kept from view or understated. While we celebrate and wonder at their 
accomplishments, most of us recoil when we consider the pain and tragedy that these 
afflicted souls undoubtedly lived through. 
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So many lives lived in the shadows because of mental illness, the chief component of which is 
thinking and acting “differently”, being misunderstood, ostracized, and isolated.  For many, 
the solution was suicide.  Tragically and completely unnecessarily for many of the addicted, 
this is also a solution ultimately opted for – the final road when they see no other option. 
 

How big is this problem?  It’s huge.  SAMHSA publishes data on this every year and they 
consistently report that around 15 to 20% of the US population suffers from a mental illness: 
 

Nearly one in five American adults, or 43.7 million people, experienced a 
diagnosable mental illness in 2012 according to the Substance Abuse and Mental 
Health Services Administration (SAMHSA). These results are consistent with 2011 
findings.  
 

SAMHSA also reported that, consistent with 2011, less than half (41 percent) of 
these adults received any mental health services in the past year. Among those 
who had serious mental illness, 62.9 percent received treatment. Among adults 
with mental illness who reported an unmet need for treatment, the top three 
reasons given for not receiving help were that they could not afford the cost, 
thought they could handle the problem without treatment, or did not know where 
to go for services. 
 

The findings also shed light on mental health issues among young people. 
According to the report, 2.2 million youth aged 12 to 17 (9.1 percent of this 
population) experienced a major depressive episode in 2012. These young people 
were more than three times as likely to have a substance use disorder (16.0 
percent) than their counterparts who had not experienced a major depressive 
episode (5.1 percent). 

 

Today, there are options; many of them.  Recovery is possible, but tricky.  For many brain 
diseases, there are medical and therapeutic interventions.  Many of the most severe brain 
diseases respond miraculously to treatment – as long as you maintain your program.   
 

“I think it’s essential that parents understand that the addicted child with a 
diagnosed mood disorder will need to get both actions right – the need to get 
stabilized and the need to stop using - in order to have a chance at recovery.  It 
is also critical that these families have access to psychiatrists that are not just 
trained but known experts in the field of adolescent/young adults with addiction.  
I can’t say enough about how important it is that the psychiatrist has both 
qualifications.  
 

“Many of us have experienced the tragedy and pain that comes with working with 
psychiatrists that prescribed standard mood disorder treatment programs for our 
children without understanding the disastrous impact it can have on them. Why 
don’t the psychiatrists get it?  It may not be that they don’t recognize the 
symptoms – which unless they are so trained, they may miss – but it also comes 
from being lied to.  Face it – when you ask a kid if he’s using drugs, he won’t 
always come clean about it, or what, or how much.  Unless this is known, and the 
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proclivities for such use are explained to the doctor, prescribed medications can 
cause a firestorm.” 

 

For addiction, the first intervention is to stop using the non-prescribed drugs, address any co-
occurring disorders, and then start an everyday “practice” of staying clean by following a 
program of recovery.  The “everyday” reinforcement is integral.  Like other brain diseases, 
you don’t just get better and addicts will typically backslide and relapse if the reinforcement 
stops.  

 
 

The brain is healed in a number of ways.  By taking away the drugs and alcohol, the brain can 
return to stasis – the way the brain wants to be.  Remember the thermo-graphic images in the 
previous volume that show side-by-side brain images, under the influence and clean:  
 

But experts have long understood that it takes more than just taking away the drug – that 
healing is required simultaneously from multiple fields and disciplines. 
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Topic: Adolescent developmental concerns and parental responsibility 
 

We have intimated that substance use has a detrimental effect on human physiological 
systems, both mental and physical.  These effects are particularly vital to address in 
adolescents and post-pubescent young adults.  We have no intention to delve into the medical 
intricacies of this – that level of detail is not relevant to us - but we feel it is important to 
bring up a few issues to be aware of. 
 

The brain - The adolescent brain is constantly developing, including the areas that control or 
influence impulsivity and motivation (and therefore drug experimentation).  If the adolescent 
brain seeks and then perceives a benefit from the effect of the drug use, the “positive” 
effect is imprinted.  The effect may not actually be positive, just that the child experiences it 
as something good.  These imprints, made during this period (adolescence), are particularly 
strong and can lead to increased vulnerability to addiction. 
 

The endocrine system – Together with the brain, the endocrine system is the body’s 
regulating system.  Complex interactions between neural activity and hormones (secreted by 
the endocrine system) help to maintain the body’s homeostasis – it keeps us on an even keel.  
Drugs and alcohol affect this complex and delicately balanced system, leading to a wide range 
of internal reactions to offset the imbalance.  The system is disrupted by drugs – legal and 
illegal - and then has to re-balance when the chemical is removed.  Basic functions (blood 
sugar levels, cellular metabolism, sexual development, heart rate, digestion, thyroid 
function, etc. etc.) can be affected, and can cause long term negative effects, especially on 
adolescent development. 
 

Growth and Endocrine Effects - In males and females, puberty is a period 
associated with marked hormonal changes, including increases in the sex 
hormones, estrogen and testosterone. These hormones, in turn, increase 
production of other hormones and growth factors, which are vital for normal 
organ development. Drinking alcohol during this period of rapid growth and 
development (i.e., prior to or during puberty) may upset the critical hormonal 
balance necessary for normal development of organs, muscles, and bones. 
 

NIAAA/NIH 
 

If the medical professionals and therapists we engage to help us are not made aware of the 
drug use, frequency, and dosing, they are at a significant disadvantage in diagnosing the root 
cause of the patient’s condition.  If they also are not trained and experienced in adolescent 
addiction and its effect on these finely tuned regulating systems, they are effectively flying 
blind in this regard.  Seek out practitioners who are clinically proficient in these fields. 
 

The bottom line in all this is simple: nothing in the hundreds of millennia of human 
development ever conditioned the human body to cope with the barrage of drugs our kids are 
putting in their bodies, but particularly when that body is growing and still developing. 
 

Our kids will break rules and give us headaches.  Some will drive us crazy.  We can’t prevent 
everything, and we have to accept that.  But this issue matters, and we need to do what we 
can to keep that stuff out of their systems as long as possible. 
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Experimentation with alcohol, marijuana, and other drugs is normative for 
adolescents, but even adolescents who use substances infrequently place 
themselves at risk for negative consequences. In mental health settings, 
adolescents often present with concerns related to their substance use, so 
clinicians who work with teenagers need to be familiar with the assessment and 
treatment of substance use problems. Unfortunately, developmentally 
appropriate and effective methods to address substance use problems among 
teenagers remain few in number. Taking into consideration the developmental 
changes that characterize adolescence is central to the success of any 
intervention; the failure to do so will constrain our ability to address adolescent 
alcohol and drug problems, and may in part be responsible for the limited 
effectiveness of adolescent treatment to date. 

 

Staci Leon Morris, Psy.D. and Eric F. Wagner, Ph.D. 
Adolescent Substance Use: Developmental Considerations 

 

While we don’t profess to understand exactly what this means for every child, it shouts two 
things at us:  
 

1) Do what you can to prevent, diminish and discontinue adolescent and young adult drug 
and alcohol use – every day drug-free allows the brain and endocrine system to 
develop “normally” and 

2) if your child is using and acting out in an unusual or extreme manner, find a doctor 
who understands the complex interaction between substance abuse and adolescent 
development (physically and mentally). 

 

The last thing we want to do is freak you out.  There is just so much you can do.  But being 
aware that the younger they start, the higher the risk of long term problems, is an important 
thing to be aware of for you and for the next distressed or confused parent who comes into 
the meeting room.  Action - quick and decisive - to limit their use and exposure is the guiding 
principle here.  Thoughtful, informed and guided intervention, without anger and overly 
emotional or volatile reaction, is what is needed. 
 

The unspoken danger of all this complex neural and physiological interaction and interplay, 
exhibited as outright disrespectful, unacceptable and just plain stupid behavior, is that we 
jump to conclusions and say the kid is a jerk and needs to be punished, or that we find a 
shrink who doesn’t know that the child is routinely under the influence of some mind-altering 
substance and may have been for years, and determine that the child is bipolar, or ADD, or 
ADHD, suffering from an anxiety or oppositional disorder, or some other diagnosis of the 
month.  So many of us have experienced this, only to discover later on, maybe years 
afterwards, that the issue was weed or pills or some other outside chemical stimulus that 
triggered the behavior. 
 

If there is a significant change in your child’s behavior, and your “spidey-senses are tingling”, 
telling you that it’s something other than normal adolescent acting-out or pushing of the 
envelope, we strongly urge all parents to observe, document and report the observations to a 
professional rather than try to diagnose their child (or anyone else for that matter).  Be the 
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eyes and ears of the professional when they aren’t there.  Be calm and persistent – ask what 
to look for, look for it and don’t be afraid to invade your adolescent’s or young adults 
“privacy” if they live in your home.   Don’t break any laws, but don’t let them break any of 
yours.  Give their brain and body the best environment to develop in; one that is drug and 
alcohol free. 
 

Remember: we are parents, not professionals.  And even though some of our parents ARE 
doctors, they know better than to diagnose and treat their offspring.  Use your senses to 
gather data and information, and do what parents should do – get qualified, impartial, 
objective medical and psychological help. 
 

When our son first introduced us to his addiction, we believed that humility was a 
sign of weakness. I believed everything was in my control. I felt with confidence 
that I understood most medical problems and the solutions were within my 
grasp.  I believe I understood disease, that treatment for virtually any ailment 
was understood, and treatments were both available and effective. 
 

We learned quickly that drug addiction was not well understood.  There were 
many healthcare professionals, including me, who espoused “facts” of drug 
addiction.  Healthcare professionals repeatedly disappointed us in their 
assessment of our son’s addiction. Likewise, they did not understand the subtle 
interplay between our son’s mental illnesses and his addiction.  It took a while to 
understand the difference between well-intentioned and well-meaning healthcare 
professionals and those healthcare professionals who are also skilled at 
approaching our son’s co-occurring conditions separately and combined. 

 

Topic:  Diagnosing mental illness 
 

Now that we’ve suggested that you not diagnose your child yourself, you might be reaching 
out to professionals to figure out what is going on. 
 

What’s wrong and what’s the best way to treat them?  This can be so frustrating. What are 
the immediate vs long term impacts of what I’m about to subject my child to?   And how the 
hell are we supposed to know the right thing to do?  The drug companies say one thing, the 
treatment folks say something completely different, and doctors and researchers are usually 
somewhere in between.  All we know is that if the mental health isn’t addressed, the 
addiction can’t be addressed. 
 

The choice was easy for me.  My depression was an ongoing cycle of negative 
thoughts.  When I drank or smoked, the negative thoughts would go away for a 
while.  But if I didn’t, I felt like killing myself.  So I got high and stayed high.   
 

You tell me.  As a kid, what would you do?   
 

Luckily for me, my parents were on it and got me into treatment where I learned 
that only about a third of people with depression get actual treatment for the 
depression.  Most of the people who get treated for it get some relief, and there 
are cases where the depression even goes away.  It took a while for me, but 
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eventually the depression pretty much went away.  I’m still working at staying 
sober – they say that’s something else I’ll have to continue to watch out for - but 
as long as the depression isn’t there, I’m not so strung out when I’m sober.  Put it 
this way: if I’m not depressed all the time, I don’t always feel like using anymore. 

 

It’s so hard to understand what’s wrong when the behaviors are as illogical as that – logical to 
the child who is trying to stay alive, but seemingly irrational to us.  If - and that’s a big if - if 
you are fortunate enough to see and connect with your child about a mental health problem 
they are having before something bad happens, you still need to get and experienced, 
reliable professional to help figure out exactly what’s wrong, and how drugs may have played 
a part in it. 

 

It was a vicious, vicious circle.  He was psychotic, neurotic, angry and depressed.  
And high all the time. What was it?  Was it the addiction or the mental illness?  If 
we didn’t get him a good mental health diagnosis, and figure out how to treat 
him, we knew we were going to spend the rest of our lives visiting him in jail or in 
the cemetery.  The drugs fueled the mental illness, but mental illness was – in my 
opinion – the root cause of his self-medication.  Drugs were merely a symptom. 
 

Doctors couldn’t do anything until he stopped using, and then new or different 
phases of behavior would wave through.  It was the hardest thing we’ve ever gone 
through, and we have heard the same story from many other parents in the 
group.  Noting, but nothing, is as important as getting and keeping the addict 
clean and stable, and nothing is more difficult when they are using in the middle 
of an episode. 
 

It’s not always the doctor’s fault; they don’t always have either time or 
resources to properly treat the mentally ill, but the system for diagnosing and 
treating addicted bipolar, depressed, schizophrenic or psychotic patients is 
f*cking deplorable.  Sometimes the only way to get help is to get locked up. My 
advice to other parents is not to give up – never give up.  Get them a proper 
diagnosis and treatment.  This usually means inpatient treatment for a long 
enough time for them to detox, get assessed, stabilized, and then diagnosed. 

 

Are more drugs always the answer?  Some kids definitely have severe impairment, but some 
just fidget too much.  We aren’t saying that many cases of ADD, BP, OCD, etc. etc. etc. 
aren’t legitimate, but some kids just have a bad day.  It’s very hard to figure out.  Depending 
on the diagnostician’s decision, they can nail it, do little or nothing, or they can completely 
mess it up.  Whatever the decision is, stay alert to the reaction your child has to brain and 
mood altering drugs and stimulants if that is what the doctor or psychiatrist suggests. 
 

Taking a big picture look at this, we have to ask: Do we really want to take the risk of 
exposing millions of children to an addiction to “speed” so they stop fidgeting?  Adults do this 
on their own, but for adolescents, that is something that parents and their support network of 
doctors and experts have to determine – whether medical intervention “at any cost” is really 
worth it.  This goes for pain and anxiety disorders as well.  Please – be on guard.  Ask yourself 
and your doctor – what are the risks and are they worth taking?   
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Imagine living with one of the people above.  What is it like for the spouse?  What is it like for 
the siblings?  What is it like for the extended family and close friends?  The whole family gets 
sick.  Being less emotionally attached than the parents are, these people start to establish 
clear boundaries.  They love the child, but can’t stand the behavior and have their own lives 
to live.  They give up trying to understand – they move away, and interactions are tense, 
terse, and less frequent.  This is in many ways healthy behavior and we can but should not 
fault these loved ones for it. 
 

I remember trying to describe to my sister how I recognized that moment when I 
knew I was going to lose my son to another manic episode. I told her it felt like 
my son was riding a fast train and I was at the train station just before the tracks 
entered a dark tunnel.  Most times he would slow down to stop and pick up 
supplies.   However, there were times when I would see him coming, traveling so 
fast, like a speeding train out of control. I would try everything to get his 
attention, wave flags, put bumpers out to catch him but nothing would work. As 
his train would pass by, I would see the fear in his eyes and it felt like my heart 
was breaking as I saw him disappear into that dark tunnel, knowing that I would 
not be able to reach him for a while.  
 

The fear that grips you knowing that the mental health disorder your child is 
struggling with is compounded by the understanding that he is also an addict.  He 
needs to get both stable and sober in order to survive and lead a healthy and 
happier life.  As a parent, dealing with this stuff is not for the faint of heart… 

 

Are they addicted or do they have mental disorders such as bipolar, schizophrenia, anxiety, 
PTSD, OCD, ADD/ADHD, or is it a combination of both?  Frankly, it’s been demonstrated that 
the majority of our kids have both issues at some level or another, often brought on by the 
powerful prescribed medications or street drugs they buy.  As stated earlier, addiction is a 
brain disease, so that should come as no surprise.  
 

It’s not as simple as “just stop drinking and using and you’ll get better”. If it was, detox 
facilities would be “successful” on their own.  It doesn’t work like that.  Treatment requires 
addressing an underlying or overarching mental disorder.  Left untreated, an unacceptably 
large percentage of addicts and alcoholics end up in our prison systems – there are simply no 
other options for them.  It is a national disgrace, but moreover, to a parent, it is their child 
being locked up for petty theft (to eat or stay warm), breaking and entry (to support a habit 
or simply to find a place to sleep), or violence (because of anger, psychosis, being in a black-
out or responding to a real or perceived threat on the streets).  Millions of our children end 
up in this position because of missed, underdiagnosed or ignored/untreated conditions.  Mix 
this with addiction and you have a recipe for a miserable, shortened, institutionalized life. 
 

Sobriety, treatment and in some cases lifelong regimens of medication, can address this.  But 
getting there is often difficult and in the meanwhile, heartbreaking.  These preventable cases 
are a pox on the country and a shame on the families that do not try, but for those of you 
who do try, you have our full attention, sympathy and support.  Many of us know what it is 
like and will stand with you in that storm too.  Talk about your child’s needs.  Explain what 
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you see.  Get as honest as you can and find out where to get help.  This can be excruciatingly 
slow because the “system” to help you is bureaucratic and designed to frustrate you.  
Nevertheless, get help, learn from others, build your support system to help you help your 
kid, and stick with it.  You may keep them alive and out of an institutionalized life. 
 

DO NOT jump on the internet and try to make a diagnosis yourself! 
 

There are multiple resources available to identify where you can get help, and what to do if 
they are still using and whether you and the therapist feel the diagnosis is being tainted by 
that ongoing use.  If you can’t afford a full-blown differential diagnosis, contact your county 
health service and scratch your fingernails on their blackboard until they help you.  Talk to 
the parents in your group for leads to appropriate resources.  Ask a therapist to go the extra 
mile – you may be surprised how helpful they can be.   
 

So what does a parent do?  The first thing is try to get them – no, DEMAND to get them - a 
competent, comprehensive mental health diagnosis while they are in treatment.  Get a 
second opinion, in writing, if you can.  We cannot overstate the importance of this. 
 

Pursue a qualified mental health practitioner and get that “drug-free” assessment. Frankly – 
your chances are slim of getting an accurate or meaningful diagnosis of mental illness if your 
child is using, high and strung out on drugs, but do it anyway.  Expect resistance from the 
patient, and work with your therapist if necessary to dismantle those barriers.   
 

Go at this rationally (as hard as that is) and systematically.  Define the presenting “at risk’ 
behaviors, and the level of risk for self-injury.  Define the appropriate level of care and 
treatment needed (and available in today’s cost-centric environment).  And try to determine, 
or at least narrow down, the diagnosis.  Get to a sensible starting point; then take action. 
 

For more information about the variety of co-occurring mental illnesses, you can research at: 
 

www.nimh.nih.gov/index.shtml  
www.ibpf.org 
www.NAMI.org 
http://mcgovern.mit.edu/brain-disorders/by-the-numbers  

 

One of the things that we discovered (at 60 Minutes) was that when parents have 
a disturbed child at home, it is very difficult for those parents to find health care 
for their children...  The first stop is the emergency room.  They get “stabilized” 
and sent home, and so these parents tell us it’s a revolving door in that 
emergency department.  They have to go back again and again and again.  There 
is no place for them to go. 

- Steve Croft, CBS News, 60 Minutes 
 

A sad fact:  Most of the world’s mentally ill do not get treatment.  Left untreated, their 
behavior degenerates and even their families may eventually get tired of them.  Living with a 
psychotic, raging or suicidal child is physically, mentally and spiritually exhausting.  And you 
cannot force a patient into treatment, but you can go to extreme – legal - lengths to try. 
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We have a failed health system that is prohibited from intervening until a judge 
determines they pose an imminent threat to themselves or others.  The 
consequence is a society that has neglected millions of seriously ill people hidden 
away in plain view on the streets of our cities or locked away in our prisons and 
jails.   

- Steve Croft, CBS News, 60 Minutes 
 

Likewise, the vast majority of addicts and alcoholics do not get treatment for their brain 
disease.   If you do not intervene early and consistently, the outcomes are typically poor.  
Without treatment, abnormal behavior naturally escalates and goes out of control.  At some 
point, they may be arrested.  We see this often.  Prisons are the new asylums; addicts and 
the mentally ill who do not get treatment often get locked up when they are affected – some 
become violent.  What can you do for your child?  You take action, the best way you can. 
 

“Released in February (2010), the center’s second report on the topic found that 
of the 2.3 million U.S. inmates, 1.5 million suffer from substance abuse addiction 
and another 458,000 inmates either had histories of substance abuse, were under 
the influence of alcohol or other drugs at the time of committing their crimes; 
committed their offenses to get money to buy drugs; were incarcerated for an 
alcohol or drug violation. Combined, the two groups make up 85 percent of the 
U.S. prison population, according to the report, “Behind Bars II, Substance Abuse 
and America’s Prison Population.” 

American Public Health Association 
 

Fortunately, as many parents learn, getting arrested may not be the worst thing that could 
happen; compared to killing themselves or someone else in an accident, living on the streets 
and the horrors that may accompany that, and any of many other unspeakable outcomes.  But 
give us a break.  Can’t we figure out a better way to deal with sick people than locking them 
up?  Treatment works.  We just have to find the stomach, the will and the heart to support it. 
 

Straight Talk from NIDA 
 

A fundamental principle emerging from scientific research is the need to treat 
comorbid conditions concurrently—which can be a difficult proposition.   Patients 
who have both a drug use disorder and another mental illness often exhibit 
symptoms that are more persistent, severe, and resistant to treatment compared 
with patients who have either disorder alone. Nevertheless, steady progress is 
being made through research on new and existing treatment options for 
comorbidity and through health services research on implementation of 
appropriate screening and treatment within a variety of settings, including 
criminal justice systems. 

 

Topic: The proliferation of psychotropic drugs 
 

Most will agree that medications may be helpful and for certain conditions necessary to 
stabilize the patient, but the type and duration of pharmacological intervention is a 
contentious issue.  We will not attempt to address this here, but we will say that we have 
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never seen a magic bullet cure for any brain disease.  Do not be sold on “magic cures”.  To 
date, there are none.  And parents should be aware that some of the so-called cures are 
pushed on us and can cause other problems bigger than the first: 
 

According to the Centers for Disease Control, 15 percent of high school children 
are diagnosed with ADHD. The number of those on stimulant medication is at 3.5 
million, up from 600,000 two decades ago. ADHD is now the second most common 
long-term diagnosis in children, narrowly trailing asthma. But a new report in The 
New York Times questions whether these staggering figures reflect a medical 
reality or an over-medicated craze that has earned billions in profits for the 
pharmaceutical companies involved. Sales for ADHD drugs like Adderall and 
Concerta topped $9 billion in the United States last year, a more than 500 
percent jump from a decade before. The radical spike in diagnoses has coincided 
with a 20-year marketing effort to promote stimulant prescriptions for children 
struggling in school, as well as for adults seeking to take control of their lives. 

 

“The Selling of ADHD” 
 

In essence, we have been guinea pigs for the last 20 years.  During this period, well respected 
people have been trying to determine if ADHD is a primary disease or symptomatic of other 
diseases.  What this says to us is: don’t accept the first diagnosis, and get second opinions 
before starting medical interventions using strong, addictive psychotropic drugs. 
 

The “marketing effort” mentioned in the above article – including direct marketing on 
television to adolescent audiences starting in the 1990’s - has had an impact. As a society, we 
seemed to acquiesce to the validity and desirability of the use of these drugs.  “Anxious?  
Here, take this!”  Lots of our parents thought that it must be safe – our trusted physicians are 
prescribing it and those tight-fisted insurance companies are all too willing to pay for it… 
 

One in seven children in the United States — and almost 20 percent of all boys — 
receives a diagnosis of A.D.H.D. by the time they turn 18, according to the 
Centers for Disease Control and Prevention. 
 

Increasing concern about the handling of the disorder has raised questions about 
the training doctors receive before diagnosing the condition and prescribing 
stimulants like Adderall or Concerta, sometimes with little understanding of the 
risks. 
 

Because the disorder became a widespread national health concern only in the 
past few decades, many current pediatricians received little formal instruction 
on it, sometimes only several hours, during their seven years of medical school 
and residency. But the national scarcity of child psychiatrists has placed much of 
the burden for evaluating children’s behavioral problems on general pediatricians 
and family doctors. 
 

Many practicing pediatricians, family doctors and certified nurse practitioners 
say they have received little training to prepare for today’s rising number of 
families asking that their children receive mental-health evaluations. Pediatric 
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residency programs since 1997 have been required to include a month on 
developmental-behavioral pediatrics, a category into which A.D.H.D. can fall. But 
many doctors say the actual programs can vary widely and cover too many 
conditions too briefly. 
 

Many postgraduate and web-based continuing medical education classes are 
staffed and shaped by pharmaceutical companies, raising concern about bias 
toward encouraging diagnoses and subsequent prescriptions. 
 

“When I trained, most of pediatrics was treating infectious disease,” said Dr. 
William Wittert, 57, a pediatrician in Libertyville, Ill. “But we don’t treat 
bacterial meningitis anymore. We are being asked to evaluate and handle mental-
health issues in kids like A.D.H.D. We have to get up to speed.” 
 

Dr. Wittert acknowledged that for years his handling of the disorder was 
inadequate. He said he often would run down a list of vague symptoms — like 
distractibility and forgetfulness. “If you had enough yesses, then you pretty much 
got the diagnosis of A.D.H.D.,” he said. 
 

“Doctors aren’t trained to say, ‘I don’t know what to do.’ ” 
 

Doctors Train to Spot Signs of A.D.H.D. in Children 
Alan Schwarz, NYTimes 

 

What do these drugs do to the developing brain?  What does it do to the child with a genetic 
predilection to addiction?  Doctors have been put in a terrible position.  They are 
compassionate and want to help, but this is not a decision to take when you don’t know what 
else to do.  Parents must be vigilant that their pediatricians are fully informed and trained 
with psychotropic medications.  By their own admission, many are not. 
 

Previous studies showed that adolescents exposed to direct marketing of cigarettes had a 70% 
chance of taking up the habit compared to only 11% for those not so exposed.  We don’t yet 
have the corresponding numbers for painkillers, sleeping pills, anti-anxiety meds or 
stimulants, but acne meds have sure made a killing since they started advertising (despite 
serious side effects with those drugs too).  The drug companies wouldn’t be spending $2 
billion a year on this kind of direct-to-consumer marketing if it didn’t pay off. 
 

We have been repeatedly exposed to this advertising.  There is no doubt in our minds that 
some people, probably millions, have benefitted enormously as a result of their availability 
and prescribed use, but there is also no doubt in our minds that the 10 to 20 to 30% of the 
population with a predilection to addiction to one of these drugs have suffered even more.  
As parents, we have to be aware of this.  As a group, we do not advocate either way, but we 
do support awareness in and out of the meeting rooms.  Everyone should be made aware of 
the risks and consequences of starting such prescriptions. 
 

“In Vermont, since 2000, we have seen a more than 770% increase in treatment 
for all opiates. What started as an Oxycontin and prescription drug addiction 
problem in Vermont has now grown into a full-blown heroin crisis.” 

 

Vermont Governor Peter Shumlin, 2014 State of the State Address 
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A WARNING TO PARENTS ABOUT MODIFYING OR DISCONTINUING PRESCRIPTIONS: 
 

We are NOT suggesting a change in your medication without professional intervention. That is 
between the patient and their trained physicians.  We are only parents.  But understand that 
physicians do NOT always have the whole truth of what the patient is taking, how much, and 
what else they may be on.  No one should assume that an addict’s medication change is 
benign.  If the doctor switches their prescription(s), they may not fully understand the effects 
that drug – a drug that the patient may be addicted to – may have on the patient.  Curtailing 
or switching them may cause withdrawal, and craving with the obsession to use may begin.   
 

It may take days or even weeks to show up; anxiety, agitation, anger, isolation and in some 
cases tremors can manifest.   As patients, it is and should always be their responsibility to 
inform the doctor of their condition, drug history, and past experience with prescriptions.  As 
caregivers, do the best you can to inform the doctors, therapists and treatment providers of 
their history beforehand, including their use patterns and past prescription experiences.  And 
be OK with the fact that something may get by you – you can’t do everything so don’t get 
upset; respond calmly with specific observations and facts.  NIH has a good website for info: 
http://www.nimh.nih.gov/health/publications/mental-health-medications/index.shtml . 
 

Let your adult children know that it’s OK for them to inform you when they change meds.  
Sometimes, the patient is the last to see the effect the switch has, so you and their close 
support people should let them know when there is a noticeable change in behavior.  A little 
change can be expected but if the behavior is significant and is getting in their way, don’t 
wait until the next doctor visit – encourage them to reach out and let the prescriber know.   
 

Yes - it’s hard to know when you’re overreacting.  Don’t be a pest; be a tempered advocate 
for your child during times like these.  When you aren’t sure what to do, experienced friends 
in the group and your therapist can be effective sounding boards when you‘re uncomfortable. 
 

Topic: Addressing the mentally ill addict 
 

This is the ostrich chapter; the chapter that a huge number of our parents would rather not 
see, let alone deal with.  It is maybe the saddest chapter of them all, and therefore one of 
the most important.  Let us repeat that: addressing mental illness among the addicted is 
probably the most important issue many of us face.  So parents - don’t run away from this – 
read this section, and if it applies, take action.  Don’t blow this off or let the stigma keep you 
from taking action – stigma for mental illness and addiction are virtually the same. 
 

One group of mothers from Connecticut gathered for a group interview with 
Pelley (CBS News) and told him that the stigma is one of the most difficult parts 
of raising a child with mental illness. When Pelley asked how raising a child with 
a physical illness is different from raising a child with a mental illness, the 
mothers responded in unison: “Casseroles.” 

 

The Stigma of Raising a Mentally Ill Child, 60 Minutes 
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You will get more than a casserole at the Parent Groups.  We won’t define your children by 
their illnesses or addictions.  We won’t define you by their behaviors either.  We know that 
your options for finding comprehensive treatment for mental illness is almost harder than for 
addiction but we will help each other through the process.  The first thing is a good diagnosis. 
 

Does your child suffer from a mental illness in addition to his or her addiction?  What comes 
first the – the addiction or the mental illness?  Does one cause the other, or does one simply 
exacerbate the other? 
 

We will refrain from quoting lots and lots of numbing statistics (every study seems to have 
different bases for comparison) but we can say this:  it is generally recognized that 
approximately 70% of addicts have a comorbid mental illness, and conversely, about 70% of 
those with serious mental illness are addicts or alcoholics.  In other words, if you have one 
condition, you probably have the other.  As a result, what worthwhile handbook about 
parenting an addict would skip this subject?   

 
Probably a more telling and related statistic: almost half of the inmates in jails and prisons 
have at least one diagnosed mental illness in addition to comorbid addiction.  We lock sick 
people up.  Incarceration has become a powerful, money making business.  And it’s growing. 
 

Obviously, as parents, we should be doing what we can to prevent that outcome, and 
probably would if someone had told us about this when our kids were born.  Unfortunately, 
most of us didn’t get that message twenty or thirty years ago.   
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Addicts and the mentally ill have been universally marginalized over the years, and still lack a 
cohesive, politically empowered voice.  No one has wanted to talk about it, but that 
deficiency is changing.  In time, many parents may elect to be a part of that political change, 
either locally or nationally.  However, we suggest that only after our kids get into treatment 
and start to improve should we participate in advocacy, politics or law enforcement issues.  
Until then, parents might selfishly keep their focus on themselves and their kids, delaying any 
self-righteous, cavalry-charging, flag-waving, guns-a-blazing’ advocacy until after their child 
is out of the woods.  But once your kids are on the right path and we have addressed our part 
in correcting and healing our family, then and only then let the bastards responsible for 
reprehensibly locking up sick people instead of getting them treatment hear from you loud 
and clear.  
 

By some estimates, 2.4 million Americans have been diagnosed with schizophrenia, 5.7 million 
have been diagnosed with bipolar disorder, and another 14.8 million have been diagnosed 
with major depressive disorder.  How many of these do you think are addicted, or first 
presented with addictive behaviors?  How many have one or more other co-occurring mental 
health issues such as OCD, Anxiety, ADD, ADHD, ODD, PTSD, and any of a host of other related 
brain disorders and diseases? 
 

Please read this in its entirety:  http://www.drugabuse.gov/sites/default/files/rrcomorbidity.pdf 
 

We are going to address this frightening, uncomfortable, and heartbreaking issue – and 
possibly come across as demanding to readers, but we do so only because it is so important.  
It is our strongest possible – albeit non-professional and unsubstantiated - experience that if 
your child gets sober, but has a mental illness that is left untreated, their chances of staying 
sober are greatly reduced. 
 

The bad news, then the good news 
 

We have seen time and again that most of our chronic addicts suffer from some sort of 
organically based mental health disorder; ones that are chronic, incurable, but in most cases 
highly responsive to treatment.   Yes; serious mental illnesses can be very responsive to 
treatment.  It may be hard to get properly diagnosed and then get started, but treatment 
works.  Coupled with positive family involvement, the patient’s chances improve greatly. 
 

With a serious mental illness, sticking your head in the sand almost assures a poor outcome.  
Facing it head-on enhances the chances of a more positive, lasting recovery.  Don’t get us 
wrong or underestimate the difficulty in getting the ball rolling - it’s tricky to say the very 
least- but treatment is effective.  At the outset, nothing is certain and it will probably take 
several visits for a worthwhile diagnosis, and if medical intervention, including drug and/or 
talk therapy is required, it will take months to determine a course of action that provides the 
optimum response.  If prescription drugs are involved, they may need to be titrated, and 
levels adjusted and readjusted to reach optimum effect.  This can take months and is one of 
the most frustrating processes during crisis and transition, but if your child is an addict AND 
has a serious mental illness – which so many of our kids are – this can be the difference 
between getting better and staying sick.  These unfortunates need to get two things right, not 
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just one.   Compliance is onerous and not always successful.  Setbacks are frequent.  But this 
is probably the single most important process to work to get right.  As noted, without it, 
sobriety may not be possible.  AND THOSE WHO SUFFER – WHETHER ADDICT OR FAMILY 
MEMBER - NEED OUR HELP. 
 

“While some say PTSD is a curse on families and stop there, I would add that 
having a loving family can give us an edge over the enemy because we don’t have 
to fight alone. I regret that my family has to take up arms to help me, but I thank 
God that I have them.” 
 

 “Those who are suffering must get help. It takes time and effort, but it works. 
Those who know others who are suffering — stay with them. That day spent with 
a buddy, even in silence, may save a life.” 

 

- http://opinionator.blogs.nytimes.com  
 

A note about side effects of the most widely used drugs: they can affect weight gain or loss, 
sleep activation or deactivation, ability to concentrate, sexual impotence, energy levels and 
motivation.  Many patients go off their meds because of the side effects, most feeling either 
jacked-up or slovenly, and so deciding to stop taking them.  Searching for the right drug – the 
one that works AND has fewer side effects – can take months and be very frustrating.   
 

It was so frustrating finding the right med combo and dosage.  I hated some of 
them and even if they seemed to work, I refused to stay on it because of the way 
it made me feel.  It either jacked me up or took all my energy away.  And then 
there was the weight gain.  It took almost six months before I found a combo that 
worked AND didn’t make me feel like shit all the time, and I still can’t 
concentrate like I used to, but I can live with that for now. 

 

Ironically, meds can also work so well that the patient decides he or she doesn’t need to be 
on them anymore.  We have seen this happen over and over.  Non-compliance for this reason 
is extremely frustrating for the parent, as they know that it will probably just be a matter of 
time before the patient crashes again. Collectively we have found that psychiatrists that 
specialize in young adults with addiction/mental health issues and take the time to work with 
our children are able to find the best medicinal combinations that provide the relief they 
need from the mental illness without triggering addiction cravings.  Specialists who take the 
time needed are sometimes hard to find. 
 

Topic: Fear is a killer – the deadly anxiety/addiction connection 
 

There is one thing we have in common with our kids, and that is fear.  Nothing is more 
damaging to parents, and nothing, with the possible exception of resentment, will take an 
addict back out faster than self-centered fear.  Fear is a really important issue. 
 

Fear itself is not a mental illness – it’s an instinct that has served and still serves our species 
well in times of trouble.  But the brain can dysregulate the fear response due to stress, 
trauma, drug use, or other brain chemistry modifier, causing a myriad of mental health 
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conditions to develop.  It is so complicated that the medical professions (including behavioral 
therapists and psychiatrists) often disagree on root causes and solutions.  
 

And let us be clear – there is no known cure for fear.  We don’t know anyone who has been 
treated for fear and been “cured”.  Dealing with fear is a daily exercise that few master 
completely and none (to our knowledge) master permanently without undergoing a lobotomy.  
What we do know is that fear festers in isolation and is best soothed in fellowship. 
 

As stated self-centered fear - the mixture of fear and pride that defies and suppresses all 
willingness and compromise or comply - triggers many addicts to return to use.  Doctors can 
treat this fear quickly with a wide assortment of psychotropic drugs – unfortunately most are 
addictive and will ultimately only make the problem worse - or slowly with CBT and other 
types of therapy. 
 

If you or a loved one suffers from an anxiety disorder – excess fear, worry, angst, distress, 
panic, concern, nervousness, etc. etc. – and it gets in the way of normal thought and 
functioning, you should see a medical professional.   
 

There are several types of Anxiety Disorders, including: 
 

x panic disorder, 
x obsessive-compulsive disorder (OCD), 
x post-traumatic stress disorder (PTSD), 
x generalized anxiety disorder (GAD). 
x social anxiety disorder, and 
x specific phobias 

 

Tranquilizers or other “anti-anxiety meds” may have to be prescribed short-term for severe 
panic situations; otherwise talk therapy may be preferred.  As mentioned previously, 
benzodiazepines (Ativan, Xanax, Valium, etc.) and other types of medications for this purpose 
are very addictive in certain susceptible individuals and their use poses a distinct risk of 
addiction.  Alcoholics often refer to benzos as “alcohol in solid form”, and they need to stay 
away from them whenever possible. 
 

Please let your doctors know that there is a history of addiction and that addictive drugs may 
have a secondary deleterious effect.  And, again, whenever possible look for alternative 
therapies to treat stress and anxiety.  Then set an example for your family: make those things 
a part of your everyday life. 
 

Topic: Prescription drugs and genetic predilection to addiction 
 

Doctors can help you with lots of things.  Today, we can “change” the color of our eyes, the 
height of a short person, and the impact of male pattern baldness by artificial intervention – 
from the outside in, not the inside out.  The same applies to specific brain function.  We can 
take SSRI’s, anti-anxiety drugs, anti-craving drugs, anti-withdrawal drugs, etc.  If they cause 
side effects, we can add another drug to the mix, and so on.   
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Medical intervention, using drugs to treat specific medical conditions, may be prerequisite to 
getting and staying sober.  Many of our children will have to take drugs for bipolar disorder, 
schizophrenia, major depression, and so on in order to get sober.  But here is the rub: if the 
drug they take is something that makes them high, and they have the genes that make them 
crave it, using these drugs is counter-productive in the long term and IN OUR EXPERIENCE 
certain prescription drugs taken by a recovering addict exposes them to relapse.  That does 
not mean they shouldn’t take the drugs under all circumstances – it means that everyone, 
including the prescribers, should be keenly aware of the potential for relapse.  The objective 
is twofold with an addict: treat the patient AND prevent unnecessarily doing more harm than 
good because the doctor went with the heaviest hammer when a slight tap would do. 
 

We have seen time and again the fallacy of thinking, “It’s just a few Percocet for a few days, 
and she IS in pain”.  Whenever possible, it’s way better that a child or recovering addict deal 
with temporary discomfort for a few days until it passes rather than risk a new addiction or 
relapse.  Why pull out the script pad and send someone home with opiates if you don’t have 
to?  That being said, there are medical situations where post-operative care requires a pain 
management program. Parents from our group have found specialists that understand 
addiction and will work with you, your child, surgical or pain management team, etc. to 
develop an appropriate program to manage their pain.  We aren’t doctors and we can’t 
possibly give anyone all the answers to this dilemma, but we know that there are 
consequences and side effects that must be addressed with addicts AND potential addicts.  
 

Then again, some of our members are doctors and they have weighed in on this matter: 
 

When we first entered the parent group, our adolescent son had been struggling 
for a long time.  He was using everything and anything put in front of him.  He 
was lying and stealing from us.  We couldn’t believe what was happening.  We 
were introduced to tough love.  We were admonished to raise the bottom and 
throw him out onto the streets. Later we learned of a kinder, gentler path.  We 
scheduled a deadline for him.  At that point, he would be able to choose:  streets 
or rehab.  He chose rehab. 

 

Through our journey we discovered how little Western, allopathic medicine was 
versed in the disease of addiction.  Our son was being seen by sequential mental 
health professionals and pediatricians.  Most of these people didn’t understand 
addiction concerns, and actually participated and condoned our enabling.  None 
of us had ill intent; it was just ignorance and denial of what was right in front us.   
Even into his recovery, the medical establishment did not know how to deal with 
his addiction. 
 

We all agree that addicts shouldn’t be in pain.  To treat the pain with narcotics 
with such agents as Oxycodone and Vicodin was threatening his recovery.  We 
oftentimes educated doctors about non-narcotic means of pain relief, which there 
are many including Toradol, Gabapentin, and a host of over the counter drugs.  
Pain from wisdom teeth removal can be treated with sequential injectable nerve 
blocks.  Pain from major surgery can be treated with local anesthetics into the 
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surgical site or epidural.  These techniques to treat pain in the addict take more 
time, effort and knowledge than prescribing narcotics.  Not all practitioners can 
or will do it.  Sadly, it often requires parents – and doctors - to become educated. 

 

Similarly, Adderall and other methamphetamines are often used to treat ADHD.  Parents let 
their kids use it so they can participate and do better at school.  Based in admirable 
intention, these drugs very often allow a hyperactive child to focus, but all too often a 
terrible long term side effect results - addiction.  In the brain of an addict, these drugs are 
indistinguishable from “speed”.  Using them very often leads to a serious addiction.  If your 
body says: “I really like this stuff”, it will seek it out beyond its prescribed use profile. 
 

If I had known the problems this stuff would cause for my son, I never would have 
let him get started. – I feel like the doctors downplayed the risks, or if they told 
me it wasn’t very convincing.  All I heard was that he wouldn’t be hyper anymore 
and would probably do better in school.  What a joke that turned out to be – he 
flunked out.  I know it helped some of his friends, but he didn’t react like them. 

 

In the first section, we outlined how prescription painkillers, for the most part prescribed 
with the best of intentions by caring physicians to alleviate pain and accelerate healing, but 
now available in middle schools everywhere or on-line delivered directly to your door just 
about anywhere, frequently leads to an opiate addiction.  The extent of this deadly abuse 
cannot be understated.  It is killing thousands and thousands of kids every year. 
 

Social anxiety in kids has exploded in this new, faster paced, technologically “connected”, 
hectic environment we live in today.  Compared to when most of us grew up, it’s 
tremendously stressful.  Klonopin, Xanax, Valium and other “legal” drugs may be used to help 
many stressed out people get through tough times, but the risk of dependence is high.  Is it 
worth it?  Wouldn’t it be better to teach them how to calm themselves in other ways?  We 
know – it’s easier to take the pill.  Many alcoholics call these benzodiazepines “alcohol in 
solid form” and are much easier for underage kids to get – in 2012 over 50 million 
prescriptions were dispensed in the US for Xanax alone.  Over one billion pills of Xanax, not 
counting the illegal knock-offs……  Benzos are in every high school in the country, and most 
parents forgivably dismiss it because it’s a legal prescription drug, like so many others. 
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Ambien and a host of hypnotics are widely prescribed to adults and often end up in the hands 
of their children.  If they are susceptible, it grabs them almost instantly and may imprint a 
lifelong connection to a “remedy” and ultimately become a necessity for sleep.  Kids grind 
and snort it for a greater, albeit shorter, hypnotic effect.  The high has been described as 
“irresistible”, and withdrawal is very difficult. 

 

The overwhelming majority of adults in the western world have passed through 
experimental stages in their lives where they have dabbled with some kind of 
brain altering addictive substance, i.e., cigarettes, alcohol, prescription pain 
killers, ADHD medication, anti-anxiety medication, and yes, even marijuana (save 
the ‘it’s not addictive” arguments for later, please).  And the overwhelming 
majority of these adults will emerge from their experiments unscathed; believing 
their free will and good choices are what saved them from becoming addicted. 
 

The problem with this thinking is that it is factually incorrect.  In other words, 
they are all wrong. 
 

What saved them from becoming addicted is that their brains did not respond in 
the same way that an addict’s brain does. They were born with a resistance to 
addiction. Their free will and good choices had nothing to do with it. 
 

Debbie Bayer, LMFT, CSAC 
 

Millions and millions of prescriptions for these drugs are written every year.  For “normal” 
people who don’t need them beyond a few days, the half empty bottle may sit in the 
medicine cabinet.  Understand this: your kids know what that stuff is.  All of a sudden a few 
pills are missing, then the bottle is empty, then Grandma calls and says for some reason her 
pharmacy must have given her meds to the wrong person because she’s plum out.  Please, if 
you or someone in your family has to take these medications for a valid reason, do not leave 
them out in the open and preferably don’t even let your child know that you are taking them.  
If possible, lock them up securely or leave them somewhere else away from where your kids 
can get access to them.  You have no idea how resourceful they are at picking locks and other 
ingenious ways of obtaining what they want.  You may feel invaded or under siege, but to the 
extent possible it is critical that these be removed from unattended places in the home. 
 

Depending on a child’s genetic make-up, parents should be sensitive to what doctors 
prescribe.  If the child is an addict, in recovery or not, alternatives to such drugs are 
essential, unless the practitioner feels the alternative will have a profoundly negative effect.  
This is a subjective call by parents, but the presence of addiction should be brought to the 
physician’s attention for their objective evaluation and not discounted. 
 

o Maybe Advil or acupuncture will work for that toothache.   
o Maybe warm milk or a slice of turkey instead of a sleeping pill.   
o Maybe a walk, yoga, or a class in meditation to teach stress management.  

 

Here’s the thing – an addict will look at these “solutions” like you’re out of your mind.  Their 
brain is screaming for their drug and you suggest they drink some warm milk.  It’s not easy.  
Until they can manage for themselves, it helps for parents to advocate for their children in 
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medical matters.  Remember, you don’t control this, but you can contribute valuable input 
to rational discussion with the recovering addict and their medical providers. 

 

“It’s in the genes.  You can’t change that, but you can learn to respond another way.” 
 

There is a huge ongoing discussion about the legalization of “medical” and “recreational” 
marijuana.  Who’s right?  The answer depends on whether you consider the impact on a child 
with the genes and brain chemistry that: A) make them want to use it three, four, or five 
times a day, every day; or B) allow them to use it only once in a while when needed.  If a kid 
doesn’t become addicted, the consensus may be to allow it.  If the kid becomes consumed by 
the drug and the lifestyle, folks will be against it.  Unfortunately, that happens.  People say 
weed is not addictive – that has not been the experience of many of our parents or therapists.  
There are effects that make THC dependence very hard to treat.  One therapist told us: 
 

I am ambivalent about the legalization of marijuana.  It’s everywhere and I can’t 
stop that.  In the last 25 years I have had at least weekly conversations and 
arguments regarding the benefits of weed and its merits, as well as its non-
addictive status.  Never have I had a conversation regarding the “merits” of 
other drugs. No one extols the virtue of heroin…  Heroin is deadly.  That being 
said, I WOULD rather treat 10 heroin addicts than one pot head.   
 

10 to 12% of the population who try pot or other things will become addicted NO 
matter what you do.  So, as a rule, I think prevention is and will continue to be a 
failure (although education is helpful to spreading the disease concept) and an 
increase or decrease in the availability of weed has little effect on the vulnerable 
kids.  The risky ones will almost always find their way to it. 
 

So, for the 88 to 90%, weed appears to be a “low consequence” drug.  Until it 
ain’t.  The 10 to 12% of pot heads do not have low consequences. 
 

All drugs put children at risk for reduction of reasoning and leave them with the 
inability to gage future ramifications of present behaviors.  But in my 
experience, THC addiction leaves young people with an inability to develop 
empathy and an ever increasing self-absorption combined with little or no 
capacity for problem solving.   
 

The younger they start and the earlier they become addicted, the harder it is to 
break the cycle of addiction.  Adolescent “hard-drug” users are 75% more likely 
to start with marijuana.  They begin the process by putting their underdeveloped 
brains at great risk and numb their emotions, developing an alarming lack of 
inhibition and remorse.  Long term use fosters an inability to recognize their own 
emotions.  They can’t deal with real life.  This is hard for us to treat and hard for 
them to overcome. 

 

Here’s the biggest problem we see.  Study after study has shown evidence of permanent 
“damage” being done to the adolescent and young adult brain by marijuana.  It’s a fact.  How 
bad the damage is, and how many more adolescents/young adults will be exposed as a result 
of “legalization”, we don’t know.  All we know is that it’s another risk kids are exposed to. 
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Topic: Parents with mental illness and/or addiction – a valued resource 
in our groups 
 

It follows that if addiction and mental illness are genetic, we would have our fair share of 
parent members with issues of their own.  Several of our members have disclosed their 
struggles over the years with a variety of conditions and addictive tendencies, if not actual 
addiction.  More often, a spouse or ex-spouse will mention that there is “a history of issues in 
the family”. 
 

 “Remember.  If anyone asks, we’re just a normal happy family.” 
 

Generally, such parents do not attend as much as their counterparts (spouses or partners), 
whether due to shame or guilt, from denial, or because they are in recovery and get help 
elsewhere.   
 

"Years ago, the thought of (rehab) terrified me.  But I was at a point where I was 
convinced I had a problem.  The only time I ever lied to my children was about 
alcohol.  It was awful.  But I am so fortunate...  A lot of people don't know they 
get depressed.  I didn't know I was in that state.  I didn't know I had that pain. 
But you can get better.  You just have to get help." 

Joe Namath 
 

For this group we are deeply indebted.  Parents who are in recovery have contributed a great 
deal to our groups.  Many bring a wealth of experience about what to expect, an 
understanding of the traditions (group guidelines) of recovery groups, a willingness and 
openness to share with candor and relevance, and other invaluable insight into the process of 
recovery as well as specific local knowledge about meetings, therapists, rehabs, resources 
and events.  12 Step recovery is based on staying sober and helping others.  We are grateful 
that these people are willing to participate and help us understand what our kids go through. 
 

My dad was an alcoholic.  My aunt was bipolar.  My nieces and nephews were in 
and out of rehabs.  My wife’s family was riddled with it.  But mostly, when I 
started drinking, I couldn’t stop, and somehow I thought my kids would be OK 
because of my “vast” experience with alcoholism and depression.   HAH!  You 
can’t make this stuff up. 

 

Surprisingly, such parents will often remark that they “should have seen the train coming”.  
They have seen over and over in the rooms of recovery how the disease has been passed down 
from generation to generation, but they will tell you they were not only incapable of stopping 
it, but also have a hard time dealing rationally with it when it comes to their child.  We tell 
them, “Welcome to the club.”   

 

As we have seen, knowledge alone is not enough.  There’s no difference or leg-up by being an 
addict in recovery.  We are all in the same boat.  The emotional baggage we all bring to our 
relationships with our children often makes us part of the problem and prevents us from 
being, at least, the impetus of the solution.   Just like everyone else, recovering parents need 
to be willing to change and then reach out to get help. Just like being powerless over their 
own brain disease, they have to accept that they powerless over their kids’ as well. 
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Topic:  Psychiatry, therapy and outpatient treatment 
 

This is a controversial and complicated issue – so TALK WITH A TRUSTED, SPECIALIST before 
taking any action with medicines.  We also can’t stress enough how important this is.   
 

If there is any one thing that undermines the effectiveness of therapy, it’s the lack of true 
and complete information about the patient’s past.  Become an observer and reporter, but 
don’t try to become your child’s doctor or therapist!  Make sure the specialist knows as much 
as possible about the patient’s mood issues, legal and illegal drug history, their reactions and 
side effects to them, and help document other close family member’s addiction and mental 
health histories.  (Note: there is a reasonable amount of input you can provide – don’t get lost 
in minutiae – you just want to make sure the therapist has a complete overview – spare them 
a minute-by-minute chronological review).  
 

This initial disclosure is important.  There are many parents and others in Al-anon who might 
argue that such interaction flies in the face of their 12-step recovery - that we should not 
interfere.  We have to disagree, because the patient is not always capable in early phases of 
crisis and transition to recollect or relate their history correctly.  Once the initial evaluation 
has been completed and the therapist has the full story – then we should step back and let 
the professionals do what they are trained to do. 
 

I prepared a three page description of his history, past diagnoses, lists of drugs 
prescribed and dosages, the side effects he experienced, and so on.  I gave it to 
the therapist, who came recommended by one of the parents in the group.  She 
told me that it helped her get a handle on my son by the end of the first visit, 
because she used it to interview him and he told her more than most kids ever do.   

 

People with mental disorders and addiction can see psychiatrists, psychologists, treatment 
providers, but they can also get valuable (or crappy) input from nutritionists, physical 
trainers, peer support groups, 12 step sponsors, and others to help change them from the 
inside out. We spend a lot of time talking about that throughout this manual.  You have very 
limited control over who they talk to and what they get told.  That can be frustrating to 
parents – work through it.  The patient – not the parent - has to take charge of their recovery. 
 

Most of us feel that the inside out approach is preferred, but we keep an open mind, and a 
tight, skeptical watch, on medical alternatives.  Nevertheless, for specific mental conditions, 
non-addictive prescriptions can be a god-send and life-or-death for the mentally ill addict. 
 

You can hammer a nail into wood with your hand.   
It will take a long time and you will hurt. 
Or you can use a hammer.   
Antidepressants are hammers. Take your meds 

From: http://webtalkradio.net 
 

SSRI’s and other mood stabilizers to treat depression can cause a radical change in some 
people, therefore family members and close friends should be informed in order to look for a 
change in behavior – good and bad – so that the doctor can be told what is going on.  The 
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feedback is critical, and frankly the patient doesn’t always report this accurately, especially 
younger patients. It may not be deliberate – they may simply not be aware of the changes. 
 

As for “harm reduction” drugs, the ones that are addictive and may cause other problems, we 
are much less exuberant.  While prescribing a drug to alleviate cravings, etc. may help 
someone get physically sober, the “inside out” therapy is absolutely essential to getting and 
staying emotionally sober.  Under a majority of such situations, parents in the support groups 
most often will suggest that their peers get professional help for this, starting with a good 
therapist (a psychopharmacology specialist or licensed addiction psychologist) to help them 
understand what drugs are addictive and which aren’t. 
 

The lesson is this: don’t just rely on prescription meds to solve any psychiatric or 
psychological problem.  You will come up short.  This goes for both the addict and their 
parents.  You need treatment for life, including adopting lifestyle changes “for life”. 

 

"It's like a life sentence; it's not something I can go to rehab for. That's a real 
drag." 
 

"To a degree, suicide still sits on my shoulder every now and then, which is a 
horrible thing to say, but it's true, especially since I already tried it once when I 
was 17 and got a pretty strong signal that wasn't the way to go." 
 

"I was sure that once I achieved fame and had money and all the worries would go 
away and depression would leave ... But it settled back down after a while on me, 
and it always does because you can't heal it from the outside, you can only heal 
it from within.” 
 

Rick Springfield 
 

Explore your situation with them and develop a plan.  It may include changes to diet, 
reducing exposure to stressful situations, massage, mediation and exercise, but should 
include several one-on-one and possibly group therapy sessions to get to the bottom of what 
is going on.  This too goes for both the addict and their parents.   
 

If you or other family member gets prescribed an addictive drug (for anxiety, ADHD, sleep or 
other condition), don’t leave it lying around the house.  Lock it up at all times.  Trust us: the 
addict will find it and use it. 
 

Unless you change your understanding, thinking and outlook, you won’t get and stay 
emotionally sober.  A good therapist, preferably a family therapist with an addiction 
specialty, can help to shortcut the time required for this process. 
 

Topic: Addiction Interaction Disorder 
 

Many of our kids suffer from multiple addictions, and when they try to get off of one, another 
one surfaces to get in their way.  A prime example is when a young woman in early recovery 
starts a relationship, becomes overly attached and interdependent, stops working her 
program of recovery and ends up going back out. 
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“Substance abuse and dependence rarely occur in a vacuum. Today’s addict is 
faced with a multitude of issues that may co-exist and compromise recovery. Co-
existing addictions/compulsive behaviors such as drugs and alcohol, pathological 
gambling, sex, food, work, internet and gaming can become chronic and 
progressive if left unidentified and untreated. Many of these addictions don’t 
only coexist, but interact, reinforce and fuse together becoming part of a 
package known as Addiction Interaction.”  

 

Cheryl Knepper | Scientific American Mind, 2013 
 

Parents should be aware that their child may develop or start to express another impulsive or 
obsessive condition that interferes with recovery, especially in the early phases.   
 

Topic: Sex and love, unhealthy relationships and addiction 
 

We very often see our kids enter into a relationship in early sobriety.  This can be harmful 
and while they are typically warned against doing so, the words fall on deaf ears.  The thrill 
seeking drive may already be there and most often is, but is triggered to a level of abuse or 
addiction as a replacement for the high they were getting when using drugs (refer to the 
earlier discussion on Addiction Interaction Disorder). 
 

Yes, love and sex can be addictive—and as destructive, at least socially, as 
compulsive substance use. The “high” hinges on physical or psychological arousal, 
and relationships can be marked by desperation. 
 

Love addicts go through life with desperate hopes and constant fears. Fearing 
rejection, pain, unfamiliar experiences, and having little faith in their ability or 
right to inspire love, they wait and wish for love, perhaps their least familiar 
real experience. 
 

Sex addicts lack the ability to control or postpone sexual feelings and actions, 
with the need for arousal often replacing the need for intimacy. Eventually, thrill 
seeking becomes more important than family, career, even personal health and 
safety. 
 

The sex addict follows a routine or ritual leading to acting out on desires, and is 
then fraught by feelings of denial then shame, despair, and confusion. 
Sex and love addicts experience the same three primary reactions to these 
stimuli as drug addicts: 
 

1) The addiction is characterized by the repeated, compulsive seeking or 
use of the activity despite negative social, psychological and/or physical 
consequences.  

 

2) Withdrawal consists of a predictable group of signs resulting from 
abrupt removal of the behavior. 
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3)  Tolerance is a state in which the activity produces a diminishing 
response. That is to say, higher doses of the risky behavior are needed to 
produce the same effect that the user experienced initially. 

 

From Psychology Today 
 

As you all know, hormones often get the better of intentions. There is little a parent can do 
about this – you can’t lock your kid up in a convent or monastery, but you can set a boundary 
on what you will pay for and not pay for if they don’t comply with the instructions of the 
facility or therapist.  It gets even more complicated when drug addiction is thrown in the mix. 
 

Therapist definition – Sex addiction is an obsessive and compulsive behavior in 
the face of harmful consequences.  These obsessions can take the form of fantasy 
or overt acting out, performed alone or with others. Addiction interaction is when 
other compulsive behaviors/addictions combine with their drug of choice.  
Examples: alcohol and gambling, cocaine and sex. The process can happen way 
before the individual turns to use. This would be noted in behavioral changes. 

 

Most treatment facilities are aware of this, but their response may vary greatly.  If your 
child’s past experience indicates that he or she may pursue a relationship, you may want to 
interview the therapist regarding what they plan to do for non-compliant behavior.  Be 
prepared to be frustrated if you try to control this.  Instead, talk with your therapist or 
support group, develop and set your boundaries, communicate them clearly to your child 
including the consequences if they fail to comply, and stick with them.  There is also a school 
of thought that supports communicating the positives rewards if they remain compliant. 
 

Topic: Eating disorders and addiction 
 

Eating disorders are not uncommon among our daughters and some of our sons, and need to 
be addressed aggressively by experts. 
 

“Eating disorders are very complex, and despite scientific research to understand 
them, the biological, behavioral and social underpinnings of these illnesses 
remain elusive. 
 

“Eating disorders frequently appear during adolescence or young adulthood… 
Women and girls are much more likely than males to develop an eating disorder. 
 

“Eating disorders are real, treatable medical illnesses with complex underlying 
psychological and biological causes. They frequently co-exist with other 
psychiatric disorders such as depression, substance abuse, or anxiety disorders.” 
 

From the National Institute of Mental Health 
 
 

What came first: the addiction or the eating disorder?  This may be of importance to the 
therapist or treatment facility to identify the primary cause – did they start using drugs to 
lose weight, gain weight, and get addicted, or the other way around?   
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I’m a recovering bulimic, under-eater, and compulsive liar. I started bingeing and 
purging when I was 14 years old. I thought this was the answer to all my prayers 
as I quickly took off the extra 20 pounds I couldn’t seem to release by "normal" 
eating. I’m 5’ 7”, and at one point, through my use of purging and using 
laxatives, I weighed only 108 pounds. I mixed all of this with almost daily 
drinking, smoking, and intermittent drug use. I would use anything I could get my 
hands on that would take me out of reality and help me feel more secure about 
myself. Through all of this I stopped menstruating, nearly ruined my teeth, and 
nearly destroyed some of my relationships because of my incessant lying. After 
being in recovery for just over 11 years, I’ve maintained a healthy weight, and I 
no longer use anything to "control" my weight. Thankfully, my body has fully 
recovered, and I was able to conceive and have a beautiful, healthy baby with no 
complications. 

- Anonymous  
 

All we know is that it is incredibly important to find qualified care for any eating disorder as, 
like addiction, it is a chronic progressive and potentially terminal illness.  Anorexia has one of 
the highest mortality rates of any mental illness.  Who cares which disease came first?  When 
viewed as a co-occurring disorder, it is important to get expert care for BOTH disorders.  
 

Topic: Cutting and addiction 
 

Also referred to as Non-Suicidal Self-Injury (NSSI), cutting is associated with a variety of 
mental health issues, including addiction.  Adolescents and young adults are more likely to 
cut or burn or intensely scratch themselves, and report experiencing relief from physical 
and emotional pain and stress, much like their drug of choice would give them.  We are not 
aware of any specific connection; however it is a “not-so-uncommon” trait among the 
addicted.  For that reason we include a brief write up about the condition. 
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Such behavior has long puzzled laypeople and scientists alike. Many have 
assumed that it is the same as a suicide attempt or a ploy to manipulate others. 
In reality, a person who deliberately engages in self-harm may be at risk of 
suicide, but the act is, by definition, not an attempt to mortally wound. In 
addition, there are numerous reasons for the behavior, attention seeking being 
only one of the more rare ones.  Recent work suggests that self-injury might in 
some cases provide a form of pain relief, an insight that might lead to new 
treatments for the condition. 

 

The list of public figures that have self-injured includes Princess Diana, actors 
Johnny Depp and Angelina Jolie, singers Amy Winehouse, Courtney Love and 
Marilyn Manson, and an early pioneer in sex research, Alfred Kinsey. 
 

 “… People who physically abuse themselves very likely are afflicted with any of 
various mental illnesses. These ailments include major depression, bipolar 
disorder, anxiety disorders, eating disorders, schizophrenia and some personality 
disorders, including the borderline type. 
 

“…individuals most commonly say their actions help them suppress or release 
negative emotions, such as anxiety, anger or depression.”  

 

Hal Arkowitz and Scott Lilienfeld, Scientific American Mind 
Self-Cutters May Be Seeking Pain Relief 

 

Most addiction therapists are equipped to treat this provided they are made aware of it.  
Unfortunately, most kids hide this behavior by cutting where it doesn’t show. 
 

Topic: Smoking 
 

First off, let us explain that we did not even know where to put this subject, so we put it in 
the grouping associated with 1) mental health and 2) addiction interaction disorder.  There is 
no doubt that a whole manual could be written about smoking, but it does not have the 
immediate morbidity and mortality consequences that drug and alcohol addictions have so as 
parents we tend to tolerate it more than other addictions.  Clearly it is a public health 
menace on its own, and for anyone, including parents, who have ever tried to quit, you know 
how addictive it is.  Without question, nothing brings home the concept of” craving” or 
“powerlessness” or “humility” to parents who have quit or tried to who have successfully quit 
nicotine like a discussion on smoking. 
 

A few of our parents come in with a vendetta against smoking.  While we can relate and 
agree, we also know that you have to pick your battles.  Recovery comes in bits and pieces 
and generally it comes slowly.  There is no straight line.  It comes with bumps, bruises, 
advances and retreats.  There are also small victories made by the addict.  These victories 
are felt by the parent – but they should be witnessed, not forced.  Smoking is one of these 
things that must come from within, not without.  For so many of our kids, it is a crutch and 
for many of those, it’s a very important social connection in early recovery.  They can’t do 
everything they are used to – including those things they identify with, which may include 
some connection to being a stand out, an anti-establishment rebel. 
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How did I handle her smoking?  I hate that she does it, but she’s staying clean.  I 
agonized over whether to push it or wait.  If so, how long should I wait?  The 
other parents in the group were split on what to do, but I decided to leave that 
argument alone for the time being.  If she gets a year clean, I’ll try again. 

 

If you Google smoking and mental health, including addiction, you find about a billion articles 
showing a direct correlation between the two.   
 

I told my parents I wouldn’t go anywhere that didn’t let me smoke.  So when I got 
there and they told me “no smoking”, I ran away.  I couldn’t give up both.  My 
parents sent me to another place that let me smoke.  I got home and started using 
right away.  They sent me back to the first place and I quit.  That was two years 
ago.  I stayed clean, but I started smoking again.  I’ll quit that too, one day. 

 

“The enemy of good is better” (attributed to Voltaire) suggests that the enemy of better is 
perfection.  Be consistent and humble with all things, be patient and forgiving with many 
things, and practice being human whenever you can. 
 

Topic: Trauma, seclusion and addiction 
 

We see two types of trauma: 1) from traumatic injury (accidents) and 2) from physical and 
emotional abuse. 
 

When a child experiences a traumatic injury, from a car accident, a fall, or being shot, there 
is usually a parental component involved with the recovery.  There is a growing consensus 
that such injury, particularly brain injuries from sudden (accident) or chronic trauma (such as 
concussions in sports), may contribute to addiction, but his has not been confirmed, only 
observed in a higher percentage of the population. 

 

Our grandson played football for 7 years and suffered several concussions. The 
last concussion was June 2012 from a lacrosse game. Could his concussions be the 
cause of his abuse?  

 

As far as recovery from addiction goes, many brain injury patients have good outcomes in 
recovery, possibly because of the decreased exposure and access to their substances. 

 

My son was in a car accident after a night of heavy partying.  His car spun out of 
control and hit a telephone pole.  The spinning caused sheared neurons in his 
brain.  This injury resulted in a traumatic brain injury which he will not fully 
recover from.   
 

Physically, the injury affected the right side of his body.  Initially, he could not 
walk, and his speech, balance, and cognitive processing abilities were all 
affected.  It has been 4 years since his accident; physical therapy has helped his 
physical recovery, but not fully.   He can walk, drive a car and is in college.   He 
still experiences problems with his balance, and at times appears to walk with a 
slight limp.  He is in college, but cannot take more than 3 classes at a time.   
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He also experienced emotional trauma as well.  He is easily overwhelmed when he 
has to process a large amount of information.  There have been times when he 
has had to drop down to 2 classes.  He worked very hard the first year on his 
recovery from his drug and alcohol addiction with a sponsor and an addiction 
therapist.  He also worked with these folks on the emotional trauma resulting 
from his near death experience.  There are times, 4 years later he still works 
with these same folks on dealing with the reality of the limitations he will 
experience the rest of his life due to the physical and emotional trauma resulting 
from this accident. 
 

As parents, we initially experienced emotional trauma of not knowing whether he 
would live or die.  He was in a medically induced coma for close to 4 weeks.  
When he came out of the coma, we did not know the full effects of his injuries, 
cognitive abilities and how he would manage his addiction recovery.  The first 
year was difficult for all of us.  We needed to find the balance of when to lean on 
him vs. loving encouragement to work on his physical and addiction recovery.  
Since he has made accomplishments in school, although it is a struggle, we have 
“set the bar” for him to continue with school and graduate no matter how many 
years it takes to complete his studies.   
 

Dealing with expectations for him, given his limitations, is a day to day exercise.  
We try not to get too far ahead of ourselves or his recovery. 
 

Clearly brain and other serious injury may create a myriad of other long term health 
problems, but addiction does not have to be one of them.  The young man in that story is 
clean, sober and very much alive with hopes, dreams, aspirations and amazing parents. 
 

Recovery from emotional trauma, the type that leaves little physical evidence but many deep 
emotional scars, like the trauma that comes from bullying, abandonment, loss, or assault, are 
often insidiously harder to overcome.  The victim may look normal on the outside, but the 
pain inside may be unbearable, and difficult to treat. 
 

“For years, she was bullied by these girls at school.   Then one day she was 
invited to a party and was so excited – she couldn’t wait to go.  What she didn’t 
know was that they planned to drug her for fun.  It got out of control and she was 
raped by a group of older boys. 
 

“She’s been living with the trauma.  All she wants to do now is get high, and 
escape to a different place in her head where she doesn’t have to relive that 
night.  She has cut us off and just hides in her room.  She can’t seem to get over it 
and goes crazy if I try to talk to her about anything.  She’s so angry and alone.  
I’m really scared.” 
 

Our hearts go out to these parents.  Their burden is especially great.  Parents feel guilt about 
not being able to protect their child, even though it’s impossible to protect them all the 
time.  They are often overwhelmed simultaneously with extreme anger and a terrible, heavy 
sadness. The isolation that accompanies trauma can become a prison for patient and parent. 
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They’ve since called it physical abuse, assault, trauma, and molestation.  Well, 
let me tell you what it was.  I was 11 years old and I was f*cking raped by three 
boys from school just a few years older than me.  I went home and told my mom 
and she told me to never, ever mention it again.  She said I would get over it and 
didn’t want to embarrass the family.  It felt like I was raped again. 
 

That shit stuck with me every day for the next fifteen years but I buried it, 
stuffed it deep.  It came out during my third detox.  The “experts” tell me it may 
have affected my ability to maintain relationships, and could be a reason why I 
became addicted to every drug I could get my hands on.  You think?  Who are 
these medical geniuses?  I know why I use, and I know I’m not gonna stop unless 
they give me something to take the pain away from that day years ago when I 
was just walking home from school. 

 

Sometimes things happen that neither parent nor child has any control over, and it affects us 
differently, sometimes profoundly.  We have no data to support this claim, but feel from our 
years of meeting with parents in pain that most of our kids experience some sort of trauma 
before or during their drug use, whether physical, sexual or emotional. In most cases, 
professional care should be sought and our parents recommend that you get the child help.  
 

If you are supporting a trauma patient, you need support and we are here to help. Don’t be 
shy.  Don’t let the trauma keep your locked up.  Reach out for help.  Parent group members 
understand that both child and parent should get professional help, as well as peer support in 
the way of visits, dinner drop-offs, and invites to social events.  When you are ready, let 
people know that you need interaction and support outside of the meetings.  Take note of 
this: your fellow parents benefit from feeling wanted, needed, and to be in service to others. 
It helps us to help you, so don’t be selfish – ask for help!  
 

Until such time as obvious injury is healed and emotional healing is underway, we will stand 
with you during that time and beyond. 
 

Topic: Suicidal ideation, verbalizations, and attempts – beyond parent 
group scope 
 

Many addicts, at the point of surrender, feel like life is no longer worth living.  While this may 
be typical, it should NEVER be taken lightly.  If your child, or any child, expresses suicidal 
ideation verbally or in writing and you hear of see it, get them to the hospital right away.  
Addicts in such pain are capable of hurting themselves and need immediate help.  There are a 
variety of more subtle clues but we cannot offer advice here.  This is beyond our scope. 
 

We simply say this: Parents are not qualified to make any decision on whether such situations 
are real or not.  Just don’t sweep it under the rug: get professional help right away. 
 
Topic: Involuntary Commitment 
 

When your leg is broken, you go to the ER.  When you have the flu, you go to your doctor. And 
when your brain is sick, you go to a psychiatrist.  Sometimes, it gets sick enough to go to a 
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psychiatric facility for a while to get rebooted.  It should be seen the same as a heart attack 
or seizure but it carries different stigmatized connotations.   Mental illness does that – it 
scares people, but in reality it’s just another bodily malfunction. 
 

One of the hardest things you may have to do is to have or watch your child be committed to 
a mental health facility.  The rules for this vary from state to state but the basic idea is that 
when a person is found to be a danger to themselves or others, they may be committed to 
evaluation and treatment for a period of time against their will. 
 

In the ER, they saw that she had tried to hurt herself.  They pulled me aside, then 
into another room.  They asked me a bunch of questions, and then left me there 
for two hours.  I wasn’t allowed to sit with her.  They treated me politely but I 
couldn’t help but feel like they were looking at me like I was responsible.  I felt 
oddly guilty of something, like I had done something wrong. 
 

When they came back in three were three people: the nurse, a psychiatrist, and a 
social worker.  She was dressed like an old-school schoolteacher with half glasses 
and a chain around her neck.  She never said anything but took copious notes. 
 

The nurse was comforting; the doctor was direct.  He said that my daughter was 
exhibiting suicidal tendencies and could be a danger to herself.  They said she 
was under the influence of drugs I had no idea she was taking.  She told them that 
she wanted to go home, but they felt she should be admitted.  If she didn’t agree, 
they would admit her against her will.  They didn’t ask my permission on 
anything.  The doctor simply asked me if I understood and if I had any questions. 
 

“Understood?” “Any questions?”  Was he kidding?  Of course I had questions.  But 
I was unable to process what was happening.  I started to cry but I really wanted 
to scream and go hide somewhere.  I wanted to give her a hug and make it better. 

 

For those of us who have experienced this with a child, it is a bone-crushing emotional pain 
that stays with us for a long, long time. Fortunately, many of us begin to see it as the turning 
point in both the child’s and our own recovery.  Sometimes things have to get really bad 
before they start to get better.    
 
 

Falling down is part of life.  Getting up is part of living. 
 

- Jose Harris 
 

Because of the high incidence of co-occurring mental illness, there are several parents who 
have gone through this and can help other parents understand the process through their own 
experience.  It’s not the end of the world.  But it may be the beginning of a new one.  Don’t 
hide – get to a meeting and get help.   
 

And if you are ever in the same position as the parent above, pick up the phone and get a 
friend or family member to come to the hospital to be with you.  There is absolutely nothing 
to be ashamed of.  Surround yourself with people who love you.  Please - don’t go through 
that trauma all alone. 
  

On The Road   Transition Topics for a Parent Education Program   
 



September, 2014  Page 89 
 

Treatment Related Topics 
 

x “Rehab” 
x Types of treatment 
x Evaluating and selecting treatment options 
x Treatment accreditation 
x Examples of “Treatment Roadmaps” (sequence of treatment) 
x What makes a good aftercare program a great aftercare program? 
x What makes a good “parent” – from the therapist’s perspective? 
x Treatment “Meccas” and the importance of community 
x The cost of all this treatment and potential sources of funds 
x Where do I spend my money? Making financial decisions. 
x Chronic pain and addiction 
x Sleep disorders and addiction 
x Medical maintenance – using drugs in drug treatment 
x Another word to Treatment Providers – complaints, praise and requests 
x Topic: 12 step programs for addicts and alcoholics 
x Topic: 12 step programs for parents and family members 
x Topic: non-12 step programs for addicts, alcoholics and family members 
x Topic: Religion and recovery 
x Topic: Visualize what your family in recovery looks like 

Let’s agree on one thing before we start this particular discussion.  Medical treatment is 
disruptive to our lives.  Open heart surgery means rearranging schedules, following directions 
before the operation and following directions and aftercare instruction after the stay in the 
hospital stay is over.  And besides, it’s scary.  We worry like hell beforehand and for weeks 
afterwards, and maybe longer.  Patients don’t have to but should change certain behaviors 
(diet, exercise, stress, etc.) and to the extent they follow it, they may or may not need 
another hospital stay and if they stay on course they may not die of a future attack. 
 

The point is hopefully made.  Let’s try to do this once only.  It may not work out that way 
because, unlike the typical heart patient, this is a disease of the brain with all the 
complicated and counter-intuitive behaviors that accompany it.  Nevertheless, taking the 
advice of qualified professionals, and holding the line with their instructions throughout the 
crisis and transition phases, is critical to improving outcomes. 
 

Topic: “Rehab” 

This word is kicked around a lot by people, many of whom don’t really know what it means, 
so we thought some clarification is necessary. 
 

In medicine, rehab or rehabilitation means the restoration of a person’s skills to regain self-
sufficiency or function.  There are different kinds of rehab: for physical or ambulatory 
restoration, mental or cognitive restoration, and drug rehab to modify behavioral problems 
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for people who are addicted to drugs or other things or processes.  We heard this from a 
family member who spent months in rehab and now had a few years of sobriety: 
 

Time hadn’t stopped. I was alive, living day-to-day, somehow functioning, but I 
had been marching through life without knowing where I was.  Do you know what I 
mean?  I don’t remember much from that time. Days became weeks, weeks 
became years; nothing changed because I stayed the same.  My brain was whack.  
I had to recover and it took time. 
 

Other people may be OK letting themselves experience “justifiable anger” and 
drive themselves to “win at all costs” - but I couldn’t.  Those attributes ate me 
alive.  In time I started to get it.  Change came gradually.  Over the years, I’ve 
come to realize how elegantly simple this program is, but it takes time and can’t 
be hurried.  Recovery requires honesty, humility, and gratitude – and we have to 
live it regardless whether the people around us live it or not. 
 

I say to newcomers I sponsor - achieve these things and you have a chance at a 
beautiful life.  And I had to say to my family – please back off your expectations 
of me.  Give me time to reset my way of thinking.  I’m not like everyone else.  Let 
me get firmly grounded in my recovery and a less stressful, sober life.  The 
outcome will be way better for all of us. 
 

Everyone’s starting point for “restoring back to normal” is different.  Face it: some people 
weren’t self-sufficient in the first place.  Expectations differ, so getting patient, parent and 
service provider on the same page is important.  Most parents just want their kid to stop using 
drugs.  Patients typically want to learn to use “successfully”.  What the treatment provider 
wants is not always clear to either parent or patient, and problems can develop as a result.  
 

I learned later that “fixing my kid” was an unreasonable expectation.  I should 
have asked them what was possible, what was probable, what they couldn’t do, 
and a likely timeline in months from detox to being ready to go back to school. 
 

Rehab can be inpatient (e.g. hospital or treatment facility) or outpatient (e.g. doctor or 
therapist office), and hybrid versions somewhere in between (e.g. partial hospitalization).  
There are educational and therapeutic components, and an introduction to skills and 
recommended attitudes and practices to live and stay sober. 
 

I’d heard about rehab from friends and saw some stuff on TV.  It wasn’t what I 
expected.  I went to a fancy place for 30 days but didn’t stay sober.  A few 
months later, I went to another place – it was a lot less fancy.  I still didn’t stay 
sober. I wasn’t ready, but in reality I never should have come home.  After the 
third place, my folks wouldn’t let me come home.  I lived in a dump afterwards 
and begged them to let me come home.  They said not until I had a year sober. 
 

“Programs” and offerings at rehabs can vary widely, to the point of being unrecognizable – 
one extreme to the other.  The emphasis on education, age and gender divisions, structure 
vs. more independent and  self-governing, the type and frequency of therapies and services 
offered, accommodations that are Spartan or luxurious, geographic location and community 
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differences, spiritual or religious affiliations, etc. make selecting a facility very confusing. 
And then there’s the matter of cost. 
 

A final word: be careful of treatment facilities who claim to have a cure and a “success rate” 
that virtually guarantees your kid will get better in 30 days.  It doesn’t work like that.  If a 
claim seems too good to be true, ask for references and talk to your support network about 
it.  You’ll find that no matter how airtight their claims seem to be, no one offers a money 
back guarantee. 
 

As a single mom of a 17 year-old addict who had been using since the age of 14, 
the disease of addiction was new to me as an adoptive mom. Year 4 of my 
journey was the best as I was more knowledgeable, lived in reality, and listened 
and practiced the skills and strategies I learned weekly at my parents meeting.  
 

Addiction placements and services for children under 18 are minimal, but with 
persistence, I learned how to navigate the best placements for my son.  He had 
the tools, but every time he came home from rehab, a relapse occurred.  How 
could I keep sending my son away?  I ran out of money and resources.  My son just 
wasn’t ready.   It was heartbreaking and my family didn’t understand. 
 

But he needed help so I kept at it.  I spent hundreds of hours on the phone calling 
every treatment facility I could.  The people on the other line couldn’t have been 
nicer and connected me with brokers, house managers, therapists and friends of 
friends.  They emailed leads and I followed up on every single one because I had a 
tough order – a minor child under 18 who needed a place that took my insurance. 
I finally found a halfway house for teens.  There were only two in the United 
States and one of them was only 5 hours away.  School was a priority.  My son 
was a senior in high school and the goal was to graduate in June.  This facility 
had a private school and would work with my son’s IEP goals. They had a 
therapist there at all times in addition to outside meetings and a leveled program 
for boys only.  Please let this work out… 
 

According to the intake receptionist, my son was a perfect candidate so my hopes 
were raised as I prayed that he was accepted and that the program was for real.  
I called one of my previous insurance case managers.  She didn’t know of this 
place either.  I had to go with my gut and research on the Internet, ask a lot of 
questions, and more importantly, know what questions to ask and what answers 
made sense.  My parent group helped me understand the questions to ask.   
 

Once I sent my son there I didn’t hear from them for a week.  I was used to 
hearing day by day so that was a new experience.  I had to trust the system and 
know that my son was being taken care of.  That part – not hearing from them - is 
so hard.  His therapist was not as communicative as I was used to but I let it go… 
learning from my group that he was in a safe place… for today.  I knew I had done 
my best – now it was up to him.  If he cried and whined, I would not cave in.   I 
had let go, and it felt good. 
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Six months later, my son returned home to a sober house in the area.  I kept my 
boundaries in place.  He is still learning the life skills necessary for him to budget 
and live with others in a sober home, but he’s sober!   He goes to school daily and 
hopefully graduate in June with all of his credits.   He gets to 12 step meetings as 
well as therapy using public transportation.  I’m proud of my son today.   
 

The parents group has supported me through all my transitions and guided me to 
reduce my enabling.  I now know how to take care of myself.  I still worry like a 
“mom” but am just taking one day at a time and living my life to the fullest. 

 

Topic: Types of treatment 
 

The chart below provides a description of the different types of Treatments typically 
prescribed for adolescent and young adult children and their families.  In addition to talking 
with the experienced parent group members, we recommend working with a trusted local 
addiction counselor or therapist to determine the best options for your child.  
 

Setting Description Hours  Length Target Audience What to look for  
Out Patient 
 
Intensity: 
Low to 
medium 

Individual attends 
treatment sessions with 
addiction counselor 
evenings or weekends  

6- 9 hours 
or less per 
week 

Depends on 
individual 
progress and 
treatment 
plan 

Individuals identified with 
substance abuse issue 
 
May require daily/weekly 
program attendance 
depending on severity of 
substance abuse 

Separate adolescent & 
young adult sessions 
 
Individual and peer 
group sessions 
 
Psychiatric support 
 

Intensive 
Out Patient 
(IOP) 
 
Intensity: 
Medium to 
high 

Individual attends 
daily/weekly treatment 
program either during 
the afternoon/evening 
or weekends in order to 
continue attending 
school or work and live 
at home 
 

Adults 
typically up 
to 9 hours 
a week or 
more  
 
Teenagers/
young 
adults up 
to 6 hours 
a week or 
more 

Depends on 
individual 
progress and 
treatment 
plans but 
can last from 
2 months up 
to a year 

Individuals identified with 
substance abuse issues that 
attend program daily or 
weekly 
 
Severity of abuse has been 
determined to be not 
dangerous to themselves or 
others   

Separate adolescent & 
young adult(college 
age) sessions 
 
Individual and peer 
group counseling 
 
Psychiatric support 
available 
 
Parent/family 
program 

Day 
Treatment - 
Partial 
Hospitalizati
on (PHP) 
 
Intensity: 
medium to 
high 

Typical Insurance 
coverage prerequisite? 
- Primary 

care/residential 
program 

 
Individual attends 
treatment program at 
special facility during 
the day but lives at 
home 
 
 

Typically 20 
hours or 
more per 
week 

Depends on 
individual 
progress and 
treatment 
plans 

Individuals that require 
intensive and structured 
treatment experience as part 
of an aftercare program.  
 
Severity of abuse  determined 
to be not dangerous to 
themselves or others   
 
appropriate for individuals 
that have co-occurring mental 
health illness  

Separate gender 
specific adolescent & 
young adult program 
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Setting Description Hours  Length Target Audience What to look for  
In Patient 
(Residential) 
 
Intensity: 
high 

Typical Insurance 
coverage prerequisite?-  
- Unsuccessful 

completion of IOP  
- Detox program 
 

Individual attends 
structured treatment 
facility away from 
home in residential 
setting w/limited to no 
outside contact  

24/7 day, 7 
days a 
week. 
Some 
programs 
up to one 
year 

Depends on 
individual 
progress and 
treatment 
plans. 
Typical 
duration 30  
to 120 days 

Individuals typically progress 
through different phases of a 
structured treatment 
program 
 
During certain phases parent 
contact with the individual 
may be limited 

Separate gender 
specific adolescent & 
young adult program 
 
Family/Parent 
Education program 
 
See Treatment 
Services for more info 

 

General description of Treatment Services 

Type Description What to look for  
In Patient 
Residential 
 
Typical 
length of 
stay: 30 to 
90 days  

Primary Care Residential treatment centers provide a 
multidisciplinary approach to facilitate recovery from addiction. 
Comprehensive chemical dependency treatment services offer a 
structured therapeutic environment that begins with the 
withdrawal/detoxification process and extends through aftercare 
planning following residential treatment.  
Services often include individual and group counseling, structured 
physical activities, nutritional counseling, stress reduction, holistic 
approaches such as yoga, acupuncture and DBT, relapse prevention 
support, social skills training, educational services and 12-step 
programs. 
 
Facilities should be accredited by a recognized national agency. 

Separate gender specific adolescent & 
young adult program 
 
Individual and peer group sessions 
 
Direct access to psychiatric and medical 
support 
 
In-house addiction 
counselor/therapeutic support 
 
In program educational services for 
adolescents where appropriate 
 
Transitional aftercare program support 

Wilderness 
Programs 
 
Typical 
length of 
stay: 3 to 8 
weeks 

Contained system wilderness therapy programs are usually up to 
three-weeks long, operating in a wilderness expedition model in 
which clients and leaders stay together for the duration of the trip. 
Continuous Flow System programs are longer, up to 8 weeks in 
length, and have clients continually admitted to on-going groups with 
leaders rotating in and out of the field.  
 
In both contained and continuous flow wilderness therapy systems, 
the therapeutic process includes clinical assessment, and the creation 
of an individual treatment plan for each individual. Individual and 
group therapy techniques are applied in a wilderness setting and 
facilitated by qualified addiction professionals, with formal evaluative 
procedures used to assess the clients' progress.  
 
Wilderness therapy utilizes expedition-based outdoor activities such 
as backpacking, educational curricula, and provides extended periods 
of introspective alone time for clients. Wilderness self-care and group 
safety are facilitated by natural consequences, thereby teaching 
personal and social responsibility, and creating a neutral and safe 
environment to apply the real and metaphoric lessons learned to life 
situations with which clients struggle with. 
http://www.strugglingteens.com 

Should be accompanied by a significant 
therapeutic component and should not 
be punitive in nature 
 
Provide comprehensive clinical and 
physical  exam on arrival to ensure 
compatibility with program rigors 
 
Direct contact with parent and child’s 
therapist(s) 
 
Family program upon completion 
 
Aftercare/support recommendations  
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Type Description What to look for  
Extended 
care 
Programs 
 
Typical 
length of 
stay: 3 to 4 
months 

Extended Residential treatment centers provide a multidisciplinary 
approach to facilitate continuing recovery from addiction. Programs 
include community based support targeting chemical dependency 
treatment services as well as other addictive disorders (eating, 
relationship/sex, gaming/gambling etc)  
Aftercare programs offer a structured therapeutic environment that 
extends through transitional living and aftercare planning following 
residential aftercare treatment..  
Approach typically includes an individual progressing through a 
phased program towards more independence that often includes 
both individual and group counseling, structured physical activities, 
nutritional counseling, stress reduction, holistic approaches such as 
yoga, acupuncture and other therapeutic support, relapse prevention 
support, social skills training, educational services and access to 
outside wellness jobs, education and12-step substance abuse 
programs 

 
Gender specific adolescent/young adult 
program 
Individual and peer group 
support/sessions 
Access to psychiatric and medical 
support 
24/7 In-house addiction counselors and 
daily therapeutic support 
In-house educational services for 
adolescents where appropriate or 
necessary 
Nutritional and life skills support 
Transition guidelines to sober living 

Transitional 
living or 
Halfway 
house 

Sober living environment following inpatient treatment/detox. 
Provides structured and supportive environment.  Required drug 
testing and 12 step participation.  On-site supervision, bed-checks, 
chores and other mandatory interaction. 

Gender specific/age appropriate. 
Licensed professional staff 
Mandatory drug testing 
Activities and life skills programs 

 
Topic: Evaluating and selecting treatment options 
 

There is no single strategy to navigate through the myriad of treatment paths available 
because every family’s social and financial situation is different. However, we have found 
over the last 7 years that we can provide general guidance on treatment paths that have 
repeatedly been more successful than others. 
 

First step is to have an initial assessment conducted. If it is determined your child has a 
problem, a comprehensive assessment should be conducted by an addictions psychiatrist or 
certified addictions practitioner (please see section on Medical Maintenance).  The 
assessment should include a review and understanding any educational issues, family issues, 
substance abuse, legal and/or mental health issues. 
 

The second step is to network, talk with people you trust who may have similar situations, 
professionals and other parents of children with addiction. Again be aware, what works for 
one child or family may not work for yours however, as a parents group, experience has 
taught us that there are treatment “roadmaps” that are more successful for adolescent and 
young adult children than others.   
 

This is particularly important for those kids who have experienced serious consequence for 
opiates and certain other drugs (overdosed, hospitalized or convicted) or have previously 
been diagnosed with an addiction and failed to successfully complete an Out Patient program. 
 

Examples of questions to ask prospective treatment providers 
 

There are a variety of questions that parents are recommended to ask of prospective 
treatment providers, including these gathered from our parents and others: 
 

1. Are your facility and employees accredited, and if so by whom? 
2. What is the patient-to-counselor ratio? 
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3. Is treatment gender-specific? 
4. Is medical detoxification ("detox") offered as a part of residential treatment? 
5. Does the program address a full range of needs to help the individual including 

medical, psychological, spiritual, social, and health and wellness?  If yes, please 
describe what is included, what is optional and whether it is covered by insurance. 

6. Do you have a family education program?  If so, what is the schedule and syllabus?  
7. Is there ongoing support after leaving treatment?  If so, describe it in detail, including 

how the support is provided.  Is there ongoing parent support?  Describe the offering. 
8. Do you work with insurance companies throughout the reimbursement process and will 

you wait for their final answer before billing me? 
 

Don’t be surprised that, when you ask these questions, you do not get the answer you hoped 
for.  In many ways the addiction treatment industry is still the “wild west” of medicine.  
There are unscrupulous providers out there.  Do your homework and find a reliable provider. 
 

Topic:  Treatment Accreditation 
 

There are industry standards that apply on both national and state-by-state levels.  We 
believe that treatment providers should be accredited by a national accreditation 
organization, such as NAATP, and that the treatment professionals delivering front-line care 
for patients are all certified at the appropriate levels.  This does not guarantee that you will 
be 100% satisfied with the treatment provided (no health care facility will ever meet that 
standard for every patient and family), but it is a good place to start.   
 

NAATP has approximately 300 members, collectively operating over 600 facilities 
nationwide.  They require specific "values" be followed by their members as a guide to assure 
all forms of treatment are adhered to and that 12 Step abstinence is considered first. 
 

ASAM is the primary accreditation body for physicians specializing in addiction medicine.   
Note: Not all ASAM certified doctors are as attuned to the holistic needs of the patient in 
recovery, which we as parents feel, once again, has grown out of the need to cut costs of 
treatment rather than provide the most effective care.  If you are NOT a supporter of long 
term medical maintenance (e.g. suboxone to manage opiate addiction) and wish to find a 
practitioner who is more judicious with the use of drugs to treat drug addiction, you can find 
such addiction medicine specialists through a growing group of physicians who principally 
support the psychosocial and spiritual aspects of addiction treatment, in addition to prudent 
medical interventions as necessary, at “Like Minded Docs” at http://likemindeddocs.com   
 

Topic:  Examples of Treatment Roadmaps (sequence of treatment) 
 

When you have prioritized and lined up the facility(s) and understand the cost structure and 
how the reimbursement protocols work (if any), the final decision may be further complicated 
by the urgency of the placement and the corresponding availability of beds and/or therapists 
in the programs you are interested in. Then, when you are ready to execute, the willingness 
of the patient, scheduling and rescheduling their activities, and getting them to the facility 
are the last major obstacles.  Here’s a twist.  We suggest, whenever possible, that the 
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patient “buy-in” and select where they will go (from a list of facilities you agree to).  Pre-
approval and selection by the patient has a tendency to commit them more than if you just 
say, “you’re going here and that’s that”.  You want to remove excuses like “I don’t like it”. 
 

Treatment Roadmap for 18 years and older (young adults) 

 
 

Treatment Roadmap for Under 18 year olds (adolescents)

 
 

Topic: What makes a good aftercare program a great aftercare 
program, and how do you choose?  
 

x What do you look for?  In general terms, you want a place that has affordable, 
experienced, qualified addiction therapists, and will communicate with you to the extent 
the patient allows and the therapist feels is appropriate.  Parents should NOT call the 
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therapist after every visit, not should they pry into what the patient says.  Parents should 
however be able to communicate by phone – albeit briefly – their concerns and 
observations when it comes to relapse and relapse behavior.  You want the lines of 
communication to be open, but not burning up with long chats.  For therapeutic reasons – 
benefitting both patient and parent – the therapist may limit phone calls.  Listen to them. 

 

We have also found it useful, in most instances, that the therapist offer group therapy 
sessions for patients (sometimes gender and age specific, sometimes on a more open 
platform depending on the length of sobriety and relative ages).  Peer interaction is 
important. 
 

Occasionally, there is also a benefit to have sessions between the therapist and family 
members, first separate from and later combined with the patient.  Early on, these 
sessions should be short and the therapist should maintain the proper level of interaction.  
Parents should be open minded, communicative, but not overly emotional.  This is not a 
bitch session, not something solely for emotional release.  The session is for the therapist 
to understand the parent-child relationship, and open lines of communication.   

 

x How do you choose?  We suggest following the same procedures as you did with the 
treatment facility.  Getting patient buy-in for each aftercare program is just as important 
– your child doesn’t have to like the therapist, but should respect and show up ready to 
work.  If they are not sharing or participating, the provider should let you know.  You do 
not want to waste money on sessions that the patient does not apply themselves to, but 
parents should not make that call.  Parents should either place their trust in, or defer to, 
the provider’s judgment, or they should terminate the relationship and find another 
provider.  You need help from an “expert” – just make sure that expert is an expert in 
what you are asking help for. 

 

Even after we had accepted we needed help we would not listen because 
everything was counter-intuitive to what we thought being a good parent should 
be. We were told to listen to the experts but they told us to “detach with love”.  
I thought: What the hell is that? 
 

 About the same time this was going on with my daughter, I had this weird 
electrical problem in my kitchen.  Then I remembered the contractor was an 
Amish fellow.  I had used an Amish contractor for electrical work!  The cabinets 
were perfect, but the electrical was done by someone who never uses electricity.   
 

It dawned on me that I had better get serious about finding people that had been 
through addiction with their children and listen to what they had to say. I needed 
to talk and work with people.  Those people had to have walked the walk and 
done so daily for years.  That was the beginning of my recovery.  I knew I had to 
listen to others who knew what they were talking about regarding addiction, 
mental health, treatment and recovery – from MY perspective. 

 

Again, the parents at the parent support groups give each other input on the pros and cons of 
therapists and providers at every meeting.  The 20/20 – the 20 minutes before and 20 minutes 
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after the meeting - is the primary time for that, but often trusted therapists come to present 
directly to the group on a variety of topics and the members get to ask them questions 
directly.  Selecting the right person remains a somewhat random process because of all the 
personalities, approaches and variables involved, but the chances for finding a “good” 
suitable provider are greatly improved from these interactions at parent meetings.  This is 
without a doubt one of the most important aspects of what we do at meetings. 
 

Topic:  What makes a good “parent” from the therapist and treatment 
provider’s perspective?   Some of the best upfront advice you can get! 
 

Not all parents understand the reason or purpose of therapy.  Many view it as some touchy-
feely enterprise that costs money without tangible, guaranteed outcomes.  That’s true, but 
the benefit comes from many angles, expected but most often unexpected.   
 

We can’t get into all of these situations, so we will try to explain the best way we know how: 
by telling stories.  This is about a parent who needed a therapist to be honest with him… 
 

I am a frank and direct person.  I tell it like I see it, and appreciate it when 
people do the same back to me; unless, of course, I happen to be the target of the 
conversation.  Then I don’t want you to be honest or even bring such things up, 
especially if I acted poorly, was unreasonable, or behaved like a jack-ass. 
 

The therapists I had been seeing weren’t really telling me what I needed to hear.  
This was a problem.  They spoke softly, carefully, and I didn’t get the right 
message, or at least I didn’t hear what I wanted to hear it.  Was it their 
professionalism?  Was it the fear of losing a paying customer?  Was it to drag 
things out longer?  I was pissed off and fed up with all the psycho-babble; and had 
become cynical towards “therapists” and “counselors”.  I was paying all this 
money and going to group, but my kid wasn’t getting any better. 
 

Then I went to a group session with my daughter’s therapist.  She didn’t mince 
words – she told me my anger amounted to a form of bullying and asked me how 
that was working.  She asked:  “Is your anger, in any possible way, helping the 
relationship with your daughter?”  She got right up next to me and told me that 
my attitude sucked.  She said it was going to prevent me from ever fixing things 
between us.  If I kept it up, it might even drive my little girl away, maybe even 
back to using. 
 

I was so pissed off, and wanted to storm out.  But I didn’t.  I knew she was right. 
And I needed to hear that using language I could understand.  I’m so grateful for 
her directness – and thankfully, when push came to shove, she went to bat for my 
daughter.  It hurt my ego to hear her say those things, but it was the best therapy 
session I ever had. She didn’t want to hurt my feelings – she wanted to help save 
my daughter.  After years of confrontation, that was the turning point.  I started 
to work on me and my own behavior, and things started to get better. 
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This is not unusual.  Parents come in after years of drama and trauma, fed up with what has 
been happening in their homes and lives.  But sometimes parents need to hear things spoken 
clearly and rationally in a direct, non-confrontational way to set them up for change.  The 
therapist is trained to see things objectively and relay their observations and suggestions to 
improve the situation or at least the way to view things with that improvement in mind. 
 

Treatment facilities try very hard to educate parents to change their behavior and sometimes 
offer advice, suggestions, recommendations (all of which should be viewed as commandments 
by the parents rather than friendly requests) regarding their actions and behaviors while the 
child is under the facility’s care.  One top-tier facility goes so far as to make a pact with 
parents at the outset of treatment, including the following “Parent Promises”: 
 

“I will…”: 
x Support the treatment team by presenting a united front and redirecting any of 

mine, and/or my child’s concerns to the treatment team. 
x Actively participate in suggested treatment interventions with the staff in times 

of crisis. 
x Follow the treatment recommendations provided by the treatment team for my 

child and my family. 
x Respect and adhere to the guidelines of the Program for the safety of my child, 

my child’s peers, and family members 
x Report to staff any information that may be helpful to support my child’s 

recovery 
 

They go out of their way to politely say these things to HELP YOUR CHILD.   You will note that 
these Promises say nothing about you calling every day to see how your baby is doing.  It does 
not tell us to check in with the therapists about their eating, sleeping or mental health 
status.  It does not say that if your child tells you that he or she is miserable and wants to 
come home, you should demand a new roommate, more privileges, spa treatments, or days 
off.  It says you should work WITH the provider and therapists under their direction and let 
them do their job.  It says – “we got this, now please relax and let us do what we do best”. 
 

Clearly, we, as oldtimers, are making light of ourselves because many of us used to do exactly 
that – we interfered.  It’s hard to let go during this crisis period.  Some of us made life for the 
treatment professionals much more difficult.  We naturally “helicoptered”, unwilling to yield 
responsibility and care to strangers about a strange disease.  Do you ever see parents going 
into the operating room of a hospital when their child has surgery?  No, and with good reason. 
 

This is why we say, “do your homework”; find a solid, reputable, certified facility, have it 
checked out and vetted by trusted friends and counselors, and then let go.  The child may be 
miserable, but if you have properly checked out the facility, they will be in professional 
hands.  Now, while they are away and getting help with their issues, it’s time for us to start 
working on ourselves.  Take advantage of this respite while they are inpatient to collect, 
energize, and educate yourselves.  Go to dinner.  Chill.  Hug your other kids.  Sleep. 
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In some cases you may not have the luxury of selecting the facility.  Again, you may not be in 
control.  Practice what you must to stay healthy.  Go to meetings and share – and cry and yell 
and curse if that helps – and get through the uncomfortable beginnings on this new road. 

 

Therapists are typically very patient with parents in crisis, getting more direct when they 
know us better, but also to push us when we stall or present a barrier to our children’s 
recovery.  They see behaviors in parents that they wish they could change, and we hear that 
from time to time.  We asked some of our therapists to give us bullet points - in a forward 
and direct, no holds barred way - on what they would like to see more of and less of from the 
parents of their clients.  Again, we oldtimers apologize for the chuckles as we read these, 
because we have been guilty of these fear and control driven behaviors: 

 

1. Please don’t ask me to parent your child.  I can’t be effective or therapeutic if 
I am asked to relay all of your ideas and agenda to them.  I lose my credibility 
with the client and any positive alignment that can bring about sustainable 
change. 

2. Develop and maintain YOUR boundaries.  Stop giving into your child because 
you feel guilty or because you can’t stand not being liked by them.  Be their 
parent, not their best friend. 

3. Not all things are created equal.  Stop focusing on little issues and facts, and 
pick your main battles (e.g. rules of the house or boundaries).  The more 
battles you have, the less they can hear and take you seriously. 

4. You child is not unique when it comes to addiction and recovery.  We care 
about them but we don’t care if they were once a top ranked tennis player at 
college – they will need to do the same things as the “non-ranked” addicts to 
get well and stay well. 

5. This “problem” isn’t going to go away forever - you need to learn how to 
navigate your own boundaries, co-dependency, guilt, shame, etc.  When you 
get better they will have a chance to get better themselves.  YOU MUST DO 
SOME HARD WORK.  It will pay off. 

6. Parents often expect things to get better fast and stay better moving 
forward.  Please be patient.  Recovery from addiction, just like any other 
chronic disease, requires hard work for everyone involved and it’s very 
possible to take 2 steps forward 2 steps back, 3 steps forward 2 steps back, 
etc. while finding a real footing in recovery.  Breathe and don’t overreact. 

7. Taking this one step further, some parents, and I stress SOME, expect that 
their child will be “Fixed” after a certain number of attempts. These same 
parents could handle one, maybe two, relapses, then they hit a wall and can’t 
allow their child to be trusted again.  Would you do this with cancer relapse?  
Especially with dual diagnosis, it may be a longer road. “We sent him to rehab 
three times, he must get it by now”.  The answer may not be another rehab, 
but a longer term halfway house or simply a medication or change up in 
support systems. 

8. Drinking or using around a person in (early) recovery creates an unsafe space 
for them.  They cannot turn off their cravings, especially with booze in the 
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house.  If you are unwilling to stop, be sensitive to how hard it is to get sober 
when people around you are drinking. 

9. Don’t think the “hard drug” is the only problem for your child, and that they 
can still have some wine or beer here and there.  Don’t think that a drink or 
two will take the edge off their kid’s anxiety, as with “normal” people. It 
impacts the same or similar brain disorder as their preferred drugs. 

10. Just as it is for your kids, the biggest reality for parents is momentum though 
early recovery.  If you start going to meetings early and often you are much 
more likely to stick around and enjoy the group members, the fellowship, the 
messages, and receive the rewards.  Don’t throw in the towel if things are 
going poorly, and don’t throw in the towel if things go well.  Keep going! 

11. We tell you to let go.  So, please, let go!  Robbing a child of the experience of 
feeling pain to change, or robbing a child from the work that THEY need to do 
will delay or stop their recovery.  We know it’s hard, but we must challenge 
you NOT to do their recovery work. 

12. Untreated anger or family resentment can “come out sideways” in passive 
aggressive language and subtle attempts at controlling outcomes. The hardest 
thing I ask any parent to do is … to not do anything, including not getting, 
being, or showing anger.  Controlling and dealing with emotion is what we are 
asking our kids to do when they get sober – please, as their parents, set an 
example for them to follow.  

 

Oldtimers in the parent groups smiled when we read these comments; we could see ourselves, 
and many of us felt that the therapists and treatment providers were probably talking about 
us!!  We are very lucky to have such trusted partners.  We try to take their advice on ALL 
these points and, in turn, pass them along to the newcomers in our groups – with no offense 
meant.  Moreover, we are thankful these professionals feel comfortable enough to tell us 
these things so openly.   If we are prideful, the comments may sting a bit, but upon reflection 
they are very helpful.  Parents need that honesty and we greatly appreciate receiving it. 
 

Therapist stories 
 

Following this frank line of discourse, we asked some of our therapists to share anonymous 
vignettes about their experience with parents of addicted children.  We smiled even more 
when we read them.  As a break from the heavier stuff, we provide a few for “easy reading”: 
 

#1 - False starts 
A family came into see me a few times.  The son was a senior at a private school 
with a full ride to play a Division 1 sport the next year at a high-profile 
university.  Seemingly successful, but when he smoked weed he would spiral out 
of control and couldn’t stop, losing all care for the meaningful things in his life.  
The parents had seen the cycle and decline too many times and finally had 
enough.  They were ready to do something and maintain some newfound 
boundaries.  The teen came in my office and was clearly in a bad place with his 
use and behavior and wasn’t so sure he could get it together this time.  His 
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motivation for sports and school had all but vanished and he was engaging in 
some magical thinking about his future.  The parents decided that it was time for 
inpatient treatment and that if he wouldn’t commit to treatment he would have 
to find somewhere else to live.  Unfortunately, this threat had been repeated 
before and not followed through on.   

 

The parents were unable to follow through.  The father convinced himself that his 
son would grow out of it just like he had (which has nothing to do with the teen) 
and the mother couldn’t handle the emotions of the confrontation.  The teen is 
still struggling, getting worse and will need treatment soon. He will only have 
more to lose in the future.  This is a reality we see in our profession over and 
over again. 

 

Sometimes parents are just like the addicts.  They choose the easy and short-
term gratification over the longer and harder road to recovery.  This is a prime 
example of a family trying to maintain the status quo “outside”, when the insides 
are completely unmanageable.  If you decide to help them, parents truly need to 
be able to follow through.  Otherwise the addict will say: “They can’t follow 
through – I own them.” 

 
#2 - The disease progresses, but fortunately the resolve of these parents does too 
A mother called me a few years ago about her freshman son in high school.  He 
was starting to smoke weed and drink with his buddies.  He was transitioning to a 
new peer group and was caring less about his old friends, sports, and academics.  
She wanted him to arrange some one-on-one counseling and explained how hard it 
was to get him to talk and open up about his feelings.  After a few months in one-
on-one therapy, it was clear that he needed a higher level of care.  The mother 
agreed and he went into an Intensive Outpatient group meeting multiple times a 
week.  He stopped using (drug testing helped) but he was still engaging in similar 
behaviors and the same peer group.   

 

They say nothing changes if nothing changes and sure enough it didn’t.  He got 
kicked out of his school for selling weed on school grounds.  He was forced to go 
to another school with a much more therapeutic component.  Again, he got in 
trouble for selling at the school.  Each time there was more of an issue, the 
parents would say “what are our options” and “what are our best moves”?  They 
were constantly willing to risk popularity with their son and in turn move forward 
to get him stable and in a place of recovery.   

 

This particular teen was showing early signs of an addiction when I first met him, 
and the progression was undeniable.  The parents accepted that this was going on 
and didn’t justify or rationalize the behaviors.  They arranged for an inpatient 
stay.  These parents showed empathy, concern, follow through, and a great 
adjustment to their son’s evolving disease. 
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He will be getting out of rehab soon.  By working on their boundaries, the parents 
expect the unexpected and are prepared to do whatever it takes to get their son 
help without enabling his addiction.  This family doesn’t raise the bar with anger 
or rage; they raise the bar with intensity of treatment to match the intensity of 
the disease.  

 

#3 - Patience, Patience, and more Patience 
Parents should be patient with themselves, each other, and their children. Life is 
a marathon, knowing how to pace yourself or when to kick it in to high gear or 
take a break is a vital lesson in managing your energy in the face of addiction 
and the long journey of recovery. Great things happen when parents are aware of 
their own needs, take care of themselves first.  Know you will need your strength 
and others support to face the challenges ahead.  
 

Taking it to the next level, “great” parents remain OPENMINDED during the entire 
course of treatment and recovery. “A beginner’s mindset will always be open to 
learning more.”  Modeling that behavior is amazing.  The six hardest words an 
alcoholic or addict can say is I NEED HELP or I DON’T KNOW.  Those are the same 
hardest words for most of my client’s parents.  So, please keep an open mind, or 
in the very least remain open to feedback, especially around attachment issues 
and over-identifying with your child’s struggle.  Again, please be patient. 
 

On the other (negative) side of things, I often see parents get “hung up” on one 
aspect of their child’s progress or lack of progress. The parent may project what 
is important (to them) onto their child instead of joining their child in an active 
discussion to evaluate their shared goals and expectations.  A good example of 
this is: a parent views their child going back to their previous school or college as 
“success” and don’t see all the other milestones. A lack of acknowledging other 
parts to the struggle or over-identifying with one piece to the puzzle could 
impact the child’s self-esteem. The parent may miss emotional connections or 
subtle changes that can impact a life.  The brain takes time to heal.  Give them 
that time.   
 

Another example is when a child can’t manage bills or money (at first) and the 
parent shames them for it or focuses on that un-learned behavior and cites it as a 
failure.  In reality, the child may never have learned how to appreciate money, 
how hard it is to earn, or may struggle with impulsivity, a sign of an underlying 
mood issue undertreated.  Blaming and shaming in this case will backfire. 
 

Again if I had to say one thing to parents is to BE PATIENT with their child and 
don’t give up on the miracle of recovery. It’s not going to take 30 days at a 
rehab, 6 months in extended programs or a year in recovery to repair or rebuild a 
young adult with addiction that has been suffering with this for years. It may 
take longer than you may like or expect.  Be strategic with your energy as an 
individual, family and be a force of recovery instead of looking for a quick fix.  
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#4 - When your child makes a unilateral decision to leave rehab 
I have heard many parents say to me after they have gone through the rigors of 
getting their son or daughter into treatment (maybe even with the help of an 
interventionist) that “the decision whether to stay or leave treatment” is up to 
their child.  
 

There are two parts to this thinking. The first part is: of course the decision to 
stay or go is up to your child – they are a legal adult.  Most treatment centers are 
not lockdown facilities, and clients can walk out at any time. 
 

However, the second part that parents often do not recognize is that they DO 
NOT have to fund any decision their child makes unless it is recovery-based. For 
example, I have witnessed parents buy plane tickets, hotel rooms, even keep 
credit cards active when their child decides that he or she does not want to 
continue with treatment. Oftentimes they will not even call the treatment team 
to discuss the client’s concerns, or to check out if the client is actually telling the 
truth about why they no longer want to continue treatment. Taking your child out 
of treatment in a crisis-oriented manner only serves to reinforce that you will 
respond to their poor behavior. If a client really thinks a particular treatment 
program is not the right one for them, it would be far more acceptable to talk 
together with the treatment professionals regarding the concerns and make a 
joint decision in a calm and thoughtful manner. In my experience, every single 
time a client leaves treatment impulsively, they have relapsed and were not at 
all ready to be out in the real world again. Sometimes they make it back into a 
treatment program, and sometimes far worse things happen. Please do not allow 
your child to scare or threaten you into letting them leave treatment suddenly. 
 

#5 - Keeping secrets? 
I have encountered parents keeping secrets from the treatment team. One set of 
parents were told that we had a no cell phone policy for residential clients. (We 
are able to keep track of client phone use and limit excessive phone use when 
phones are shared.) Their son snuck a cell phone into treatment and was caught 
with it by us two months into his treatment stay. When he showed us the phone 
use record, not only had he been texting friends who were using and an ex-
girlfriend that he had claimed to have no contact with, but there was also a 

On The Road   Transition Topics for a Parent Education Program   
 



September, 2014  Page 105 
 

record of texts and emails with his family members. When asked about the phone, 
the parents replied they told their son to turn it in, but they could not make him 
do it and it was on him to turn it in. This was an example of parents colluding 
with their child to break the treatment center rules. If parents cannot follow the 
rules and expectations, why should their child?  A better response would have 
been to contact us much earlier in the treatment stay and report that their son 
had been in touch with them from his old cell phone in case we were not aware. 
We could then have dealt with the situation much earlier and it would have likely 
resulted in much more progress in treatment. 
 

Similarly, sending clients money or ordering items or “gifts” for them without 
checking with the treatment team can be detrimental. Giving extra money or 
extra items that can be exchanged for money to a newly recovering addict is like 
giving them drugs or alcohol. They are essentially interchangeable. Keeping your 
child safe while in early recovery requires teamwork between parents and the 
clinical team.  However, when parents go against the rules, they really do put 
their child’s recovery at risk.  A better response to a child’s request for extra 
money or items would be to let them know you would be checking with the 
treatment team to make sure it was allowed first.  In short, help us give your 
child the best leg up we can. 
 

#6 - Parents who don’t get along 
Parents who are divorced and have a child in treatment can prove particularly 
difficult to work with if they do not get along with each other. Conference calls 
between the client and the clinician and parents are a regular part of our 
treatment schedule. When parents do not get along, and refuse to participate on 
the calls together, or refuse to unite as a team to work for the best interest of 
their child, many problems can ensue.  
 

I worked with a mother who was angry that her ex-husband had divorced and was 
happily remarried.  She refused to participate in joint conference calls regarding 
the client’s progress and struggles. Instead of supporting the treatment team 
recommendations and insisting that her son complete treatment, she allowed him 
to discharge from treatment and funded another living situation for him outside 
of recovery without consulting anyone. Her interest did not appear to be with her 
son, but in undoing the work that his father had been doing. A better outcome for 
her son would have been more likely if she had been able to set aside her 
resentment from the divorce in order to be part of the team that was banding 
together to help her son stay in recovery. 
 

#7 - Easy does it 
Sometimes parents struggle with understanding priorities when their child is 
newly in recovery. I have had parents insist on getting their child into online 
courses, wanting to pump them full of vitamins, wanting them to stop eating 
frozen meals, wanting them to get a brain scan, and/or of course, wanting them 
to quit smoking immediately, just to name a few. All of the above items are 
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obviously very important for a healthy balanced person to work towards. 
However, it is important to remember that your child has just spent the past 
months or years ingesting copious amounts of alcohol or smoking, snorting, or 
shooting drugs into themselves.  
 

“First things first” in recovery is to get the drugs and alcohol out of their systems 
and get their brains back to a semi-normal state. Our priorities are helping 
clients get better sleep, eat regular food at regular intervals, and begin to ease 
their bodies into an exercise routine. When those things start to happen, then we 
can begin to address additional priorities, but expecting too many changes too 
quickly will lead to frustration from your child and disappointment for you.  
 

#8 - Be honest with what you know – and tell us what you “feel” 
I beg you to put the following in the book. My number one pet peeve is when a 
family says they understand something that is being shared with them when in 
actuality they don't. It makes it difficult to help someone when they misrepresent 
where they truly are in the process.  
 

Next up on the list would be the use of program "jargon" or therapeutic terms. No 
one in real life uses clinical lingo in every day speech and when a family does 
with a therapist, it raises red flags as to how much they really practice what they 
speak of. Those are really the only significant things that get to me. The many 
other behaviors that unfold with family members are expected as they too are in 
need of help. 

 

When therapists come to our parent meetings and share like this, we gain insight and 
perspective by seeing what other parents did right and what they did wrong.  It helps us to 
understand how our own actions may impact our child’s progress.  We strongly recommend 
group therapy with a trained addictions counselor or therapist, and encourage parent groups 
to invite qualified therapists to speak at parent meetings, subject to speaker guidelines 
outlined by the group’s traditions.  Follow the advice from these folks: that’s our best advice. 
  

Topic: Treatment “Meccas” and the importance of community 
 

Parents are often asked about where to send their child for treatment.  There are many trains 
of thought, but many of us have found that developing a community quickly is a good thing, 
especially for young adults. “Normalizing” – getting into a group of like-minded and like-
situated peers - is very important to young adults, most of whom are less mature than their 
chronological age would suggest.  They need a “tribe” and to get out among other people like 
them – except that these people should be getting and staying sober.   
 

They also need to form bonds that can – if possible - stay with them throughout early 
sobriety.  Bouncing from place to place and sponsor to sponsor and tribe to tribe can be very 
disruptive, making them feel like they are starting all over again each time they relocate. 
 

There are several cities in the country where this is not only possible but expected.  These 
Recovery Meccas have huge communities of young people in recovery.  This is not an 
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overriding reason to send your child to one of these places, but it seems that the draw is 
strong because of the common interests of young people in recovery. 
 

If they go to treatment at one of these locations, they will typically be encouraged to go to 
meetings and other activities within the community fairly quickly – maybe after a short 
blackout period.  Parents feel this may put them at risk compared to being locked up, but the 
practice seems to be effective.   
 

They have to get out among sober people who they can establish long term relationships with 
and make connections in the sober world as soon as the therapist feels it is appropriate seems 
to make more sense than waiting a fixed 30, 60 or 90 days.  The interconnection helps them 
for things like finding jobs when they are ready, finding local community colleges for brain 
food before transferring to full time school (if that is their path). 
 

The Meccas we are familiar with are in California, Arizona, Minnesota, New York and Florida. 
They can start with detox and transfer to treatment, extended care, half way houses, 
outpatient and sober living all within the same community. 
 

Topic: Don’t focus too much on their “happiness and self-esteem” 

This process isn’t going to be all fun and games.  Keep the goal in mind and understand that 
the addict will have to feel their own discomfort and even some pain.  Keep telling yourself 
what they are told: “Pain is the touchstone of spiritual growth”, meaning the consequences 
will hopefully teach you to not do that again! 

I know, I know, but it drove me crazy to see her in such pain.  That was my 
problem, not hers.  They told me that if I helped her I would be sabotaging her 
recovery. I helped her anyway and it backfired.  She needed to feel the 
consequences before she got serious about getting the help she really needed. 

Stay strong.  Don’t rush to rescue them.  THEY NEED TO DEVELOP SOME GRIT!  Fight your 
need to make them “feel better”.  Let them feel what they feel and allow them to “grow” 
with that messy feeling.  Remember: transition is about “change” and change is often 
uncomfortable and difficult, but if they don’t change, their suffering has just begun. 

Trust us.  There will be plenty of time for happiness and self-esteem - theirs and yours - when 
the work is done.  Until then, stay in the day, do esteem-able things, and enjoy those 
moments that you can.  
 

Topic:  The cost of all this treatment and potential sources of funds 
 

The short answer: A year in treatment is comparable in cost to a year in college.  It can be 
very expensive (Ivy League) or more economical (Community College).  Living expenses 
likewise vary based on the “luxury factor” – single room with 48” TV and horseback riding on 
the beach vs. dorm with roommate and weekly bowling at the local lanes.   
 

On The Road   Transition Topics for a Parent Education Program   
 



September, 2014  Page 108 
 

Like college, locations range from inner city to beachfront to extremely rural to middle class 
suburban neighborhoods, virtually anywhere in the country.  This can have a tremendous 
impact on cost without relating to the quality of care.   
 

Many costs are “all-included” and others are a la carte – aspirin, meals, laundry, urinalyses, 
and so on.  This is especially important as it relates to medical and therapeutic costs and how 
the treatment facility charges for it: what is included and is in-house or externally billed?  
Programs can range from daily psychiatric or psychological sessions with a licensed therapist 
to once a week group therapy run by the house manager. 
 

Insurance companies are loath to reimburse for inpatient treatment.  The almost uniform 
reaction is to deny coverage and make the individual or their representative fight for it.  
Government intervention has been impotent to date but new laws may help to short-circuit 
the mandatory reimbursement for behavioral health services.  We’ll see. 
 

Having dealt with three addicted family members that had the same 
insurance, same disease, I found that the treatments approved and paid for by 
the insurance companies still varied. The company was not consistent in 
approving each patient for the same treatment.   
 

Even if you have full inpatient coverage, some insurance will approve only a few 
days of inpatient detox or deny coverage all together.  What was approved for 
one child was not approved for another.  Approval is on a case by case basis 
based on the insurance company's assessment of the patient’s degree of need for 
treatment.   
 

We found other options when our child couldn’t get into a facility because of our 
insurance. These options included Partial Hospitalization (PHP) - 5 hours, 5 days 
per week – and Intensive Outpatient Program (IOP) - 3 days per week, 2.5 hours 
per session.  They also made available a General Program (GP) which is one hour 
session, one day per week and basically insufficient – that’s not enough treatment 
to get and keep a kid sober. 
 

Like college, there are scholarships at specific facilities, but they are typically partial and 
becoming increasingly more difficult to access.  Many local governmental units, such as 
County Health extensions, can provide funding for emergency and short term inpatient care, 
but again, this can be difficult to access and hard to coordinate – if someone is in crisis they 
go to emergency and hopefully get placed, but there are procedures that almost require a life 
threatening situation before they will act – can you imagine going to the emergency room 
with signs of a heart attack but being sent home because the heart hasn’t actually arrested?  
It’s not fair – addicts are marginalized by society, and that has historically included the 
insurance industry. 
 

What will treatment look like in 2, 5, or 10 years?  We don’t know and it’s not our current 
problem.  We deal with today.  But the treatment industry has been subject to huge swings 
and shifts and it doesn’t look like that propensity to change will change.   The Affordable 
Care Act will force reviews of modalities and cost structures.  The history of treatment in the 
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US is speckled with bigger, better, smaller, more compassionate, more effective, more 
elaborate, more scientific, more holistic, more comprehensive, and of course more efficient - 
aka cheaper – modalities. 
 

Will inpatient treatment continue as a separate entity or will the services be streamlined and 
integrated to save money, pushing more addicts into non-residential treatment?  How will this 
affect treatment effectiveness?  We simply don’t know, but we have seen over and over again 
that hardcore users do better with inpatient treatment.  Figuring out (and accepting) who 
is hardcore is subjective.  Does one person deserve it and not the next?  Who makes that 
decision – doctors or insurance providers?  Or maybe governments and voters?  We suspect 
that while the industry will change considerably over the next 5 years, these changes will be 
more apropos for parents with children in the pre-crisis phase, i.e. in grade school, not us.  
We have to go with what is out there right now. 
 

This is not a call for advocacy, nor a warning, just a statement that the industry will change 
as a direct impact of the high cost of addiction medicine and treatment.  It will not always be 
about what is best for each patient, but maybe what is best for “society” – which, of course, 
is politically-correct “speak” for: do brain diseases merit the same attention as other more 
acceptable diseases?  Try that with adolescent leukemia and see what the reaction would be.  
 

Here’s the hard facts – because of the cost, many of us try to provide treatment at home.  We 
look to the school nurse, to a friend, to 12-Step clubhouses, to the family doctor, and many 
others for help and hope.  We make due, but the quality of treatment may be compromised.  
And frankly, trying to detox at home, among people, places and things the addict associates 
with past drinking and drug use, and possibly being controlled by parents who have not yet 
gotten better themselves, can not only be dangerous but also counter-productive.  If external 
treatment is possible, work to find an acceptable place that provides the best service you can 
afford and give your child the best chance you can.  We are not saying that you should hock 
everything you have: we are saying do the best you can for you and your whole family. 
 

So, here is a warning:  you can’t believe everything service providers claim on their websites.  
Their promise of administrative assistance and clear explanation of “all-inclusive” costs and 
insurance reimbursement isn’t always “completely accurate”.  Our parents have also reported 
being victims of outright scams by people offering to provide and charging for services to 
family members out of state, without actually providing anything.  These horror stories are 
not all that common but can be a real problem at a time you don’t need any more.  Stay with 
reputable, well-known operators and providers, and remember: if a deal seems too good to 
be true – and they tell you that all you have to do is give the person (on the other end of the 
phone) your credit card number – caveat emptor. 
 

We felt that our son needed to get out of the area, so we sent him to a facility 
over a thousand miles away in an area with a lot of young people in recovery.  
Unfortunately, he left the facility and relapsed. 
 

There are many good areas for recovery, but that doesn’t mean all the facilities 
in the area are as good.  We found out that if your child relapses, there were 
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characters who trolled the coffee shops and other places where young people 
hung out.  These trollers are paid a finder’s fee when they bring someone into a 
“treatment” program, which may not be the best.  We got a call from one of 
these trollers who had befriended our son.  He offered help promising to save 
him, take them to detox, etc.  I hate to be cynical.  Sometimes, a good person has 
the best of intentions, but other times, it’s a racket.  They look for street kids 
who have insurance or have parents willing to pay to help them.  We almost got 
scammed twice this way. 
 

Don’t let deceitful operators force you into paying for in-house IOP without your 
consent.  Be aware that once they have your credit card, they can start charging 
you or they can start to charge your insurance company for “in-house” IOP 
without your knowledge.  
 

I would suggest talking to other parents who have kids in good places, talk to 
reputable treatment centers about after care before your kid is released from 
treatment, and thoroughly check their professional certifications.  Have a plan.  
Know the reputable detox facilities and operators before your child relapses. 

 

Parents at parent support groups work with each other at each and every meeting to share 
information, guidance and referrals about service providers they have used, the ones who 
take insurance, who will help with payment plans, scholarships, filing for government 
programs and other helpful tips and tricks to save “smartly” and get reimbursed faster. 
 

Topic: Where do I spend my money?  Making financial decisions. 
 

In Chapter Seven of Standing in the Storm, we discussed how to budget for the first year of 
treatment.  Where you put your money depends on too many factors, including how much 
money you have, what kind of insurance you have and the severity of the addiction and 
willingness of the patient to accept help, all of which can vary all over the place. 
 

We do however stress again the importance of viewing this as a long term problem.  It will 
take more than 30 or 60 days to get better and costs for detox, treatment, sober housing and 
therapy can add up.  We suggest you develop a plan over a 12 month period.  A therapist can 
provide guidance and other parents can give you an honest assessment of what they 
encountered.   
 

At the time of this writing, the Affordable Care Act is about to go into effect in the 
marketplace.  Supposedly, addiction treatment is now considered “essential care”.  Will the 
carriers pay for services they refused before?  We can’t guess and would not assume that they 
will willingly comply.  We were disappointed before when the Parity Act was passed because 
the insurance carriers found loophole after loophole – they simply don’t like to pay for 
behavioral health services without a fight.  
 

We need to advocate for more mental healthcare. We get physical exams, eye 
exams and dental care with our health insurance.  Mental health is rarely covered 
by insurance. Question that. 
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One final thought: some parents have had a tough time collecting from their insurance 
carriers.  That’s obviously no surprise.  Some have used insurance collection professionals to 
work the carriers on their behalf. 
 

Topic: Chronic pain and addiction 
 

Nobody likes pain, and chronic pain can be similar to torture – it can break your will to do 
things, including the things you otherwise enjoy, and may even break your will to live.  
Suicide is often spoken of as an option for people with unresolved chronic pain.   
 

Doctors treat pain.  In many instances, they are ethically and morally obligated to do so, or to 
refer the patient to someone else.   

 

“The physician (also) has an ethical obligation to promote the dignity and 
autonomy of all patients. Physicians must respect the decisions made by 
competent patients. It is ethically acceptable to administer drugs in whatever 
dose is necessary to relieve a patient's suffering, even if doing so may cause 
foreseeable side effects, as long as patients or their proxies are made aware of 
this possibility.  However, physicians should not accede to demands for treatment 
that are inconsistent with sound medical practice. These concepts apply to the 
treatment of all types of pain.” 

Dickinson, Altman, Nielsen and Williams 
Western Journal of Medicine, February 2000 

 

As a result of new requirements, doctors could be sued if they did not properly address and 
manage pain.  So, at about the time the above article was written, there was an absolute 
explosion in prescriptions being written for pain medications.  We have already discussed 
what happened as a direct result. 

 

“When they put her on the pain meds the first time, no one told me about the 
risks this carried for someone who might be predisposed to opiate addiction.  We 
probably wouldn’t have understood, but we would have tried to find out.  She was 
only 14 for god’s sake. 
 

“We found out that one in four people who take this stuff are likely to develop a 
dependence or addiction to it.  You’d think that with that big of a risk factor 
someone would have told us.” 
 

“Then we found out that the earlier they take this stuff, the bigger the imprint 
on the brain to seek it out again.  What the hell are these people doing?  Nothing 
could possibly have hurt that bad to turn my baby into a teenage heroin addict.   
 

“They tell me her brain will never forget how good that stuff made her feel - that 
she will always crave that feeling.  Is that right?  What do I do?” 

 

Will there be a round of new rules and regulations in an attempt to put this horse back in the 
barn?  Of course, but how effective it will be is yet to be seen.  The drug companies making 
the opiates have a huge and well-funded stake in supplying the drugs, and there has been no 
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shortage of unscrupulous doctors and others, including internet suppliers from within and 
outside of the country, to fill the market need.   
 

The best we can do for our kids who may have to be prescribed a pain med is be inquisitive, 
engage the prescribing doctor in a discussion about the time for pain treatment, and be 
vigilant for the signs and symptoms of overuse leading to abuse.  Alternatives to opiates are 
recommended whenever possible.  You would be amazed what a couple of Advil and an ice-
pack will do for most pain.   
 

Is it your job to speak up about prescription drug use and potential abuse?  If the child lives in 
your house, you may feel the need to speak up, but be sensitive, based on the situation, to 
over-controlling this, particularly for your “adult” child.  If they live somewhere else, you 
may just have to let this issue go – including sleeping pills, anti-anxiety meds, etc.  Talk to 
other parents in the parent group about how they handled this. 
 

Topic: Sleep disorders and addiction 
 

This is a condition that parent should be aware of.  Remember, you can’t fix this but, if 
nothing else, you can see that the disorder may be serious and can cause enough problems for 
the patient (have you ever gone 3 or 4 days without sleep?) that relapse becomes a significant 
risk.  We summarize the issue with a quote from www.drugfree,org 
 

Sleep problems and substance use disorders often go together, according to a 
specialist who says many people continue to have insomnia even after they are 
able to successfully stop abusing drugs and alcohol. 
 

Doctors who treat sleep disorders and those who treat substance use disorders 
need to be aware of the possible connection between the two, particularly when 
prescribing sleep medications, according to Khurshid A. Khurshid, MD, Associate 
Professor in the Department of Psychiatry at the University of Florida College of 
Medicine in Gainesville. 
 

According to Dr. Khurshid, sleep disorders are between five to 10 times higher in 
people with substance use disorders, compared with the general population. 
Alcohol dependence can lead to insomnia and sleep disruption that can last long 
after a patient achieves abstinence, he says. Many people who take opiates 
report difficulty in falling asleep and staying asleep. Sleep problems can be 
serious enough to reverse the success of drug or alcohol treatment and cause a 
relapse, he notes. 
 

There are things the addict can try – and you may be able to suggest – but like most things in 
recovery, it takes time and patience.  Possible solutions (from the same source) include: 
 

Dr. Khurshid said doctors need to be better educated about lifestyle changes a 
person can make to help them sleep, and about the benefits of cognitive 
behavioral therapy for sleep problems. 
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Non-drug techniques to help people with insomnia include teaching them to use 
the bed only for falling asleep, and not for watching television, talking on the 
phone or worrying about not sleeping while lying in bed. Patients should be 
advised to avoid caffeine, nicotine and exercise close to bedtime. Cognitive 
therapy can be used to identify patients’ beliefs that cause them anxiety about 
sleep problems, and to replace these beliefs with thoughts that promote healthy 
sleep behaviors. 
 

Topic: “Medical maintenance” 
 

Medical maintenance – the practice of using physician-prescribed medications to treat drug 
addiction by reducing cravings and other withdrawal related symptoms – is controversial.  
There is no simple answer to it.  Most parents in our groups are at best skeptical of it, and at 
worst outwardly hostile. 
 

 
 

Clearly, to the entire medical community, abstinence is the preferred course of action, but 
for active addicts that train has obviously left the station.  The brain now “expects and 
craves” the drug that “solved their problem” – anxiety, loneliness, self-loathing, etc. now 
compels the addict to use it again and again. Abstinence, initiated and reinforced by both 
treatment and informed family support, still provides the best chance for a good long term 
outcome. 
 

A brief point-counterpoint outline of the pros can cons of medical maintenance (as have been 
presented to us by treatment professionals on one side and drug company representatives on 
the other) is provided below for those who would like to explore this issue further. 
 

Point:  Drug companies want to provide a magic bullet for addiction, and some meds they 
have promoted do help the addict get through the early stages of detox and recovery.  
Prophylactically, Suboxone counteracts specifics effects of heroin withdrawal; Antabuse 
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makes an alcoholic violently ill if they drink; etc.  But these drugs do not solve the 
psychological issues that remain.  Hopefully, they can hold off the cravings long enough for 
therapy and recovery program to start to improve the addicts outlook, but they do not 
dispense with the addict’s need to “escape their life” – getting high to turn the world off.  
Addicts who need to run away from their troubles will simply find another drug that is not 
blocked by the prescription, or won’t make them sick.  The “oblivion” factor the addict seeks 
with the “high” is not negated by any medical maintenance chemical. 

 

Counterpoint:  Most treatment professionals we know argue that reliance on drug therapy to 
stay clean and sober is counter-productive to long term recovery.  Some ban it from their 
programs outright.  Other facilities use it sparingly to ease the addict through withdrawal. 
They believe that a continuum of care over long time periods is the only way to overcome the 
long term barriers to sobriety.  Unfortunately, good treatment is expensive and our society is 
increasingly unwilling to foot the bill, and relapse is all too often the result.  This has led 
several medical maintenance “advocates” to claim that withholding the drugs that prevent 
cravings is akin to medical malpractice. 
 

All parents have to make up their own minds on this controversial topic.  As a parting 
thought, we share a letter from a trusted parent support group advocate to sum up the issue: 

 

“Throughout my 42 year career in the addiction treatment industry I have seen 
many changes. One thing, however, has remained the same - the continued search 
for the "magic bullet" or "cure" for alcohol and drug addiction. Addiction research 
is typically funded by the government or pharmaceutical companies and is often 
driven by medical professionals who are focused solely on medical solutions. 
While many of these solutions have worked, many have also failed.  

 

“Research is vital and we need to continue to study the disease of addiction to 
improve treatment methods and outcomes; however, we cannot continue to 
discount the behavioral, therapeutic, and spiritual approaches that have been so 
successful in treating this disease for decades. We know treatment works. We 
know abstinence works. We need a full continuum of care to treat this disease, 
and we need to ensure that the Affordable Care Act includes and supports this 
idea.” 

Mike Early- Director of NAATP 
 

This presents us with a double-edged sword.  Since CDC considers the abuse of prescription 
(Rx) medications, particularly opioids as an epidemic, the use of medical maintenance – 
which can cause many of the same problems but may also save lives – is a balancing act 
and not a cure all.  So you end up with drugs treating drug addicts and still require therapy, 
personal recovery, and family support. 
 

The Food and Drug Administration has approved three products to treat opioid 
addiction: methadone, buprenorphine and naltrexone. These are very different 
medications with very different effect and side-effect profiles: 
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• Methadone and buprenorphine have some of the same properties as other 
opioids. They can be abused like other opioids, but at the proper dose, they are 
effective in reducing withdrawal symptoms and cravings. 
 

• Naltrexone is quite different. It is an opioid-antagonist that blocks the effects 
of prescription and street opioids. It can only be prescribed to a patient who has 
been completely free of all opioids for at least 7-10 days. When taken, it will 
block the effects of any opioid use. It is basically chemical armor that protects a 
person in early recovery from experiencing any "high" or other effects of 
prescription or street opioids. 
 

• None of these medications has an effect on non-opioid drug use; none will 
prevent the use of marijuana, cocaine or other types of drug use. 
 

These medications have undergone rigorous safety and potency checks, much like 
maintenance medicines for other diseases like hypertension or diabetes. They've 
also been proven to be successful when used as an integral part of a broader 
addiction treatment plan and continuing care. Medication-assisted treatment is, 
as Harold Pollack said in The Washington Post, "an imperfect, yet essential tool" 
to treat opiate disorders, and as we see it, critical in preventing the migration 
from prescription painkiller abuse to heroin. 

 

Stephen J. Pasierb (Drugfree.org) and A. Thomas McLellan, Ph.D. (TRI) 
 

“Imperfect, yet essential…”   Bottom line:  certain drugs may provide help, but they are not a 
replacement for comprehensive, holistic treatment.  All drugs have side effects and if 
addictive will affect certain percentages of the population.  Many will benefit, but some will 
suffer.  What we have to ask ourselves is: is the risk of taking such drugs worth the potential 
benefit for my child?  Doctors should be required to do more than they do today to warn 
patients of the potential harm of these drugs and be held accountable for over-prescribing. 
 

We are sure this debate will continue, but feel that outside forces – especially cost 
management by insurance providers – will push more and more patients towards daily pill-
popping to “control” the addict.  Financially speaking, pills are cheaper than residential 
treatment.  In the meantime, we understand that not everything can be done with a pill or 
patch.  In many cases, detox and residential treatment is an absolute necessity, that 
medicinal interventions may have value for days and possibly weeks at early stages of 
recovery to help the patient over a hump, but we believe that therapy and psychosocial 
support are the only practices for most people to affect long term change and sobriety.  Our 
kids have reported that getting off certain prescribed drugs is as hard as or harder than 
getting off the street drugs they were taking. 
 

Time will tell how this works out – to date, no drug has lived up to the magic bullet hype.  In 
the meantime, parents should follow the discussion and consult with their medical and 
treatment providers to determine if medical maintenance is recommended.  Parents should 
not direct their child’s treatment, but should be aware of the alternatives, and be reminded 
that if a “cure” is offered that seems too good to be true, it probably is. 
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Topic:  Another word to Treatment Providers – complaints, praise and 
requests 
 

Parents report that a typical discharge conference lasts less than 15 minutes.  Seriously?  That 
includes an explanation of their diagnosis, status, what they experienced, the meds and other 
suggested regimens they should follow, and somewhere at the very end (when our heads are 
really spinning) they give us some mimeographed sheets and tell us what the parents should 
do.  You get a photocopy of “things to do”, a pat on the back, a Kleenex, and the door. 
 

Parents frequently report being told the following “to do” at discharge from treatment 
facilities, almost exclusively at discharge: 
 

x You can’t control her.  So make sure you take care of yourself. 
x He’s probably not ready to go back to college yet.  It’s better to keep him home 

for the next few months. 
x Make sure he takes his meds and goes to meetings every day. 
x Make sure she gets exercise and eats right. 
x They shouldn’t drive with those medications, so get someone to drive them… 
x Any questions?  Oh, talk to your therapist about that.  Any other questions? 

 

Hey!  Talk to us!  Prepare us for what is to come.  Seriously, if providers even speak to us at 
all (because of HIPAA or geography or patient rights or time constraints or whatever) why do 
our child’s doctors, psychiatrists, therapists, rehabs, counselors and others assume we are 
going to hear and understand what they tell us when our child is released from their care?  
We need a thoughtful approach to parent education and change. 
 

We know this isn’t the providers fault, but it fits here better than in any other topic… 
 

If a child experiences a relapse, they show up at the hospital and the staff 
informs you that you have hit the maximum allowed for psychiatric or mental 
health care.  Does this happen for any other disease?  If you have symptoms of a 
second heart attack, what would the emergency staff say to you?  Go home and 
wait until next year when your coverage is reestablished? 

 

This whole system is entirely unacceptable.  In fact, it’s disgusting and amounts to 
institutional malpractice, but until it changes we have to live with it and figure out how to 
take care of our children and ourselves.  If you know the patient is incapable of taking care of 
themselves – and that it is likely they will need ongoing care and support after the planned 
treatment is done - responsible care providers should start engaging the patient’s support 
system, including the parents,  IMMEDIATELY.  Yes, at admission, not discharge. We can’t 
advocate here for such things – we have to live with the system as it is, but we feel that such 
discrimination – against a whole class of sick people – is repulsive. 
 

Parents uniformly seem to have one beef with the treatment industry.  We feel that most 
facilities need to engage the family support system from the minute the patient is placed in 
their care, and continue it for a year beyond patient discharge.  Sending a child or young 
adult, or any aged patient for that matter, to a place or facility that is uninformed and ill-
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equipped to help them is so widespread and contributes to relapse.  The aftercare system 
must be fully informed and ready to help the patient, or they should not be released.  This 
should be a responsibility of the treatment provider. 
 

In our experience, resources and information that we get from most service providers – 
information that is supposed to inform and prepare parents to get their child back – are at 
best vague.  It is usually about the child, not the parents, and not about what the parents 
should expect or how to handle it.  THIS IS UNACCEPTABLE AND THE INDUSTRY MUST CHANGE. 
 

PARENTS NEED a full accounting of what to expect and how to deal with the “most likely” 
scenarios parents can expect to encounter.  We are not talking about the problem as Bill 
White referred to – we are talking about the parent’s part in the solution!  Clear precise 
information and training to understand the disease, the potential for relapse and its signs, 
specific “what to do if” instructions, and a post-treatment plan should NOT be handed to the 
parents when they pick their kid up 30 minutes before discharge.  Give us materials to read, 
videos to watch, and a resource contact WHEN THE CHILD ARRIVES at the treatment facility. 

 

Why didn’t they tell me what to expect?  Why did they wait until 3 days before 
discharge to make a recommendation where to go next?  Why didn’t they make a 
point – make me sign something – that made me aware of the things I should be 
doing, investigating and getting ready for while they were in treatment?  Did they 
expect I should understand all this?  And what they recommended was going to 
cost me way more than I could afford.  It was like some car salesman trying to sell 
me more car than I wanted.  I was so pissed off. Why couldn’t they have treated 
me like a responsible person and with some respect from the time I walked in? 

 

We understand the reluctance of many to get involved – there must be multiple reasons why 
treatment providers do not provide such information and attention.  But in our opinion, all 
such reasons are simply excuses, and you know what they say about excuses… 
 

 
 

If family support is number two on the list of factors that predict positive outcomes, how 
come the treatment industry hasn’t been pounding on the caregivers doors to make sure that 
the family understands what they can do to contribute to the long term well-being of the 
patient?   Why isn’t there a parent education PROGRAM for them to follow and get 
reinforcement from?  Why has this been so neglected? 

On The Road   Transition Topics for a Parent Education Program   
 



September, 2014  Page 118 
 

 

As past, present and likely future caregivers to the patient, we feel that nothing gets a 
treatment provider or therapist higher marks in our referral system than one who is frank, 
honest, and engages the parents and other family members in the recovery process from day 
one.   
 

The providers who simply call us in on the day the patient is being discharged to say,  
 

“Here’s some (old mimeographed) discharge instructions.   
Now, remember to go to Al-anon.  Good luck…” 

 

…are the ones we tell other parents to avoid at all costs.  That “service” is unacceptable. 
 

By the way, the same goes for psychiatrists and all other service providers.  Don’t make us 
feel like mushrooms: kept in the dark and covered in crap.  We get enough of that from our 
kids.  On behalf of our parent group members, we ask that you kindly reach out, give us 
information pertaining to US, as parents – what we should expect, what works and what 
doesn’t work, where we can get help for ourselves, and so on. 
 

If we hear that you neglect us – we are sure to pass that information along to other parents.  
The acrimony about such treatment is vociferous.  Conversely, if we hear that you give us 
consideration and support, we are very careful to pass that along as well.  This is not a 
threat or even a plan – it is a natural human reaction to being neglected or being respected. 
 

Also, to the treatment INDUSTRY, perform research and make available evidence-based data 
on the impact of parent involvement in child recovery with recommendations on actions and 
behaviors we can adopt to give our kids the best possible chance at recovery, including the 
occasional advice to “do nothing” if that is what applies to certain situations.  Our gratitude 
and appreciation will follow.  We know plenty about what our kids should and should not do – 
now… give us evidence to support whether parents are doing the right things or not. 
 

Let’s switch from the negative to the positive.  What are common “good” things parents say 
about “good” service providers? 
 

x They made us commit to specific behaviors while the child was in their care.  
They told us why, how it would help, that we would otherwise compromise the 
care plan, and that they would enforce OUR compliance with the agreement.  
Thank god they did that. 

x They said they wanted to meet with us after the first week, and told us what 
behaviors we should change to improve his recovery chances and outcome. 

x They helped us draft a two-way contract.  Things our child had to do and things 
we had to do.  Really – they told us what we had to do and NOT do 

x They let us know that her recovery is hers, but we could make things easier for 
her by actually making it harder.  They told me to do the opposite of what I was 
doing. 

x They gave me things to read and write.  I didn’t see the point and blew it off.  
They told me that was unacceptable and that I had to complete the assignment or 
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find someone else. You know what – that took guts.  They said – I don’t want your 
money, I want your kid to get better. 

x They said go to six al-anon meetings and then call his counselor after each one to 
let us know what we learned. 

x They had a family program.  The information was good but I was in shock.  They 
gave me instructions and said go forth, but I was shell shocked.  The next day, I 
couldn’t remember half the things they talked about. 

x They didn’t have a family program so they directed us to this parent meeting.  
We learned more there than in any book. Lecture or internet article.  It took a 
while but we needed that ongoing education, reinforcement and access to 
resources. 

x The therapist had “group” sessions and parents came once every other week.  
Thank god.  That was the place I finally got that it wasn’t just their fault.  It was 
a disease and I could help or hurt their progress. 

 

In defense of the treatment industry - parents need to be honest in their expectations.  We 
are all wounded and look to the experts to fix us.  That doesn’t happen – they can’t magically 
make that happen, no matter how much money you pay them.  Just like the addicts in 
recovery, you, as impacted family members, need to do the work of recovery – the work of 
stopping certain behaviors, starting newer healthier behaviors, and making those changes 
permanent one day at a time.  It may be the treatment providers’ responsibility to show us 
the path, and our responsibility and choice to take it or not.  And there are things we must 
try to understand, and things we simply must accept regarding this infernal brain disorder. 
 

Early recovery for any client is all about ceasing the addictive behavior and 
engaging in recovery principles and tools. Getting into recovery is so challenging. 
It’s like learning a foreign language while being expected to perform everyday 
tasks and be happy about it all the while. The child with addiction in early 
recovery can suffer from mood swings, self-esteem swings and an exaggerated 
sense of emotions due to what they had been using to control their feelings, 
potentially over a long period of time.  
 

The families in early recovery, especially parents, have their own timeline and 
their own sense of understanding. The child may have lived with the knowledge of 
what they were doing for a long time, but the parent may just be coming aware 
of everything. I respect that parents need their own time to digest the immensity 
of their child’s addiction while needing to learn recovery principles and language. 
 

Early recovery is also impacted by a severe lack of trust in so many aspects. The 
client, their families and their community have all been lied to at some point. 
The client believed they could “handle it”, and very likely so did their drug 
dealer.  They told their parents “everything is fine” and their community was 
told “it’s not happening in our back yard”.  All these lies impact their trust of 
each other and create suspicion that any of this can get better. That is why 
finding recovery support, including family support groups, is so helpful.  Trust is 
a vital part of the relationship that the client must regain and that takes TIME 
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(Things I Must Earn).  Parents feel betrayed, but hopefully they will quickly come 
to realize that the child is sick and needs time to heal. 
 

Keeping it simple in early recovery of both parent and child can be really helpful 
in gaining traction or a footing in the recovery journey. What that practically 
means is looking at what the families or individual is doing in their first 6 months 
to a year, and is subject to two ifs: 
 

x If the child is in the “change process’ and is able to attend all expected 
recovery responsibilities.  

x If the child can meet scholastic demands or hold even a part time job, and 
remain consistent in their efforts that aid in the development of trust.  

x If the parent can be consistent, supportive, and not undermine the efforts 
of the recovering addict and the rest of their support system. 

 

Parents that throw themselves ALL IN, learning and practicing what they can as 
well as taking care of themselves, are the ones that “get it”. 

 

Parents need to do their part.  We cannot expect to stay the same and see everything around 
us change to meet our expectations.  We have to be a part of the team, and we have to work 
to ensure our part is done – as a parent and now a person in recovery from the trauma and 
grief caused by the disease.  But, as novices, we need help and should EXPECT that the 
therapists and treatment providers we work with help to inform us how to do all that. 
 

If and when the child returns home, they should come home to a healthy environment.  It 
should be mandatory that every treatment professional working for a “client” explain that to 
the family at the outset of treatment and well before the child goes home.  Unless otherwise 
investigated, the professionals should assume that we are as sick as our kids.  Please - tell 
parents straight up, even at the risk of offending us, that we have been harmed by the 
disease too.  Provide us support and additional information where to go for help, preferably 
with a detailed plan and instructions, including access to specific resources, to maintain OUR 
journey.  Maybe you can’t tell us everything because of HIPAA and privacy laws, but that 
doesn’t mean you can’t tell us anything. 
 

As part of every discharge plan, treatment providers should provide directions specific to the 
patient and to their support system (i.e. parents and family), including family education and 
ongoing reinforcement in the form of group family sessions, and other educational 
opportunities.  Please - help parents start support groups – it may be a natural extension of 
what you do and a great way to develop recognition within the community for your practice.  
No provider or therapist can have a 100% satisfied customer base, but we have seen over and 
over that it takes just one unsatisfied parent to offset the praise of ten others.  The 
therapists we recommend are not the ones who tell us what we want to hear; they tell us 
what we MUST hear.  They help us change in order to provide the safest environment for the 
recovering addict to return to. 
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Topic: 12 step programs for addicts and alcoholics 
 

There are several recovery fellowships that follow 12 step programs. The original was 
Alcoholics Anonymous which started in the1930’s.  Their program helps the afflicted get clean 
and sober, stay clean and sober, and change their behaviors to pursue a more spiritually 
based life. 
 

With the help of meetings, a “sponsor”, and a written “program”, the alcoholic or addict 
learns what the 12 Steps mean and then how to apply the Steps to their lives: 
 

 
 

It’s safe to say that the program works for some people and doesn’t work for others.  There 
are as many reasons for success or failure as there are people who try, but willingness and 
effort plays a big part.  How sick the addict is, how long they have been using, how much and 
what type of drug also plays a part.  Outside factors including treatment, therapy and family 
support will favor or handicap the 12 step program and vice versa.  There are no guarantees. 
 

The stereotypical view of the fellowship is a poorly lit room in a church basement filled with 
smoke, old men and bad coffee.  Apart from the bad coffee, the picture has changed a lot.  
AA, NA and other 12 step programs are full of men and women of all ages, from young teens 
to the young at hearts (in their 80’s and 90’s). It’s an open community with people from all 
walks of life who share a common bond; their common problem and the desire to get better.  
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The meetings follow a variety of formats (for beginners, step work, speakers, etc.) and follow 
group guidelines (called traditions) to run the meetings with the least possible organization.  
It is a truly democratic structure which has survived for decades in tens of thousands of 
weekly meetings attended by millions of members all around the world.  
 

People love and hate 12 Step programs.  Depending on which side of the fence you are on, 
one of the biggest pros or cons is the spiritual element of the program – the “need” to 
develop a relationship and reliance on God (aka Higher Power). This reliance is meant to 
diminish self-reliance (which 12 Steppers feel is what got addicts where they are today), 
replacing it with humility, gratitude, acceptance, and other “spiritual” traits. 
 

These changes turn many newcomers off to recovery. Their pride is already hurt but their 
self-centeredness wants to protect what “dignity” they think they may still have – they 
become defensive of those who say they must surrender to a program. Many addicts who 
come in have abandoned their family religion or the belief in God as retaliation for feeling 
abandoned by it.  
 

Does that make sense?  Many addicts in early recovery are pissed off that “God” let them get 
to this point, and many of our parents report feeling the same way.  
 

 “How could a loving god allow this to happen to my child?”  
 

Many of the people in recovery carry this God focus to an extreme, while others are more 
casual about it, and still others have no belief system but enjoy the fellowship and 
camaraderie.  The bottom line is that the fellowships have been and continue to be very 
successful for a portion of the recovering community.  As many members say: “it’s the best 
show in town for a buck” (referring to the typical ‘pass-the-hat” contribution most members 
make at each meeting). 
 

For parents who want to understand more about 12 Step programs, we suggest reading the 
“big book” of Alcoholics Anonymous (by the same name) for a better understanding, and 
better yet to attend an OPEN AA or NA meeting, preferably with a friend or family member 
who is familiar with such meetings, to see how they work.  The meetings and speakers can be 
very enlightening, heartwarming, inspiring and often a lot of fun.  
 
 

Topic: 12 Step programs for parents and family members 
 

The big three are Al-anon, Nar-anon and Families Anonymous.  Recently, a growing number of 
parents are also finding help from ACA. 
 

These fellowships follow the same principals of recovery as their counterpart fellowships AA 
and NA, with virtually the same steps and God- or Higher Power-based solution.  The 
difference is that it is for family members and loved ones of the addict – those who have 
suffered because of someone else’s alcoholism or addiction, and who is seeking relief from 
the chaos and turmoil that has caused.  It is open to all those with addicted spouses, parents, 
friends, partners, and kids, and is very much focused on them rather than their “qualifiers”. 
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Many of our parents find comfort and support at such meetings, but the majority report being 
frustrated with the formats and practices when they are in Crisis.  They go to these meetings 
expecting to be told how to fix their children, and find out they are there to fix themselves.   
 

They also become frustrated with the format that does not usually allow “cross-talk”, the 
back and forth dialog between members looking for advice and feedback on issues regarding 
their addict.  Such is frowned upon in 12 Step meetings for good reason, but encouraged at 
parent meetings, also for good reason.  The reasons are that the two types of meetings – 
parent support group vs. 12 Step meetings - have different objectives.  
 

Our parents report that when they are firmly in Transition, the meetings start to make more 
sense and they get much more out of them.  Working the steps of recovery in Al-anon and 
Nar-anon is an effective and eye-opening way of self-development that the Parent Support 
Groups encourage when the parents are ready. 
 

Topic: non-12 step programs for addicts and family members 

Beyond the programs mentioned above, there are a variety of programs available to help both 
addicts and their family members find and pursue recovery.  Some are prepared and offered 
by mainstream recovery organizations such as NCADD (The Council) and its affiliates, the 
Partnership at Drugfree.org, and other prominent national organizations.  Others are more 
regional such as the Treatment Research Institute.  There are specific programs that help 
guide parents and family members towards treatment and recovery such as the CRAFT 
(Community Reinforcement and Family Training) and SMART (Self-Management and Recovery 
Training) Family and Friends programs.  And most of the Tier One treatment facilities (such as 
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Caron Treatment Centers and Hazelden Foundation) have parent education programs and 
other outreach programs available to patients, families and third parties, either as part of the 
treatment process or as a separate service.  Many local governments, community centers, and 
even some school districts offer family training. 
 

We are not in the business of advocating for any modality but these alternative strategies are 
worth exploring in the next manual.  CRAFT appears to be a form of non-confrontational 
“controlled manipulation” to encourage the addicted loved one to go to treatment.  In other 
words, the program does not suggest that family members are “powerless” – they can’t 
control or cure, but they can influence.  We agree with that premise, Keeping an open mind, 
we will not discount this program, but cannot speak for its effectiveness or its emotional 
effect on parents, to which the program is largely silent – it’s purpose is to get the addict to 
treatment.  An excerpt from a description about the CRAFT program: 
 

Family members or friends often come to us before their loved ones do. However, 
if you’re looking to “force” someone to change, it can’t be done (at least not for 
long). Fortunately, despite the popular view that you can’t do anything to change 
the person with addiction, there are methods you can use to increase the odds 
that individual will begin to change and enter treatment. 
 

SMART Family and Friends is an online support for loved ones of addicts who undertake the 
SMART “self-help” program.  They draw predominantly on the suggestions outlined in the 
CRAFT program. 
 

Most of these programs are geared towards drug prevention, addiction education, and in some 
case intervention - getting the addict into recovery - and less on parent recovery.  We have 
reached out to them to request that they might include more information on parents in 
transition.  Historically, these programs have directed parents to Al-anon, Nar-anon and 
Families Anonymous for their (family members) personal recovery once the child or family 
member gets into treatment. 
 

Topic: Religion and recovery 
 

Addiction doesn’t care what religion you observe.  Addiction hits all peoples regardless of 
race, religion, politics, ethnicity, gender, age, social status or any other demographic.  It’s an 
equal opportunity disease, and we at the parent groups are equally as inclusive. 

 

We welcome everyone.  The only requirement for membership is being the parent, 
grandparent or guardian of an addict.  We do not promote or bar any specific religious or 
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denominational practices.  Our members are accepting and tolerant of all religious views.  
Expressing your spiritual views are encouraged, however we discourage proselytizing at the 
meetings for or against any particular religious views.  We feel that religious matters are the 
domain of our houses of worship, and spiritual practices the realm of 12 step programs.   
 

Topic: Visualize what your family-in-recovery looks like 
 

For many of us, this is like an impossible dream, a fantasy that will never come true.  We can 
assure you that recovery can and does come to those who work for it. 
 

Your child may magically get sober, give up his or her addictive habits and behaviors, become 
a productive member of society and reestablish a loving caring relationship with you, without 
you lifting a finger or changing any of your habits, attitudes and responses to their using.  This 
is almost unheard of for a child living under your care, supervision or financial support. 
 

That being said, it is more likely to happen to an adult child not living with you and you 
aren’t aware of it.  Nevertheless, something has to change in the addict’s life for that to 
change.  Most have to “hit bottom” through some sort of event or consequence, or from a 
long series of smaller events – waking up hung over every morning not knowing where the car 
is parked, where they had been last night, who they had been with and what had happened.  
Addicts can and usually do get sick and tired of being sick and tired. 
 

But if they live with you, you will have a hard time living like that, and hopefully intervened 
to do something.  If they accept the help, get into treatment and start to change – show up 
for appointments, work, school, etc., maintain their appearance and “stuff”, act politely and 
responsibly, and otherwise come across as a normal, happy human being, you will know what 
recovery can look like. 
 

Recovery in itself is fragile and you may be disappointed that it doesn’t last forever.  This is 
where you can again contribute positively or negatively.  Many of us say the best thing to do 
when you aren’t sure what to do is… nothing.  Just maintain your boundaries and do not 
permit the chaos to return in the home or with your money and support.  
 

To stay in that zone, we recommend going to meetings for an extended period.  Even if you 
and your child are doing well, the reinforcement comes in handy if they hit that speed bump.  
You don’t overreact or freak out, but rather handle things with calm resolve.  And your 
attendance at parent and 12 step meetings can help others stay strong as well.  For those of 
us who have been coming around to meetings for a while, we recognize that our “service to 
others” keeps us healthy – helping others is the best way to help yourself. 
 

If your kids find their way “into the rooms” that is exactly what they will hear and learn – 
that the only way to keep their sobriety is to “give it away” by helping others.  When you and 
they speak the same language – when you can sit down with your kids around the dinner table 
and discuss how you work your program (not each other’s) and help others stay sober - the 
connection is amazing.  You will start to see how your kids are saving the lives of strangers 
suffering from the same condition.  And then, almost without fail, a close friend or outside 
family member experiences a problem and you watch your child step up and help them.  
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When this happens, and it happens all the time, you will feel a sense of pride and respect 
that you never thought possible.  For newcomers, it’s an almost impossible scene to imagine –
their out-of-control addict saving other people’s lives.  But we see it every damn day. 
 

I never would have thought it possible, but I have seen my kid in action helping 
others.  These kids have lost a lot of friends and acquaintances to overdose, so I 
know this damn disease is no joke. Her friends come over for dinner once in a 
while and they talk about what they do at meetings, with their sponsees, and 
with newcomers. They also tell me about the funerals they have gone to.   If half 
of it is true, and I have no reason to believe it isn’t, it’s an amazing thing.  It 
makes me proud to think that she is not only doing something good with her life, 
but something so powerful for others. 
 

Families in recovery share a special bond that transcends age and station, which in our case is 
the parent child relationship.  We become equals in a very special way.  We develop trust in 
each other once again.  We find that we can count on our kids, rely on them to be there when 
we need them or when something goes wrong; to be what we always expected from a loving 
member of the family.  We watch each other deal with a horrible handicap and emerge 
stronger.  There is nothing quite like it and we hope you find yourself in that position soon.  
 

“I love people who make me laugh. I honestly think it's the thing I like most, to 
laugh. It cures a multitude of ills.” 

Audrey Hepburn 
 

Laughing is an absolute necessity in recovery, and we practice it regularly!  Audrey would 
have loved our meetings and adore our families in recovery, because we know how to laugh.  
We have hope and we pass that on to others because we see that life doesn’t end with a 
diagnosis – a new one starts and it’s not all bad.  Sure we have bad days, but we aren’t a 
gloomy group – we take the bad with the good.  We take things seriously but understand that 
“this too shall pass”.  We understand that if you aren’t able to enjoy the small things, then 
you will never be able to focus on and enjoy the big things. 
 

Then something miraculous happens.  We develop respect for our kids in recovery. 
 

We are here because we love our kids.  We love our families.  Hopefully, with that love, there 
comes patience.  Hard work is needed too, but always love and patience. 
 

“You know that place between sleep and awake, that place where you still 
remember dreaming? That’s where I’ll always love you, Peter Pan. That’s where 
I’ll be waiting.”  

Wendy from Peter Pan 
 

We hope you join us to see for yourselves. 
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Other Transition Topics 
 

x Re-entering life – starting or going back to college or job 
x LGBT and gender identity issues 
x Gender differences – addiction and treatment 
x Some suggestions about communicating with your addicted child 
x Money and addiction, and why we should cut them off 
x What we owe our kids 
x Morality 
x Pregnancy and parenthood 
x The importance of healthy living and having fun 
x Holidays, special occasions and visits home 
x Advocacy 
x Outcomes and objectives of recovery 

 

Topic: Re-entering life – starting or going back to college or job 
 

This is the thing that seems to stump so many parents.  Do you push them to get back into 
life, or do you let them focus on recovery for weeks, months, or longer? 
 

We see lots of parents who finally get their college bound kid into rehab, and angst about 
getting them out and ready for school the following week.  In 99% of the cases, this is not a 
good idea.  A recovering brain needs time to get sober.  Addicts literally need to get their 
marbles back before they try to use them again. 
 

We want our kids to get back into life when they are ready, not before.  Stress, tension, going 
back to people places and things before they are in a strong spiritual condition and have the 
confidence, self-esteem and an established support network to help them. 
 

Here’s the answer we give that no one wants to hear:  it’s different for every recovering 
person and depends on their age and maturity level, what they used, how much they used, for 
how long, their mental health status, the quality and length of treatment, their support 
network and so on.   
 

When my son was finishing up his first rehab, he wanted to go to a halfway house 
close to our home.  I remember sitting in the family meeting as he was telling us 
his plans. I remember the overwhelming fear and anger I felt, knowing that the 
halfway house he wanted to go to was too close to our home. I knew if he lived 
that close, nothing would change and his life would go back to an existence he 
was comfortable with. He already knew he could no longer live in our home. It 
was an attempt to manipulate us.   

 

If they don’t go to extended treatment of a halfway house of some kind, many of our kids 
come home, crawl onto the couch, and “veg” for weeks, doing little other than smoke 
cigarettes and go to meetings.  It can be a source of friction because, once again, their 
behavior is not “normal” – and can send the wrong signals to our non-addicted and 
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enterprising children.  We look at them and often think “lazy”.  Instead, we should look at 
them and think “brain repair in progress”. 
 

This is one of the reasons we suggest extended treatment or sober living away from the 
family.  It gives them time to get their marbles back, and prevents us from relapsing into our 
old behaviors which typically includes a combination of nagging (why don’t you shave?) and 
enabling (can I get you anything at the store?). 
 

Time takes time and the brain needs as much as it can get in early recovery.  If at all 
possible, let their therapists and support network help them figure out when they’re ready. 
Be patient.  Talk to other parents in the support group who have experienced something 
similar (in terms of child age, gender, drug addiction, etc.) and listen to what they did.  In 
every case, that can be a tremendous source of information. 
 

After two weeks, I wanted to strangle him.  I expected him to apply for a job but 
when I came home and saw that he hadn’t left the house, I lost it and was all over 
him.  When I explained it to the other parents they gently suggested I try to take 
it easy.  They helped me understand that he really needed time and that jumping 
all over him wasn’t going to help – it might actually push him over the edge. 

 

Notwithstanding the above, the choice to push or pull back is subjective and needs to be 
reviewed with experienced, dispassionate, reliable people, who are willing to tell parents the 
truth as they see it rather than tell them what they want to hear.  Returning to school too 
early can completely reverse what is learned and practiced in rehab.   
 

Topic: LGBT and gender identity issues 
 

I  just was carrying around this sadness inside and this shame of the fact that 
I  was gay, then I was like “Why am I ashamed of who I am?  I ’m gay”. 
 

Ellen DeGeneres 
 

Ellen suffered loss of her TV show, death threats, and faced financial ruin when she came 
out.  Thankfully, homophobia is decreasing in this country, but it is still active, especially in 
certain demographics and sectors of “society”.  Studies have shown that gay youth are more 
susceptible to being bullied, marginalized, and tragically even rejected by family members.  
Please, don’t be one of those families.  This stress can subject them to drug and alcohol use, 
and several studies have indicated a higher rate of abuse among the LGBT community. 
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Fortunately, studies indicate that the LGBT community is also more open and willing to seek 
out treatment at higher rates than the heterosexual demographic.  The primary causes listed 
are stigma associated depression, shame, and an intense needs to escape situational 
discrimination and prejudice-induced feelings. 
 

A decade ago, the Center for Substance Abuse and Treatment published findings that gay and 
lesbian more than three times as likely to be heavy drug or alcohol users.   Why?  Let’s start 
with shame.  Until 1973, the American Psychiatric Association labeled homosexuality as a 
mental illness.  Some people still do.  Most of our parents find this tragic, if not disgusting. 
 

How do most people deal with the shame of stigmatization?  They deflect, deny and hide from 
it.  The pain that causes is a lightning rod for cultivating drug and alcohol use.  Many of the 
LGBT community not only find sobriety in the treatment and recovery communities, but 
fellowship and relief from being stigmatized for who they are.  This double layer of shame is 
lifted and they can thrive. 
 

We have chosen not to interview specific individuals for this topic, but our parents also find 
the rooms of parent support groups a huge comfort and safe place to talk about their kids, 
gay and straight or still-figuring-it-out.  All we want is for them all – parents and kids – to feel 
loved and not judged.  The country seems to be going in that direction.  Our meetings are 
already there. 
 

On the outside, my 16 year old daughter was a beautiful, outgoing girl that 
excelled in academics and sports.  What I later found out was that on the inside 
she was struggling with self-identity and self-esteem, which manifested into an 
obsessive compulsion to be the perfect daughter, friend, and student.  
 

Her inability to understand what was driving her need for perfectionism and her 
search for acceptance contributed to her struggling with depression, her anxiety, 
and ultimately self-medicating with drugs and alcohol.  She was also conflicted 
about being gay in a very hetero world.  It was a one-two punch that she felt she 
couldn’t talk about. I knew something was wrong but was unable to see what, and 
she was unable to share it with me.  I can’t imagine how hard that was for her.   
 

I thank god that I was able to learn that practicing my own self-compassion and 
embracing my own  imperfections was the best way to help my daughter – as 
Brene Brown put it – to understand how to engage “the world from a place of 
worthiness and know she is  worthy of love, belonging, and joy”. 
 

To look at her at 16 was like seeing the proverbial swan gliding across the lake, 
but was actually paddling like hell underneath. Luckily we were able to find a 
treatment program that helped her gain an understanding and acceptance of who 
she truly was, gender identity and all, in addition to understanding her addiction.  
She’s sober and comfortable in her own skin today, but it was a difficult time. 

 

There are facilities that specialize in addiction treatment and aftercare for the LGBT 
community but we have little experience with these places.  More and more, treatment 
facilities and therapists have become better educated and more sensitive and responsive to 

On The Road   Transition Topics for a Parent Education Program   
 



September, 2014  Page 130 
 

this previously underserved group.  We welcome input on this topic as many of our kids are 
gay and lesbian or have gender identity issues.  Hopefully society will continue to become 
more accepting and inclusive of these beloved children of ours, and treatment facilities will 
likewise develop more programs designed to care for their specific needs.  Stay tuned. 
 

What happens when one or more young lesbian women – in a gender-specific 
treatment facility – end up liking someone?  Basically, the same thing that 
happens in a mixed-gender community when straight young guys and straight 
young girls live together; drama happens and we have to deal with that. 
 

As a lesbian in recovery, who also works as a therapist at a gender specific 
treatment facility, I try to share a little bit of my experience with the LGBT 
clients (I don't like the clients knowing too much about my life, but I do share a 
little when I feel it will help the client adjust).  I explain to them how big the 
LGBT community is, especially in recovery.  I make it a point to make sure they 
can go to gay 12-Step meetings - it’s imperative for them to get involved and 
meet people from the LGBT community so they don't feel so alone.  Many have 
been bullied and put down by their peers and - all too often - by their parents 
and family members.  They are in pain and that has to be dealt with for 
treatment to be effective. 
 

I do wish we could have more LGBT “groups” and specifically talk about LGBT 
issues and concerns/questions.  Until then, I’m glad that they know that they can 
come to me or talk to the other gay staff.   I believe that LGBT-specific treatment 
centers could be extremely helpful because gay and lesbian clients deal with a 
whole other group of issues that heteros do not.  
 

If I could say anything to parents of recovering LGBT youth and young adults it 
would be… please treat them just as you would a heterosexual young person in 
recovery. I would also add that the parents need to have an extra sensitivity - 
making sure their son or daughter has a safe place for them to be open about 
their sexuality.  
 

If you are unable to be supportive of their sexuality, it will hurt, and in most 
cases hinder them as a person in general, but certainly as a newcomer in 
recovery. Allowing your child to safely speak about their feelings, including their 
sexuality, is very important. They already have an extreme amount of shame 
surrounding their drug addiction and alcoholism. Now they also have the added 
shame of being rejected because they are gay.  From society is one thing; but 
from their parents - that takes it to a whole new level.  Please make them feel 
safe and supported in both their recovery and their sexuality.  
 

I would also suggest parents get involved in some sort of LGBT organization, such 
as PFLAG.  This organization is for parents, family and friends of gays and 
lesbians, and helps family go through their own "coming out process", loving and 
showing their pride in their child, no matter what their sexuality is. There are 
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PFLAG1 meetings available, similar to the parent support group meetings.  Go to 
one and see how much fun it is to be the parent of a beautiful LGBT child! 

 

Imagine what it is like growing up confused about your sexuality – trying to fit in where family 
and society want you to fit in, rather than where you belong?  Many of our children go through 
this and it contributes to the mental stress they fell.  For some, it fuels their addiction and 
until it is openly and honestly dealt with, the stress continues. 
 

After a few years in recovery I realized that I am attracted to both men and 
women. Staying current with my sponsor and close friends was imperative while 
going through my gender issues inside and outside of meetings.  Wherever I would 
finally fit in, I had to stay in a pack.  It was also imperative I found individuals 
and groups to hang with outside of meetings who had the same intentions in 
recovery – to stay clean and sober - that I did.   My other stuff would work out, 
but I had to put sobriety first. 

 

Topic:  Gender differences and addiction 
 

There was a time when addiction was almost exclusively limited to men – not because women 
weren’t so inclined or vulnerable, but they had fewer occasions to partake.  That has changed 
and today men and women – at least in most other western countries - are virtually as likely 
to develop an active condition.  While certain cultural, financial, religious and geographic 
limitations are found in the world, addiction is an equal opportunity disease relative to 
gender, race and nationality. 
 

The mother-son and father-son bond - In today’s world, sons look at their father’s and say, 
“Who are you?  What do you do?  Share that with me.  Give me purpose.”  But the world has 
changed and we no longer have that luxury.  The distance between father and son, and 
possibly other family members, has gotten farther and farther apart.  In its place, the man-
child has gotten closer to its mother, which goes against generations of training. 

 

“… all over the country now one sees hulking sons acting ugly in the kitchen and 
talking rudely to their mothers, and I think it’s an attempt to make themselves 
unattractive.  If the old men (in the clan) haven’t done their work to interrupt the 
mother-son unity, what else can the boys do to extricate themselves but to talk 
ugly?  It’s quite unconscious and there’s no elegance in it at all. 
 

“A clean break from the mother is crucial, but it’s simply not happening.  This 
doesn’t mean that the women are doing something wrong” I think more it is the 
older men were not really doing their job. 
 

“The traditional way of raising sons, which lasted for thousands and thousands of 
years, amounted to fathers and sons living in close – murderously close – 
proximity, while the father taught the son a trade; perhaps farming or carpentry 

1 From the PFLAG website: Founded in 1972, PFLAG is the nation's largest family and ally organization. 
Made up of parents, families, friends, and allies united with people who are lesbian, gay, bisexual, and 
transgender (LGBT), PFLAG is committed to advancing equality and full societal affirmation of LGBT people. 

On The Road   Transition Topics for a Parent Education Program   
 

                                                



September, 2014  Page 132 
 

or blacksmithing or tailoring.  As I’ve suggested elsewhere, the love unit most 
damaged by the Industrial Revolution has been the father-son bond”. 
 

Robert Bly, Iron John: A Book about Men 
 

This is further complicated in single parent households. 
 

The same kind of breakdown is true for traditional mother-daughter relationships.  Mothers 
and daughters used to spend much more time with each other, but moms are working more.  
Kids go off to school and activities that take them away from the home for almost the whole 
day.  For better or worse, the bonds are weaker as a result, and the free time that kids have 
away from mom is typically filled with non-role model figures. 
 

We are often told that women have a harder time in early sobriety than men, but there are 
also arguments in the alternative.  Clearly, it’s different.  The big question for parents is 
whether to consider and suggest gender-separate or gender-blended treatment, especially 
with regards to their daughters.  Two young women, both in long term recovery and working 
in the recovery field - give us insight into this issue both at meetings and treatment facilities. 
 

Story #1 - It was my experience as a new, young woman in recovery going to 
mixed meetings that I was in a vulnerable place I didn't expect could be unsafe. 
Both married and single men with long and short-term sobriety tried to see me 
outside of meetings. I wasn’t there to meet guys.  I was there to feel safe and get 
sober. 
 

I saw a shade of bravado among certain groups of men to be with or "get" women. 
I have seen and heard men and women feel extra pressure or intimidation in 
mixed meetings, including myself. I went to women's meetings with my sponsor 
whenever I could and got connected with women I met at those meetings. I had no 
business even socializing with men at the time because I had just escaped death. I 
haven't seen groups of women with similar intentions to be as aggressive in the 
dating circle or "hook up" scene as the men were.  
 

I heard in meetings "men stick with the men and women stick with the women". 
Being almost 7 years sober and that many years older, I attend meetings to fulfill 
my primary purpose, having worked the steps, sponsoring other women and being 
actively sponsored. Socializing with others in recovery typically happens 
separate from my meetings. I get to choose who I allow in my life and in what 
capacity. That includes choosing meetings that work for me and avoiding those 
that don’t. 
 

Story #2 - In my opinion, gender specific treatment is absolutely necessary.  
Working with women, I find that they cannot fully open up and disclose their true 
inner feelings when there are men in the room.  Most women will hold back their 
truth.  In treatment, we try to uncover and discover parts about us that make us 
who we are, and show us why we drank and used.  We process past traumas and 
experiences that led us down that lethal path.  In order for a young woman to 
properly work through these feelings, they need to feel 100 percent safe.  When a 
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young woman feels unsafe, she hesitates letting someone in; she avoids becoming 
vulnerable.  She may not share those deep parts of herself due to a man being in 
the room; at this point the treatment process is disrupted.   
 

Just as women can be a major distraction for males in treatment, men can be a 
major distraction to female clients.  Early sobriety for young women is a very 
confusing and painful time.  Once the drink or drug is removed, many women will 
turn to other addictions or distractions to fill that uncomfortable void that 
alcohol or drugs used to fill.  A whole body of evidence is being developed to 
support this.  From my experience many young women crave to be validated when 
they feel uncomfortable, and therefore they reach to men to make them feel 
valued.  They lack the tools for self-validation which only comes in later sobriety.  
Gender specific treatment helps to diminish this complication. 
 

And finally, women are naturally forced to face and come to terms with past 
trauma in treatment.  This can be a fragile process in early sobriety, and there 
are no guarantees that they will be able to break through while they are in 
treatment, however such intervention is a goal and is best done in a safe, non-
threatening environment.   Physical, mental and sexual abuse is prevalent in this 
community, and for the most part was perpetrated by men.  By separating them 
from this exposure, they have no other distractions to take them away from their 
primary purpose in treatment; learning how to get well. 

 

Most of our parents feel that gender separate treatment is more effective.  The issue of 
sexual attraction and distraction are a pain in the neck in early sobriety.   
 

While I was in treatment I had crushes and one particular guy took up so much 
space in my head I was preoccupied and specifically looked forward to times I 
saw him. Even today, any distraction in meetings or elsewhere can distract me – I 
can be more comfortable socializing than doing the work to fill the "god sized" 
hole in my soul that is my disease.  
 

I got honest with my treatment therapist when we met privately.  That was the 
time I felt the safest place for me to be honest. When I told her I had a crush she 
asked if I wanted another person to have that much power over me, and whether I 
was willing to throw away another $30,000 my parents were spending to save my 
life.  She reminded me that I had admitted to her I was willing to go to any 
lengths stay clean and sober.  

 

This topic, unfortunately, doesn’t just stop at attraction and flirting.  There is a very real and 
often hushed-up problem experienced by many of our young women, and some of our young 
men.   It is tragic, maddening, and for both parents and family members, requires very 
specific awareness and attention.  Love and compassion, rather than anger and withdrawal, 
are needed.  Other than love and compassion, getting professional help is often the only way 
parents can and should address this.  Sometimes moms and dads just have to be loving moms 
and dads. 
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Violence against women is a huge issue to many recovering women.  A White House Council on 
Women and Girls report, "Rape and Sexual Assault: A Renewed Call to Action," says that 1 in 5 
women have been sexually assaulted at college, but that only 12 percent of student victims 
report the assault.  The likelihood of assault increases with drug and alcohol use.   
 

These young ladies need to be housed in a safe environment to get the most out of therapy 
and early recovery.  The percentage of young men is much lower, but more of them are 
physically and sexually assaulted than you might think.  Such violence has become 
increasingly problematic even in our military.  Please don’t assume that your child has not 
been mistreated just because they haven’t told you. 
 

We hear that women also do better attending gender-specific 12 Step meetings where they 
can share and connect without being hit on.  Many guys tell us the same thing – they simply 
feel more at ease at “stag” meetings.  Parents don’t make decisions regarding which 
meetings they attend, but should understand that “single-sex” meetings are available in most 
areas of the country. 
 

I feel more comfortable at women’s meetings where I can share my truth in a 
vulnerable way.  At co-ed meetings I am comfortable with myself enough to share 
in a general way my, but I need to be in women’s meeting to really open up and 
be completely honest. That isn't necessarily because I feel I need to censure 
myself in co-ed meetings, I just feel I will be able to have others relate to me 
more when I can share and bring my solution to other women who can relate as 
opposed to men who can’t.  It’s just easier for me. 

 

Likewise, when young men are not distracted in the meetings and therapy sessions, they can 
focus more on the issues at hand. 
 

For me and most other guys I have come across in early sobriety, girls cause us to 
do things we may think twice about.  We tend to act on impulse when they’re 
present.  If things go wrong in a relationship they can cause a lot of pain and 
heart ache at a time there’s no place for more pain. 

 

Let’s face it - dealing with getting clean and cleaning up our past is enough of a 
struggle.  I went to a guys-only rehab and was able to focus on myself and my 
relationships - with both men and women - but on my own terms and speed.  If 
there were girls in group my level of honesty, attention and emotions would have 
been affected in a negative way - guaranteed.  Most young men already feel like 
less of a man having to go to rehab and admit defeat, but to have girls present 
hearing about all my issues and problems would have been detrimental to my 
growth at that time. 

 

In those early days, I was given the chance to explore co-ed meetings and young 
people’s meetings, but the ones I prefer to this day are men’s stag meetings.  At 
my 12 Step meetings, I want to be relaxed, and in a place where I can be honest 
and – if needed – vulnerable so I can get the work I need to get done. That’s not 
easy to do in a public setting with girls around.  It’s hard enough with my peers 
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and other guys but to catch eyes with a cute girl as I’m talking about my fears 
and inadequacies is a nightmare.  I end up not doing it.  That's not to say I don't 
go to co-ed meetings or on occasion a young people’s meeting, but it’s usually not 
for any type of “solution” when it comes to sobriety.  It’s more for the social 
reasons and maybe some fellowship with my friends. 

 

Gender separate does not mean “attraction-free” due to the LGBT community – thankfully – 
being more open within the recovery community.  In fact, the recovering LGBT community is 
growing.  LGBT youth have dealt with stigma in many areas of their lives and may have the 
courage to be more open to seek treatment than their straight counterparts. 
 

In early sobriety, I went to LGBT specific meetings, and felt comfortable talking 
about my sexuality; well, actually my developing sexuality or whatever was going 
on with me at that time.  It was important for me to find meetings with women in 
the LGBT community who could lead me and guide me in the right direction when I 
was having issues discovering self.  I have a lot of straight sober friends, but they 
couldn't relate or give me the advice I was seeking simply because they didn’t 
have the experience themselves.  The common experience – like one addict 
talking to another addict – women to women and men to men - where you know 
people can relate to you and offer solution based on their personal experience is 
what it’s all about.  The LGBT community is no different. 

 

When it comes time to evaluate treatment options, seek advice from your support network 
about this fundamental issue.  Ask what others know about the places and what their 
experiences were.  Of course, with some facilities you will not have a choice – they will either 
be gender separate, or they won’t.  If you object, you look somewhere else. 
 

Topic: Some suggestions about communicating with your child 
 
Having a conversation with your addicted child is never easy.  We can’t get too detailed how 
to do that, but have been fortunate enough to be given some guidelines how plan for and 
start a conversation.  In our experience, it’s easier said than done, but gets better the more 
we practice. 
 

“A Fierce Conversation Planner” 
  
Step One: Identify your most pressing issue.  

The issue that I need to resolve is? 
 

Step Two: Clarify the issue.  
What is going on?  
How long has this been going on?  
How bad are things?  

 

Step Three: Determine the current impact.  
How is this issue impacting me?  
How is this issue impacting others?  
When I consider the impact on myself and others, what are my emotions?  
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Step Four: Determine the future implications.  
If nothing changes, what’s likely to happen?  
What’s at stake for me and for others relative to this issue?  
When I consider these possible outcomes, what are my emotions?  

  

Step Five: Examine your personal contribution to this issue.  
How have I contributed to the problem?  

 

Step Six: Describe the ideal outcome.  
When this issue is resolved, what difference will that make?  
What results will I enjoy and celebrate?  
When this issue is resolved, what results will others enjoy and celebrate?  

 

Step Seven: Commit to action.  
What is the most potent first step I could take to move this issue toward 
resolution?  
What’s going to attempt to get in my way, and how will I get past it?  
When will I take this step? 
 

“If you’re drilling for water, it’s better to drill a single hundred-foot well than a 
hundred one-foot wells.” 
 

From “Fierce Conversations: Achieving Success at Work & in Life”, Susan Scott 
 

 
Making yourself ready to start the conversation: Guidelines for parents 

 
A. Be ready to listen: 

• Body language 
• Tone of voice 
• Eye contact/Facial expressions 
• Not interrupting 
• Neutral emotion-regulate strong reactions/emotions 
• Create a conversation based on mutual respect 

a. Acknowledge student feelings 
b. Seek first to understand, then to be understood 

 

B. Cues that show you are not ready to begin the conversation: 
• Overly emotional (angry, tearful, yelling) 
• Not on same page as spouse 
• What might this LOOK like, what might this SOUND like 

 

C. Regulate your anxiety 
• Deep breathing (from the diaphragm) 
• Know when and where to start the conversation 

a. Not in the heat of the moment (e.g. if they come home high or emotionally 
charged) 
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b. In a setting that will meet your child’s needs (e.g. if you child is 
uncomfortable with sitting down talking face to face, recommend going for 
a drive) 

 

From: Be a Part of the Conversation, 2012 
 

It’s crazy to think that we can’t just sit down and talk with our kids but most of us have found out that 
it’s just not that easy.  We have found the hints and suggestions above to be helpful, but that certainly 
does not guarantee that you will get the chance to use them.  Someone in active addiction can be very 
“difficult” and simply not want to talk, or they are looking for a way out before they even sit down.  Be 
patient and keep trying. 
 

And keep this in mind: it’s not just what you say but how you say it.  Here are some pointers provided to 
us by one of our most trusted therapists: 
 

9 Discuss, Don’t Attack.  The Addict is overly sensitive to criticism; and when growing or 
engaging in a new experience (namely everything), their self-esteem is still fragile.  
Sometimes an individual adolescent is so embraced for rejection that s/he imagines it 
even when it isn’t intended.  If there is a grievance, just tell them how you feel about 
it.  If it’s a minor irritation and it still bothersome possibly say; “I know this is petty, but 
it gets to me somehow, so I thought you’d want me to tell you about it”. 

 

9 Keep the Voice Low and Pleasant.   This may sound difficult for some in the moment. 
When feelings run high, voices get high - and then there’s trouble.  Something said in a 
loud-voiced reacts to the others raw emotion. High Blood pressure, inability to think 
straight when voices run loud.   

 

9 Stick to the Subject.   There is a time and a place for everything. Be short and specific 
at the time when needed of what is the concern. Be clear about your expectations; 
agenda setting if needed. This is not the only time your child will have with you. Try not 
to cram in everything into one meeting. If the issues is confused, there will be an 
argument pending.   

 

9 Listen to His/Her Complaints. Attempt to keep open and receptive to what your child 
is saying, and what they are leaving out. Repeat, paraphrase what they have said. 
Empathy, understanding are cornerstones of good listening. “It must feel difficult”, 
authentic or genuine Maybe s/he’s telling me something I need to know that will make 
me a better parent.  

 

9 Don’t Make Demands.   Attempt to just state the case without telling him/her how to 
think it should be resolved.  If s/he wants to do something about it, s/he’s free to work 
out a solution on his/her own. Be flexible. By leaving the choice up to him/her, the door 
is open for a mutual coming to terms with a problem.    

 

9 Use “I” statements. Avoid blaming accusatory language, which creates and fuels 
defensiveness and anger. “I” statements take ownership and responsibility for what you 
think and feel; modeling what you hope from your adolescent. Be authentic.  
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9 Verbalize and identify your emotions, not theirs. Name the feeling that you are 
experiencing, allow your children to hear you are feeling fear about their future, 
sadness or anger. Express in appropriate ways your emotions. Try not to tell them what 
you think they are feeling.  

 

9 Avoid being a mind reader or reader of the future. Allow for your children to have 
their own experience, give them space at times and allow for change in your mind.   

 

Topic: Money and addiction, and why we should cut them off 
 

A parent’s money can’t buy everything, but unfortunately, unless the parent is careful, it can 
buy a lot of drugs.  It can also buy a lot of treatment.  While this is initially very helpful, we 
have seen it turn on them when a child uses the treatment experience as a tool to manipulate 
parents for luxurious treatment “vacations”. 
 

Entitlement is a major issue with many of our parents.  They believe their kids are entitled to 
special treatment at school, at, work, at home, at their therapists and treatment facilities, 
and bizarrely parents carry on with that behavior when their child is front of police, judges 
and wardens. 
 

That’s not how it works.  More money can’t fix what too much money caused.  At some point, 
and with a few important exceptions (such as medical insurance and access to a therapist = a 
lifeline) only a complete withdrawal of money can do that, forcing the child to deal with their 
issues like the rest of the world.  And wherever possible after the first treatment experience, 
they should be expected to pay for or pay back the cost of their treatment. 
 

When parents are used to writing checks rather than taking the time to deal lovingly and with 
unnatural humility with their child on a one-on-one level, there is usually a clumsy friction; 
an uncomfortable “distance” that instantly develops between them like some impenetrable 
force field.  For the most part, addicts who started using as teenagers have stunted their 
emotional maturity – they may chronologically be 25 years old, but emotionally they are still 
at the age when they first picked up.  They may still act like a 14 year old and we have a hard 
time not treating them like a hard-headed teenager deep into their 20’s and even 30’s. 
 

The instinct is to pull back and return to “normal” dysfunctional behavior.  Blame intensifies. 
Sticking with the program is hard, but it’s the only rational way to regain a relationship based 
on experience and trust rather than cash, cars and a string of high-class therapeutic 
“retreats”, one after the other. 
 

You want to teach your recovering kids to stand on their own two feet – to show up to normal 
everyday life.  Right?  Well, if we don’t remove their entitled thinking, they won’t get there. 
 

Why do they feel entitled?  Frankly, it’s because we taught them to feel that way.  We need 
to change this so they learn to accomplish things on their own.  Self-esteem comes from doing 
esteem-able things.  They may not want to hear this from you, but you owe it to them. 
 

x Money doesn’t come easily. 
x People work hard to earn money; it’s part of life. 
x If you want something, you need to work to earn it. 
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x You are not entitled to things you haven’t earned. 
x Show compassion for others (show them third world problems, so they have 

perspective on their first world ones). 
x Responsibility: there are consequences and rewards for our behavior and choices. 

 

From: Empowering Parents 
 

At some point, when the parent is ready, the gravy train has to stop.  The kid has to step up, 
or suffer the consequences.  If the parent is too wrapped up in “appearances” (i.e. “no kid of 
mine will go to a homeless shelter”) or if the parent fails to realize that money isn’t a valid 
substitute for love, they will not take “the slow, uncomfortable road” to recovery and the 
pain will in all likelihood continue.  Addicts are expert at manipulating uncommitted parents. 

 

The other parents kept telling me to stop rescuing my son.  He needed to take 
responsibility for his actions but I felt bad for him.  I didn’t want “my kid” 
sleeping on the street but that’s exactly what he had to go through before he got 
it.  I will tell you – those were the hardest weeks of my life.  I thought about him 
all the time, and second guessed my decision minute by minute.  I kept coming 
back to the years we spent bailing him out of trouble, waiting for him to stop. 
This time I listened. 
 

Unfortunately for the parent, and even more so for the child, there is no substitute for the 
addict to get and stay sober.  Sometimes we want to grab recalcitrant parents, the ones who 
consistently bail their kid out, and scream “you’re killing your kid with that money!” 
 

My son was ready to get help, and for that I am grateful.  His life is better than 
he could have imagined.  However, this would not have happened if I didn’t get 
help for myself and change the way I related to him.  I thought I was being a good 
parent by “helping” my son.  As hard as it was to admit, I was one of the 
obstacles in his way.  This only worked for our family because we listened to 
those who knew about this disease and stopped trying to do this on our own.   

 

It is never too late to start setting limits and consequences.  NIDA has provided us with 
some simple, but crucial suggestions: 
 

Setting Limits helps parents teach self-control and responsibility, show caring, 
and provide safe boundaries. It also provides youth with guidelines and teaches 
them the importance of following rules.  This is a two-step process:  
 

Step 1: Setting Rules 
x Make clear simple, specific rules.   
x Make sure your child understands your rules.  
x Have a list of consequences. State the limit and the consequence clearly.   
x Be ready to follow through. 

 

Step 2: Following Up 
x Parents are most effective in setting limits when they follow up right 

away.  
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x Youth are more likely to follow rules if they know you are checking up on 
them and will enforce the consequences consistently.  

x Catch the problem early.   
x Avoid arguments and threats.   
x Remember to use a firm and calm tone of voice.  
x Give a consequence when rules are broken and follow through! 
x Offer encouragement when rules are followed. 

 

Show me a parent who doesn’t follow this simple set of rules and we’ll show you a kid at 
greater risk of dying, or staying screwed up way into adulthood.  This is real serious stuff.   
We can’t think of anything a parent can do that is more important than this. 
 

 
 

Topic: What we owe our kids 
 

We owe our kids time, not money.  Because we don’t spend the amount of time with each 
other that we think we should, many of us make it up with money.  Instead of expecting 
things like respect and deference, we want our kids to “like” us.  We fall into a pattern of 
buying affection to satisfy our “guilt” for not spending enough time with them or to meet 
their “expectations” of entitlement.  That cycle is best broken as quickly as possible.   
 

They completely cut me off.  They said that if I wanted help, I could go back to 
the rehab I’d left, or call this woman therapist near where I was.  Otherwise, they 
didn’t want to talk to me until I was back in treatment.  I couldn’t make it on my 
own, so I called that lady and she got me into another place. 
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About 5 months later, my folks came to see me.  When we finally met, they were 
like totally different people.  They weren’t the mother and father I grew up with.  
They were nice, but they were tough.  They set “boundaries” and told me that 
because they loved me they would stick to them.  I had to hold up my end, 
 

I thought they were full of shit, and could get them to change their minds, but 
nothing I said and did worked.  It wasn’t pretty but I got the message.  I know it 
was really tough on my mom, and I’ve apologized for putting her through that.  
I’m still not cool with my dad but at least we don’t fight any more. 

 

Time is not money.  Time is time.  When you and your child are ready to reconnect, you 
should allow for spending lots more time together when both sides are healthier and ready for 
it.  To improve a relationship, spending quality, one-on-one, tech-free time together beats 
spending money any day.  And don’t be surprised if it takes “time” to get used to it.  You may 
not recognize each other in recovery.  Allow time to get acquainted. 
 

Topic: Morality 
 

One of the more damaging effects of addiction within the family is how the parent’s morality 
impacts the relationship between parent and child.  Morality and disgust go hand in hand.  
When we view something as immoral, it disgusts us, sometimes powerfully, and we retract.  
Disgust towards the expressions and behaviors, or even the appearance, of others elicits a 
sense of anger and loathing.  We are repelled, rejecting the person for the behavior or 
appearance even if it doesn’t affect us. 
 

The stuff just grabs you.  It’s not a lack of morality for God’s sake.  The doctor 
prescribed it to me.  Then this uncontrollable tidal wave overwhelms you.  I know 
the difference between right and wrong, but addiction took that choice away 
from me.  The angry and self-righteous may snicker or disagree, but they haven’t 
walked in my shoes.  They don’t know what that craving is like.  They just don’t. 
 

Addicts like me will cut off all contact and leave everyone they love and respect 
behind.  They will use you or whoever they have to in order to cop, but if the 
lying and manipulation stops working, they’ll drop you like a hot rock. 
 

When you need to use, you find yourself going to places you never thought you 
would go and doing things that you never imagined you would do.  The power of 
choice is gone.  The consequences don’t matter.  We can’t hear your pleas to 
stop.  Like some kind of zombie, we follow the trail to our craving without a 
second thought for who we might hurt.  It’s not personal. 
 

You think I cared about someone else’s feelings?  I couldn’t feel my own.  All I 
cared about was their money so I could cop. I didn’t care who I hurt.  I do today 
but not back then. 
 

One day you wake up and find yourself sick and tired of it all.  In that moment, 
you see clearly.  Will that moment of clarity last or will it fade?  Will you pick up 
the phone?  Will you ask someone for help?  Or will you say fuck it and kill 
yourself? 
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It’s the great mystery of recovery.  Why does one person get it and another 
doesn’t?  Why does one person keep it, and another doesn’t?  These questions 
baffle us but in the end it doesn’t really matter.  The only thing that matters is 
today.  Will I stop or keep using? 
 

Since I got clean, I get up each day and choose to do the best I can.  That’s all I 
can do.  So I either do the next right thing or the next wrong thing, and accept or 
reject the outcome.  That’s truly humbling, but it’s what we all have to do.  Our 
families have to accept that they are powerless too.  My family didn’t do 
anything wrong except continue to support me.  The only thing they could do was 
offer me treatment.  Today, I know what I have to do – and I either do it or bad 
things happen.  Nothing and nobody can change that – not even my mother or 
father’s love.  

 

It’s easy to see what the aversion would do between parent and child.  If you find your child’s 
addiction and associated behavior morally offensive and tell them so, the effects can be very 
damaging.  Once they feel the rejection by you, their shame becomes complete.  Don’t 
underestimate the power you have over your child’s psyche.  You can make it better, and you 
can make it worse.  Choose “better”.  Choose treatment and love. 
 

 
 

Who can forget this touching expression of love - the new pope embracing a man disfigured by 
disease?  In most of us, the picture instantly evokes a sense of revulsion followed by feelings 
of compassion beyond that which most of us possess, and maybe even a little shame for not 
being considerate enough to express this kind of selfless love ourselves. 
 

I told the rabbi that the way I was brought up, my son’s behavior should be 
considered a moral failing.  Surprisingly, the rabbi scoffed and asked me “since 
when does sickness have to do with morality?” 
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Morality is not a static thing.  It changes all the time, most often when ignorance is expelled.  
We have to ask ourselves about our personal morality.  Are we willing to reject our children 
because of their addictive behavior?  What is the purpose?  What will this do other than hurt 
them?   
 

Our children need love and support rather than anger and rejection.  Now that we know – 
without a doubt – that addiction is a disease, what will we do? 
 

Topic: Pregnancy and parenthood 
 

This is another topic that comes up more often than you might think.  Kids are sexually active 
at a very young age compared to a generation ago and drug use exposes both boys and girls to 
both consensual and non-consensual sex. 
 

If a young lady is a minor or still unable to provide for herself, the parents are often looked to 
for support.  This is very difficult for everyone.  While we aren’t prepared to help the 
“grandparents” with all matters, the group can help them by identifying resources available 
for unwed mothers, including facilities that provide treatment for pregnant and new mothers.  
Some of these facilities have the ability to house the mother and child under the same roof 
while the mom is in treatment, and help teach her to care for the baby. 
 

For the most part, our parents will typically become the support system for the moms until 
such time they can provide for and live on their own.  It becomes extremely difficult if the 
mother can’t stay clean and sober.  Intervention with child services has been a necessary 
course of action, with custody being taken over by the local county agency or temporarily 
awarded to other family members until the mom can get and stay clean. 
 

My friend and his daughter both hit their bottom at about the same time. He was 
concerned by his daughter’s strange behavior and went by his daughter’s 
apartment to pick up his two grandchildren. When he was not able to get anyone 
to answer the door he went around back to check the windows to see if anyone 
was home. The shades were drawn but he heard the youngest grandchild crying 
inconsolably inside; so he called his older grandson on his cell phone. Luckily his 
grandson answered and was able to unlock the door. The apartment was a mess 
with numerous overflowing ashtrays, pipes, and hundreds of packets of drugs 
strewn across the floor. My friend was forced to call social services and was given 
temporary custody of his grandchildren. Both the boys and my friend benefited 
from the solace of being together and supported by a stable family home while 
their mom got help. 

 

Topic: The importance of healthy living and having fun 
 

Kids and young adults need to have fun once in a while.  Most won’t stay sober if they don’t.  
If they are bored and unhappy, we, as parents, are specifically directed not to “solve” these 
situation for them, but it is appropriate to understand (be compassionate) and hopefully be 
supportive (not stand in the way) when they show motivation and drive to participate in 
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healthy recreation and activities.  This includes supporting group activities offered by 
treatment facilities as part of their community living.  Check out if they offer some kind of 
structured wellness program, including those that introduce activities that help them improve 
physically, mentally and spiritually. You don’t want them sitting around all day: it has been 
shown that structured activities designed to help the client accomplish specific and 
achievable goals improves confidence in themselves and their abilities.  
 

Be careful not to hover and over-encourage; we let them figure it out on their own time with 
their peers and providers.  Motivation may come slowly – they may be depressed - and ability 
to pay on their own even slower.  Entitlement – fancy gyms/spas/vacations, etc. - should be 
avoided, but group activities at rehab/aftercare with their community should be encouraged. 
 

We believe that treatment facilities are starting to see the importance of incorporating 
physical activities into the treatment process, re-engaging certain age groups into the things 
their friends are doing, just without the drugs and alcohol.  Sailing, paintball, rock-climbing, 
mountain biking, ocean-kayaking and other activities that get the heart and adrenaline 
flowing help invigorate the “soul” – the zest that is missing from life.   
 

If I’m not enjoying life, yes… having fun… I won’t stay sober.  That’s the deal. 
 

During the first couple months of my recovery, I was still coming out of the fog of 
addiction and sideways-thinking.  Activities and participating in life as a young 
adult was a very indifferent experience.  I neither wanted nor cared to be a part 
of “lame” sober activities where it seemed the counselors were Richard Simmons 
types, jumping around with fake smiles and way too happy to be playing beach 
volleyball.  Believe me I didn't care and this was not what I called fun.  
 

Then, at around 4 months sober I was faced with some choices that I couldn’t 
escape; would I take this journey through sobriety with an attitude of acceptance 
and positive thinking, or with resistance and keep struggling through each day? 
 

When offered to take part in group activities with other sober guys, some with a 
lot of time and some with the same amount as me, I was able to see how certain 
“lame” activities affected the early sobriety crowd and how it affected the guys 
with time. The guys with time who were “working a program of acceptance” were 
just enjoying life and going with the flow. Whether it was a pick-up basketball 
game, a day at the beach or something that costs a few more dollars like 
paintball or deep sea fishing, they were there to enjoy themselves and 
participate in life without being under the influence. It was that simple. 
 

At first, these situations were uncomfortable.  I was either in the mindset that 
the activity was corny or my residual anxiety kept me from functioning in social 
settings.  A day of fun seemed just the opposite. But the more I pushed myself 
into these situations with guys and girls who had been there before and could 
help get me out of the self-afflicting traps before I stepped in them, the more I 
was able to just enjoy life as it should be enjoyed. I felt “normal” again even if it 
was only for a few hours.  I felt “a part of” rather than an outcast - a scar on 
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society and my family.  And sometimes it was just good enough to distract me 
from me, and that was important at times as well. 
 

There’s a lot of research on the benefits of living a non-sedentary lifestyle, but 
for me it was more the social aspect of enjoying life with other people, laughing, 
joking, talking about girls, talking about sports and even sometimes politics but 
not anything that was 12 step recovery related or institutionalized.  We all lived 
the recovery life 24/7 - It felt so good to step out of that life for a brief time.  
 

When I was able to have fun and enjoy the company of others during activities it 
gave me “hope” to the idea of a sober lifestyle. It gave hope to staying sober. As 
a young adult, the one thing that will take me out faster than the desire to numb 
and use drugs or alcohol is not living a life filled with things I enjoy doing. Even if 
they start out as distractions they will grow into yet another reason to see that 
being sober isn't lame and I can still do what I used to minus the drink and drugs. 
 

As an activities coordinator at a sober living, I have a front row seat at what 
happens to different personalities and levels of resistance to sober fun play out 
in all types of activities. From the basic events of just hitting golf balls at the 
driving range with a few other guys to playing a private paintball event for the 
day with 20 plus people in sobriety. Some will keep to themselves and others will 
act out, but when all is said and done, most leaves with a smile on their face and 
for me – and hopefully for them - that this sober deal might not be so bad. 
 

It can be a struggle to get some clients involved and to be honest some never 
catch on and resist all the way to relapse, but the ones who take a chance at it 
and are offered the chance by programs that have activities and or are funded by 
parents have a better chance at sobriety.   
 

During a typical 3 month stay, we try to get clients to take part in an exercise 
program and at least 5 group activities to participate with sober friends that 
engages them in something that involves “fun” in their everyday lives.  It helps to 
break the cycle of isolating. This is a key concept in the recovery community 
because it is so easy to hide out in early sobriety which, in my opinion, ultimately 
leads to relapse. Recovering addicts need to laugh and accomplish things.  They 
also need to be acknowledged and rewarded for doing one of the hardest things 
they will ever do – get and stay sober. 
 

It is impossible to stress the motivation aspect enough.  Treatment providers understand this.  
As the writer says, it’s not just the “lameness” factor; it’s also about “energy levels”.  Until 
the brain (neurotransmitter concentration, etc.) catches up with the requirements of being 
“active”, there will be a pushback.  That’s OK.  The programs may have to start slow and give 
the patient time.  We feel that this should be encouraged and that, at some point, parents 
should support this “activity” and re-engaging effort.  Of course, we have to suppress the 
desire to make their life miserable!  Let’s face it, we are pissed and the last thing most of us 
want to do – especially if we are mortgaging our homes to pay for rehab - is fork out more 
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money for them to rock-climb or surf.   We get that.  But we now know that unless there is 
something for them to look forward to, they will in all likelihood start to look backward.  
 

Group activities like going to concerts with other sober friends (including walking through the 
gauntlet of pushers in the parking lot), or going to nightclubs with a bunch of recovering 
people (with the bar in plain sight), or to football games (past the rows and rows of partying 
tailgaters) shows them that it is possible to live life sober and have fun.  It sounds scary – and 
it is – but if they don’t do it with sober friends, they will sooner or later do it with non-sober 
friends.  No one advocates going to bars – “if you hang around the barber shop long enough, 
sooner or later you’ll get a haircut”.  But – to the extent possible - young people need to 
know that they can do the things that others do and will push that envelope.  It may be 
smarter to do that while they are in a controlled environment with people they are 
accountable to. 
 

…we aren't a glum lot. If newcomers could see no joy or fun in our existence, they 
wouldn't want it.  We absolutely insist on enjoying life.  
 

…we think cheerfulness and laughter make for usefulness.  Outsiders are sometimes 
shocked when we burst into merriment over a seemingly tragic experience out of the 
past.  But why shouldn't we laugh?   We have recovered, and have been given the 
power to help others. 
 

- Big Book of Alcoholics Anonymous – Page 132 
 

The parents who attend Parent Support Groups feel exactly the same way, and we often show 
it.  We laugh at things that others might find appalling.  We have found this release to be very 
effective and a powerful tool to reduce the shame we feel at first. 
 
Topic: Holidays, special occasions and visits home 
 

“I may as well have said: ‘Great! Let’s mark this special occasion by inviting him 
back home, having 150 people around him get loaded, watch him sweat it out 
with an open bar in the room, watch everyone laugh and dance and flirt, and then 
send him back to rehab thinking he can never do that again!  Yeah – great idea.’” 

 

This is a frequent topic and needs to be addressed here, only because parents in Crisis and 
early Transition worry so much about it.  The oldtimers have usually learned to treat a 
holiday or special occasions is just another day – enjoying days for what they are and mean 
TODAY, rather than what they used to be.   
 

Our most important piece of advice is forget the special days for now – create new traditions 
that don’t include people, places and things that might trigger a craving or relapse.  Nothing 
is worth that, and believe us, relapse because of weddings, birthdays, Bar Mitzvahs, family 
reunions, Christmas or Thanksgiving dinners, vacations at the beach, etc. are extremely 
common.  It isn’t worth exposing your kid to that and it isn’t worth worrying about.  People 
miss events and other people understand that.  Don’t overthink this – it’s OK. 
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If you are uncomfortable bowing out of a family commitment… think of your sick child.  Put 
them first and forget about the temporary imposition it might be on others.  A broken back or 
brain surgery would be good excuses – well, so is a child’s recovery from addiction. 
 

If you can’t sidestep it – arrive late and leave early.  Have an escape clause – a way to bow 
out if the child needs to including a ride home or to a meeting.  Let them bring a sober friend 
to the event to help them get through the possible embarrassment about not drinking.   
 

Here is a list of some of the ideas from one of the parent groups regarding Christmas 
celebrations – most of the ideas can be used for other events as well: 
 

Accept that this holiday, and perhaps many in the future, “will be differentࣤ – and that’s 
okay. 

 

x Consider a non-alcoholic holiday – or if necessary - consider not attending your 
traditional holiday festivities.  If this is not a reasonable option, then make 
sure there will be plenty of non-alcoholic beverages available. 

x Own “your holidayࣤ and let others own theirs.  Now this might come as a shock; 
you actually have a choice.  You can choose to attend, or not attend.  You can 
choose to invite, or not invite.  And yes, it’s not always an easy choice – especially 
with close family. 

x Manage expectations – yours and the addict/alcoholic’s.  Really – let go of your 
expectations.  Things will not be like a Norman Rockwell painting or a “White 
Christmasࣤ movie.  Many expect those in recovery to be joyous and outgoing 
because they are sober.  Reality is they may feel crappy, stressed, and in despair. 

x Prepare the addict/alcoholic – have them get clarity with their sponsor exactly what 
to expect, how to behave and manage the situation.  If they want, let them bring a 
sober friend – the accountability to “one of their own” often helps. 

x It’s important not to bring up old examples of how they let you down in the past. (It 
will just lead to arguments.) 

x Remember - if someone is in active use and they won’t quit in order to save 
their job, their relationships, their own life, they probably aren’t going to stop 
because it’s a holiday and because you and others want them to. 

x Relapse prevention should start before the holidays.  Establish boundaries specific 
to the holidays.  Ask the addict/alcoholic what can be done to make them feel 
more comfortable during this season. 

x Consider celebrating sobriety – talk about it.  Explain the challenges of rehab and 
challenges with sobriety – it prevents everyone from walking on eggshells. 

x Understand that triggers abound – not just people and places – but things – sounds, 
smells, tastes, emotions – memories of the holiday. 

x Don’t hover around the addict/alcoholic – it can put everyone under stress (you, 
them, and the guest that may notice.) 

x If alcohol is going to be present, remember “Alcoholism comes in a person; not 
in a bottle.”  The recovering alcoholic will not necessarily relapse because 
alcohol is available. 
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x Be sensitive to embarrassing them.  They aren’t infants. Don’t “announceࣤ that non-
alcoholic beverages are available or other things that make them feel self-conscious. 

 

Topic: Advocacy 
 

This will be a short chapter because we – the parents groups as a whole – don’t advocate for 
anything in particular.  We are there to get help but we can talk about the advocacy itself. 
 

For many of us, the switch from advocacy to anger is incredibly fast.  As such, it gets in the 
way of our individual recovery.  We strongly suggest that parents get grounded in addressing 
their own and their family member’s needs first and foremost.  There will be time for 
advocacy later.  Continue as mutual support for your fellow parents before launching into 
passionate defensive or offensive mode, for or against some cause or political endeavor. 
 

When we are clear of Crisis, and our Transition is nearing the point where we feel 
empowered, then we may want to step up and support an outside interest or advocacy 
platform.  Until then, just participate in your typical, arm’s length activities (sign petitions, 
charity walks, group picnics, lectures, etc.) but avoid canvassing, letter writing campaigns, 
protests, and other more vigorous or involved undertakings that may divert your focus from 
your own issues in early recovery.  You have enough on your plate.  Help one another but stay 
focused on “you” through Transition.  That’s our experience. 
 

Topic: Outcomes and objectives of recovery 
 

It’s nice to have clear goals with recovery. In the Crisis section, we referred to a wonderful 
book, albeit dense and hard to read at first, called The Spirituality of Imperfection.  The 
authors outline changes that occur in people who work a program of recovery.  Their attitude 
comes in line with the spiritual aims of the programs they work.  These changes include: 
 

Release – the feeling of relief when you finally manage to let go of the illusion of control 
 

In the beginning of my attendance at parent groups, I did not have an immediate 
release or a feeling of a weight being lifted off of my shoulders.  How could I?  I 
was holding on for dear life. My daughter had just gone through her eighth rehab 
center and was in extended care.  It was suggested that I attend these meetings.  
I went thinking I would get information on how to fix my daughter.  I left 
frustrated.  Often times, I felt more isolated after the meeting than before.  I was 
isolating myself by holding onto a vision of how this was going to “go down”.  I 
was going to fix everything and get my daughter well and our family would live 
happily ever after.  I thought these parent’s groups were going to help me have 
my fairy tale.  They were going to show me the way – my way.  Wrong. 
 

In the beginning, I was wrapped so tightly, that there was no entry for anybody to 
come in to help me heal.  These parents found a little opening that I did not know 
existed.  They swarmed in and gave me room to cry, laugh, and let go.  In the 
letting go of my vision of how our family should look, I was able to make clear 
decisions.  I was able to surrender to the fact that I did not have to fix my 
daughter - she had to fix herself.  This was the beginning of my healing. 
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While attending Parent meetings, our family received another big blow.  My son 
fell into the claws of drug addiction.  This picture had no resemblance of my 
battle with my daughter.  I had the support and direction of the group.  A miracle 
unfolded from coming to these meetings.  The weight did lift from my shoulders.  
My good friends in the groups helped me to work through the sadness of dealing 
with a second child in addiction.  They cried with me as if it were their own child.  
They hugged me, called me, and loved me.  I was able to make good, planned 
decisions for our family.  I was capable, with the help of the parent’s group to 
find the best place for my son to embrace sobriety, if this is what he wanted.  
 

I no longer am attached to the fairy tale that I came to these meetings to get.  
What I do have is a network of amazing people, who I call friends.  They are there 
for me. I have been dragged out of isolation by these fine people.  I now can reach 
out and be there for them when they are in need.  When newcomers tell their 
story, I listen and understand where they are, because I have been there.  I tell 
them to continue to come back.  Magic does happen in these meetings.   I was so 
depleted and lost before that I could not even think about trying to help other 
parents.  I had nothing to give.   I was so stuck on my children and “fixing them” 
that there was no room to give to anybody else.  That has changed.  I feel like the 
world is off of my shoulders now.  The weight I was carrying would have killed me 
and destroyed my family.  It is gone now.  I can breathe. 

 

Gratitude – the feeling of thanks that comes from experiencing the “gift” of release 
 

I remember the look on my son’s face when he brought his baby home from the 
hospital and stood over her crib watching her. Things like that help me realize 
how fragile things were and how grateful I am today.   The terror of addiction no 
longer grips me.  Experience has taught me that I need to practice gratitude for 
those moments of joy, like celebrating another parent’s joy when they realize 
they now cry when they drop their child at the airport instead of crying when 
they pick them up.  Those things leave no space in my head for fear or sadness. 

 

Humility – the feeling of accepting honestly exactly who you are, without comparison 
 

After several years of trying to run our son’s recovery ourselves, we began to 
understand addiction as a disease that we could not control. This was a humbling 
experience for me.  Alcohol and other mind altering drugs had been enjoyed by 
many people, including me.  But I came to understand that many of those friends 
and members of my family we're addicted to drugs and alcohol. In my humility I 
came to believe that I too was an addict. I was addicted to cigarettes when I was 
younger. I had been smoked for eight years, when I smoked my last cigarette in 
1982. To this day, more than three decades later, I occasionally want to smoke. 
All these years since, I knew that one cigarette would not be enough and I would 
quickly escalate my smoking as I had done many times before when I tried to quit.  
There but for the grace of God go I. I'm grateful and don’t take it for granted. 
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I got another dose of humility when my older son visited our addicted 
son’s second rehabilitation. We sat in one of many family education programs we 
took part in.  At the one lecture my older son attended, he sought out the lecturer 
at a break. We were encouraged that maybe he wanted to better understand his 
younger brother’s disease. Instead, he offered his “insights” into a better way 
for this professional to present his information about addiction. 
 

As a father, I saw the reflection of myself in each of my two sons. For my younger 
son, I saw addiction, and the gift that I was not an active addict today. For my 
older son, I saw my own hubris. The small amount of humility that I was gaining 
was in stark contrast to the confidence that I used to maintain and the 
confidences that my son exhibited. 
 

As I became more involved with my own recovery, I attended many Al anon 
meetings. In those rooms, more often than that, I heard stereotypical stories from 
middle-aged women sharing stories about their alcoholic husbands. This was not 
our story and for a while I stopped attending. 
 

As we got more involved with parent support groups, we came to understand that 
our story was far from unique. The stories shared by the parents were in 
principle much like our own story. This was yet another dose of humility. We 
were not special. We were yet another family inflicted by the disease of 
alcoholism and addiction.  We were on our own path of recovery.  We started 
back with Alanon with a whole new understanding and acceptance that, when it 
comes to our addicted loved ones, whether spouses, parents, siblings, partners, 
dear friends or children, we are all in the same boat and we have much to offer 
each other regardless of our own personal situations. 

 

Forgiveness – the ability to give up resentments that poison your soul 
 

When we dropped my son at the therapeutic boarding school we had picked, his 
counselor suggested that we started attending 12 step meetings like Alanon and 
they gave us a book of the 12 steps. I thought that he was the one that had a 
problem so why would I have to attend meetings and work on myself?  In my mind, 
he alone was the absolute cause of the chaos we were living.  I came to realize 
that my behavior was one huge contributor to the position we were in.  It took a 
good 6 months of multiple meetings to acknowledge my part in the situation and 
to know that I was only able to change myself, not my son. 
 

Finding forgiveness was not an easy thing to do after all the lying and deceiving 
we had brought upon us. Forgiveness came with time as I learned and understood 
that addiction is a disease; that my anger wasn't part of the solution, and that 
loving compassionately and letting go, go hand in hand in the process of 
recovery. I understood that I had to forgive my son as well as myself. He was 
addicted to drugs and I was addicted to him. 

 

Being at Home – the feeling that comes when the parent, child and family reconnects 
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After we understood the logic of separating first to be able to repair, we started 
communicating with our son on a regular basis. Later came family sessions with 
our other kids, where everyone had the opportunity to talk and connect and 
attempt to start to heal from so many feelings.  Trust is a very fragile 
thing.  Once broken, it takes time to repair.  Learning to talk and listen has been 
proven to help with our healing. Clear boundaries are one of the most important 
things in parenting both your addict and your other kids. 
 

We find ourselves developing a sense of calm that extends beyond our relationship with 
our addict, beyond the relationship with other family members, beyond friends and 
colleagues.  We develop a sense of ease at being “in recovery”; we are OK with our 
child’s sickness and the stigma that others might feel.  We lose our shame, our hostility, 
our over-reactiveness and other feelings that obsessively fill our thoughts.  We wonder 
why it took so long to get here and why everyone else on the planet isn’t trying to feel 
this way.  In short; we get comfortable on the uncomfortable road.  How an “oldtimer 
parent” sees this whole thing 

 

“What was your experience with this program?  How do you see yourself today? 
What advice do you have to parents in transition?”  How much time do we have?  
LOL!  Here’s the PLAIN TALK you asked for: 
 

Gird yourself to follow a compassionate purpose, to help the sick trapped child 
held captive by a disease that wants him or her dead.  But also, because you now 
understand how this disease works, how it ensnares and hijacks the addict’s brain 
beyond their ability to control it, do not under any circumstances let the 
compassion for the physical child fill you with pity “for the addict” inside and 
sway you from attacking, manipulating and ultimately defeating the grip that 
addiction has on your child.  You are not being mean, you are showing love in a 
different way – you are entering a battle to get your kid back. 
 

Do not let the tears and pleas of the child sway you from your cause.  Get the 
best affordable treatment and aftercare you can, and equally as important, get 
it for you and other traumatized members of your family.  Let willingness, 
understanding, acceptance and forgiveness be at the heart-of-your-heart during 
that first year.  Lose the anger and the fear – learn to do the best you can and be 
completely willing to accept the outcome as being exactly as it should be.  Never 
stop loving, but express your love in a different way, one that allows you to love 
the child but attack and give no quarter to the addiction that holds him or her 
ransom; one that lets you say “no, absolutely no drugs in you or on you at any 
time” when you really want to say “it’s okay” and give them money and a hug.   
 

Do this without blinking an eye, without deviation, without a second thought 
about what others think or say, and know that one day the interferers and 
naysayers will be knocking on your door asking for help with their kids, for your 
strength your experience and your advice – which you will lovingly and 
compassionately give to them with a precise understanding of the fear and 
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anguish they are going through.  You will modestly help the very same people who 
earlier stigmatized, judged and marginalized you, because you know the pain 
they are going through because of their ignorance about addiction and recovery. 
 

This is what we do as a result of this program.  We find purpose and pride where 
there was none. We repair relationships and rebuild ourselves to be the people 
we know we were always meant to be.  That is what recovery means to me. 
 

Most of us will never be able to change our emotions.  But unless we learn to respond with 
healthy discipline rather than react from a place mired in fear, our relationship with our child 
will not get better.  And most of them need us and our relationship.  They crave our love and 
respect, but most of our kids feel they have lost that forever. 
 

Parents have to ask themselves: what do I want from recovery?  In my experience, 
I see that parents who “get it” and apply the simple suggestions in this book to 
their lives – I’m not talking intellectually understanding them but actually 
applying them to their day-to-day lives – give their children the best chance of 
finding recovery, and those parents stop overanalyzing, overreacting and over-
obsessing about their addict and instead start to spread their love, life, 
attention and conscience thoughts over the rest of their family, friends and 
personal interests.  It’s hard to let go of the control you think you have, but when 
you do so much good can happen.  That’s not giving up, it’s accepting the truth.  
Many parents aren’t ready to hear that when they come in, but the other parents 
help them settle into it after a few meetings.  They just have to keep going back.  
Before they know it, relationships get re-established and slowly start to heal. 

 

No one can simply throw a switch and change.  It takes an exceptional constitution to forgive 
past transgressions and get rid of deep seated resentments based on years of betrayal. So 
keep working on it.  Never has the phrase, “Forgive them, for they know not what they do”, 
been more applicable. 
 

“I don’t have all the answers, but I’ll share with you what I have learned…” 
 

 
 

Keep sharing.  We wish you the best on your journey through Transition to Recovery. 
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