®

Check for
updates

Chapter 3

“Bad Parents,”
“Codependents,”

and Other Stigmatizing
Myths About Substance
Use Disorder

in the Family

Carrie Wilkens and Jeffrey Foote

A father calls us seeking treatment services for his son. “So
sorry to bother you ... I'm calling about my twenty-four-year
old son. He got out of rehab a week ago. He and his girlfriend
OD’d five days ago. He’s still in the ICU. Unfortunately, she
didn’t make it.” We could react to many aspects of this
description of his situation. We could wonder whether the son
left rehab with no medication-assisted treatment plan. We
certainly could respond to this father’s grief, and we could
feel angry at the high toll of overdose deaths mounting in this
country, partly as a result of the treatment industry ignoring
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evidence-based treatments. For the purposes of this chapter,
however, notice especially: “So sorry to bother you.” The
apology speaks to the self-blame, shame, and presumed
unworthiness of help for his “addict” child.

This father pushed through the stigma of having a family
member struggling with substance use. Unfortunately, he rep-
resents a fraction of parents, those willing and able to step
from isolation and culturally induced shame to get help.

Introduction

Substance use disorders (SUDs) exact emotional and physi-
cal tolls on the substance user. A significant part of this pain
is attributable to stigma. People with substance problems are
labeled (“liars,” “losers,” “junkies,” “addicts”), judged amoral
and immoral, and rejected socially. According to the twelve-
step doctrine of Alcoholics Anonymous, substance users have
flawed characters. Studies have found that substance users
are presumed dangerous, blameworthy, infuriating, and repel-
lent [1, 13]. According to various studies, compared with indi-
viduals with nonsubstance use mental disorders, individuals
with substance use disorders are thought to be weak and
incompetent [54], more responsible for their disorder [11],
and less pitiable and worthy of help [13]. Insurance, housing,
and employment policies that benefit people who are depen-
dent on substances are unpopular [2]. Stigmatized people
with substance problems are avoided, insulted, misunder-
stood, discriminated against, jailed, and abandoned [32].
Family members of those with SUDs face stigma by asso-
ciation. People who care about or are personally linked with
a stigmatized person share the stigma [22, 27]. By being in a
relationship with a person with a drug or alcohol problem,
family members experience loss of respect and status. They
are blamed as one cause of the problem or as a reason that
the problem is not resolving [10, 34]. They are labeled with
the “disease of codependency.” They are seen as “contami-
nated,” judged less competent, and are more ashamed of their
loved one than are family members of people with other
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mental illnesses [13, 27]. They are suspected of being at risk
of contagion, and they are more likely to abuse substances
themselves or engage in other behaviors that make them
socially unappealing [4].

Family members suffer silently as they overhear people
talk about substance users—people they love, care for, and
identify with—in derogatory ways. A large survey of US
health consumers found that 80% had overheard hurtful or
offensive comments about mental illness [60]. Family mem-
bers also see depictions of substance users in the media that
are rife with misconceptions and evince little knowledge of
effective treatment. Family members themselves are often
treated with suspicion or pity. As they try to help their loved
ones, they face discrimination in navigating schools, work, the
treatment system, and the justice system. Since they are often
distracted or managing an urgent crisis or both, they lose jobs
and are seen as unreliable. When they do open up about the
problem, they face criticism and advice that runs counter to
their values and goals (“kick them out,” “cut them off,” “let
them hit rock bottom”). They are “diagnosed” as “codepen-
dent” and told that they are powerless to help their loved
ones, the thing they most want to do. They are physically
stressed and emotionally drained by their experiences and
have profound negative feelings about themselves. They ago-
nize, “What will people think? How will our family be
treated? Am I a bad parent?” Adding insult to the insult and
injury, the strong cultural message of “once an addict, always
an addict” can cause a family to be stigmatized long after a
problem has resolved.

The outcome for families, as well as for their loved ones
using substances, often is isolation, reluctance to seek help [7],
and prolonged suffering. This is concerning as research has
shown that family members can play a critical role in change
by supporting and advocating on behalf of their loved ones [8,
47] and helping facilitate better engagement with treatment
[36,53]. In other words, a key consequence of stigma is the loss
of perhaps our most powerful motivating force in a substance
user’s life: family.
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How Stigma Runs in the Family

Approximately 21.5 million people in the United States have
substance use disorders, including 1.3 million aged 12-17 [59],
and likely live with parents or guardians. Estimates are that
for every person with a substance use problem, at least one
family member and as many as five other individuals are
negatively impacted [14, 47 65]. Other studies indicate that
half of American adults have a close family member who has
struggled with alcohol dependence [15], a staggering number
reaching well above 100 million adults.

Dictionary definitions of family refer to a social unit con-
sisting of a father, mother, and their children and other blood
relatives including aunts, uncles, cousins, and grandparents.
More modern definitions include same-sex couples and their
children and single-parent households, and many people con-
sider close friends to be more like “family” than their blood
relatives. But in fact, any close other who cares about and
identifies with a person struggling with a substance use disor-
der is likely to experience the effects of stigma. The family is,
as the saying goes, in this together. In the succeeding section,
we note some primary ways that stigma is understood to be
conveyed through family relationships.

Closeness

Theorists have noted multiple pathways leading to the gen-
eral phenomenon of stigmatization of family members.
Goffman [22] observed that stigma tends to “spread from the
stigmatized individual to his close connections.” This type of
stigma is essentially guilt by association, so that even though
a family member does not share the behaviors or characteris-
tics of their loved one (e.g., behaviors related to substance
abuse), they are close enough to be touched by the stigma
and suffer its effects. The social heuristics or automatic pro-
cessing we use to categorize other people before we get to
know them can lead us to stigmatize by association on the
basis of physical proximity alone. In a study titled “Known by
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the Company We Keep,” [26] found that merely being seen
talking to a stigmatized coworker was enough for the stigma
to rub off, so much the more so for close family members.

Unusualness

Others have focused on the overall “unusualness” of the fam-
ily [48, 63] as a particular dynamic of association. Families
that are outside the norm within a community, such as single
parent, minority, or same-sex families, face discrimination and
are marginalized in various ways. As social creatures, we tend
to see the world through the lens of “us” and “them,” judging
and rejecting those who don’t seem “normal.” If a person or
family is like “us,” we perceive them to be familiar and trust-
worthy. If they are different, they may be regarded with sus-
picion; at worst, they are stigmatized, rejected, and sometimes
even punished. It is not uncommon for families struggling
with substance use disorders to be seen by others as “differ-
ent,” especially since they experience more negative events,
including ones that nonfamily members are likely to observe,
such as arrests, hospitalizations, and verbal and physical
assault [29, 48]. A family that is known to be different, trou-
bled, and unpredictable may become known to members of
the community as information passes between groups.

Blame

As well as the stigma that comes from simply being associ-
ated through closeness or unusualness with a person abusing
substances, family members are often blamed for their loved
ones’ problems. They are perceived as somehow complicit or
culpable [19]. When compared with families who have a
loved one with a mental illness like schizophrenia, family
members of an individual with SUD are more often deemed
responsible for the disorder [13]. They are blamed for caus-
ing the problem and held responsible for not fixing it quickly
enough.
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Stigma and Parenting

While all family members of people with substance use disor-
ders suffer from the effects of stigma, parents of children
using substances are perhaps hit the hardest. Since one ubiq-
uitous understanding of substance abuse attributes it to char-
acter defects, parents of substance users are assumed to have
failed at teaching good morals and instilling proper values in
their child. Francis [19] found that parents assume that others
blame them for their children’s problems, and they are not
incorrect in making this assumption. In a survey of public
attitudes concerning substance abuse, a quarter of those sur-
veyed blamed parents for not preventing their children’s drug
dependence [55]. Other studies indicated that parents of chil-
dren with “invisible” disabilities (like mental illness, including
SUD:s) feel labelled as “bad parents” [19, 58]. When they ask
for help, family members typically receive inculpating if not
well-meaning advice, such as “You need to stop enabling
him.” The message is clear: you are doing something wrong;
you are too lax, too strict, too involved, and the list goes on.
The burden of blame weighs on mothers in particular as they
assume greater responsibility for their children’s conditions
and behaviors [19].

The Language and Logic of “Codependency”

Directly or indirectly, family members of individuals strug-
gling with substance use are assumed to be part of the prob-
lem [30], and in North America this assumption is built into
the language. “Codependency,” a word that has been used for
more than thirty years to explain the behaviors of family
members around the substance user (e.g., [3, 44]), represents
a Pandora’s box of theories unsupported by empirical
research. Dr. Timmen Cermak [6] argued in his 1986 book
Diagnosing and Treating Co-Dependence: A Guide for
Professionals that codependency should be included in the
DSM-III as a distinct personality disorder. While Cermak’s
recommendation has not been followed, many people in the
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treatment field nonetheless accept the idea of a disease of
codependency, and it continues to be common parlance in
twelve-step support groups for family members, such as
Al-Anon and Nar-Anon.

Family members may not understand what “codependent”
means, but they know that it is a stigmata for dysfunction. We
reviewed the codependency literature and found that descrip-
tions of a supposed codependent include controlling behav-
ior, perfectionism, excessive caretaking, repressed emotions,
mistrust of others, and hypervigilance. “Codependents” are
assumed to have “bad boundaries,” to live in “denial,” and to
derive their self-esteem from “rescuing” their loved one.

Within this framework, a stigmatized understanding of
substance use disorders and their impact on relationships
forms a circular trap. It starts with the idea that substance
abuse is a “disease” characterized by permanent, personal
flaws that make users “powerless” to control their use. Their
resistance to changing is labeled “denial.” The “addict” is by
definition—genetically, mentally, spiritually, incurably —a liar
and a manipulator, such that any attempts by a family mem-
ber to change the person are taken as both misguided and
evidence of their “disease of codependency.” The family
member is called an “enabler,” as if the only explanation for
trying to fix the supposedly unfixable is a hidden agenda to
help the person to keep using [47]. Anyone in a relationship
with a substance user can be “diagnosed” with codependency,
but parents of children and female partners of men are more
often given the label [47]. The logic of codependency leads to
only two recommendations for family members: force com-
pliance from the substance user through an “intervention”
[24] or go to a self-help group like Al-Anon/Nar-Anon and
learn to “detach with love” and “take care of yourself” while
you wait for your loved one to “hit rock bottom.”

In fact, many so-called codependent behaviors are normal
responses to being in a relationship with someone misusing
substances. It’s normal to try and be helpful when loved ones
are hurting themselves. It’s normal to want to protect people
we love from the consequences of their behavior, especially
when the outcome might be incarceration or death. It’s nor-
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mal to be anxious and distrustful of others when we are stig-
matized and discriminated against for simply being in a
relationship with someone using substances. It’s normal to
hope against hope that things aren’t as bad as they look. The
language and logic of codependency, however, stigmatizes
family members by branding these behaviors as abnormal
and sick.

However conferred —implicitly or explicitly through judg-
ment, avoidance, blaming, or the logic of codependency —the
stigma of substance abuse stands in the way of true, helpful
understanding. We think, “they’re not like us,” and by exten-
sion, “that’s why they have a substance problem and we
don’t.” We say, “it’s bad parenting” and think we know what’s
really going on in another family’s struggle. We call it “code-
pendency” and think that it explains everything we see.
Unfortunately, such thinking prevents family members and
treatment providers from embracing evidence-based
approaches to substance use disorders. Stigma also prevents
family members from being the powerful resource and sup-
port for their loved one that research has shown time and
again they can be [8, 37 47].

Layer Upon Layer of Stigma

Making matters worse, families dealing with substance prob-
lems often face multiple sources of stigma. Substance disorders
cause (or coexist with) all sorts of other problems for the sub-
stance user and the people who care about them, and many of
these problems are also stigmatized. Sexually transmitted dis-
ease; unemployment; cooccurring psychiatric issues; medical,
financial, and housing problems; domestic violence; broken
families; and racism compound the stigma of substance abuse.

Many family members also face stigma associated with
being involved in the criminal justice system. Of the 2.3 mil-
lion people incarcerated in the United States, more than 65%
met criteria for a substance use disorder [43]. In 2016, the
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most recent date for which federal offense data are available,
47% of sentenced federal prisoners were serving time for a
drug offense [5], and a study conducted by CASA [43] found
that only 11% of inmates receive treatment for their sub-
stance use disorder. There is a significant chance that a person
with a substance use disorder will interact with the legal sys-
tem, possibly go to jail, and in the process be stigmatized for
their substance use problem and their history of incarcera-
tion. Their family will share in all of this stigma.

The Impact of Stigma on Family Members

Shame

Family members of people with substance problems have
many experiences, thoughts, and emotions that can lead
to feeling shame, all of them caused or exacerbated by
stigma. Because of stigma, they feel embarrassed by their
loved one’s problem and embarrassed about their loved
one as a person—in studies of families of people with
substance use problems, even those who understand that
they are not responsible often feel ashamed and embar-
rassed anyway [13, 16, 34].

Family members often do feel (and are) blamed, and they
are at risk for internalizing the blame. In a survey of over 600
parents who had a child with an emotional or behavioral
problem, 72% of parents blamed themselves for causing their
child’s problem. Interestingly, 97% of these parents felt that
they did not deserve the blame of others [16]. Family mem-
bers frequently feel guilty —and deeply ashamed —for things
they have said or done to their loved ones with SUDs. Family
members in caretaking roles feel pressure to be strong, ratio-
nal, calm, and kind. Failing that, they feel ashamed.
Unfortunately, it’s nearly impossible to be strong, rational,
calm, and kind all the time, especially under the prolonged
stress attendant to substance use.
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Social Isolation

The shame felt by many family members, especially parents,
is full of self-judgment and fear that others are judging them
just as harshly. While some attribute other people’s judgment
to lack of knowledge and negative attitudes [34], nonetheless,
when faced with the prospect of misunderstanding, blame,
and shame, family members understandably pull away and
move toward isolation [29, 34]. They may compare them-
selves to families that seem more “normal” and withdraw to
protect themselves. Withdrawal is a self-protective response
to the shame that family members feel; it can also guard
against opinions and advice that are unhelpful or against
their values, such as pressure to ask a child using substances
to leave the family home. While the impact varies across
groups, family members in studies report strained or distant
relationships with extended family and friends because of
their loved one’s mental health problems [58, 61]. In other
words, given the choice between stigma and isolation, many
family members choose isolation.

Not Seeking Help

Stigma undermines people’s willingness to seek treatment.
This is true for both substance users and their family mem-
bers. The expectation of stigma prolongs and worsens the
course of substance use and mental health problems as peo-
ple who feel stigmatized have a harder time accepting their
illness, put off or resist getting treatment, and drop out of
treatment sooner than do less stigmatized populations [8].
The same is true for their families. Studies have shown that
secrecy prevents family members from seeking and receiving
both informal and formal support and increases the burden
of helping their loved one with a mental health issue (Gerson
et al. [20, 64]). In fact, stigma contributes to delays in seeking
help more than structural barriers such as lack of funds [57].

The stigma of substance abuse gives people understand-
able reasons to do privately whatever it takes to hold their
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lives together rather than seek help and be exposed to judg-
ment and concrete life consequences. For example, parents
may minimize or hide their child’s substance problem if they
fear that the child will be treated differently at school.
Spouses may try to ignore or even help cover up a problem
because the whole household depends on the substance user
not losing his or her job. And just as substance users resist
treatment because they don’t want to be labeled addicts, fam-
ily members understandably want to avoid the label of code-
pendent. The reality is that family members can be crucial
agents of positive change for the substance user: family influ-
ence is the most commonly cited reason for treatment entry
among help-seeking substance users [33]. Their stigma-
induced reluctance to reach out and be involved is doubly
unfortunate as stigma makes them less likely to help their
loved one get help and less likely to get help for themselves.

Unhelpful Attitudes in Treatment Settings

Moyers and Miller [41] described how the very people
trained to help often hold negative attitudes about substance
users and their families and contribute to their stigmatization.
In one study, surveyed addiction counselors endorsed judg-
ments like “alcoholics are liars and cannot be trusted” [41].
This may impact quality of care [42] as it disrupts trust and
rapport building between the professional and the patient.
When they do seek help, family members often endure well-
intentioned but uninformed advice that implies that they are
part of the problem and puts them in a position of having to
justify or explain themselves and challenge misconceptions
about their loved one and the family [34]. Family members
feel judged by unsympathetic health care professionals [34,
47] and regularly report that they are not listened to and are
excluded from important treatment decisions by treatment
providers [23, 47]. Family members fear gossip and loss of
confidentiality and anonymity [34], especially in small rural
towns [21]. They deal with treatment providers who make
assumptions about their mental health and accuse them of
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“enabling.” The intrinsically blaming diagnosis of codepen-
dency may prevent them from getting assessed and treated
for the slew of mental health impacts on families of loved
ones struggling with substances—commonly anxiety disor-
ders such as posttraumatic stress disorder or generalized
anxiety disorder, or mood disorders that would respond to
evidence-based therapies and medications.

Additionally, treatment providers who hold biased views
may be unnecessarily pessimistic about the psychological
well-being of family members. A study conducted by Burk
and Sher [4] found that mental health professionals predicted
that teenagers of parents who had a drinking problem would
be more likely to have substance problems, mood disorders,
and dissatisfaction with life (specifically intimacy problems)
as they aged. Family members being treated for codepen-
dency are encouraged to “stop enabling,” “focus on yourself,”
and “surrender control,” which, as well as being unsupported
by evidence, are the opposite of what they want to hear as
they try to help a loved one. Many family members report a
sense of hopelessness in response to clinical feedback [34,47].

Stress

For families, the shame, social isolation, and poor treatment
or lack of help associated with the stigma of substance abuse
adds stress to an already stressful situation. Families may
internalize prejudice [10, 12], which has a profound negative
impact on self-esteem. Family members of people misusing
substances are frequently on the receiving end of arguments,
abuse, aggression, and violence [28, 35] and experience mari-
tal distress and social and financial problems [52]. At the
same time, they are faced with providing financial, practical,
and emotional support for their loved ones. The demands of
the caretaking role can negatively affect their physical, psy-
chological, social, and financial well-being, and many report
that their coping resources are exhausted [45-47]. Stigma
further complicates the caretaking role as many family mem-



3 “Bad Parents,” “Codependents,” and Other... 45

bers also live with more anger as they have internalized a
blaming, shaming, stigmatized view of the problem.

If someone in the family has a non-stigmatized illness like
cancer, other people volunteer to help with household chores,
bring food, or offer emotional support. The family doesn’t get
shunned or blamed; judgments are not questioned. But enter
substance abuse, and stigma undercuts the reward and joy of
parenting that could otherwise serve to offset some of the
stress of illness in the family. It is impossible to separately
measure stress due to stigma from other stressful aspects of
substance abuse (fear for a loved one’s safety, for example),
but there is no question that living with stigma is stressful,
and stress has a substantial independent negative impact.
Family members of people with substance use disorders suf-
fer from higher rates of physical illness because of stress, and
stress adversely affects their ability to support their loved
ones [20].

Stigma and Children

Based on data from the combined 2009-2014 National
Surveys on Drug Use and Health, about 1 in 8 children
(8.7 million) aged 17 or younger lives in households with at
least one parent who has a past-year substance use disorder
characterized by recurrent use of alcohol or other drugs (or
both) that has resulted in significant impairment [31]. These
children suffer: children whose parents abuse alcohol and
other drugs are three times more likely to be abused and
more than four times more likely to be neglected than chil-
dren from non-substance-abusing families [50]. These chil-
dren also tend to have lower socioeconomic status and more
difficulties in academic, social, and family functioning when
compared with children of parents who do not have a sub-
stance use disorder [49]. Many assume caretaking roles for
their parent and any other children in the home, and through
all this, they experience the effects of stigma. As noted, even
when people change their relationship to substances they
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often face ongoing stigma for having the problem in the first
place. Children continue to suffer when their parents have a
harder time finding and keeping jobs, getting licenses, and
receiving benefits that help their children, like food stamps
and education vouchers.

Children of parents with substance use disorders overhear
peers and adults referring to their parents as “addicts” and
“losers.” They see prejudice in the media. They see how
teachers and neighbors look at their parents and experience
shame. They are also stigmatized by association and viewed
as contaminated [13]. One-third of respondents to a survey
on public attitudes toward substance use agreed with the
statement: “Parents would be foolish to let their children play
in the park with the children of someone who has a history of
drug dependency” [55]. These aversive emotional, physical,
and material experiences can reach into adult life. A land-
mark study conducted from 1995 to 1997 with more than
17000 participants found a dose-response relationship
between adverse childhood experiences (physical abuse,
divorce or parental separation, or having a parent with a
mental and/or substance use disorder) and numerous health,
social, and behavioral problems throughout the lifespan,
including substance use disorders. Specifically, when com-
pared to people who experienced no adverse childhood
events, people who experienced four events or more had a
4- to 12-fold increased risk for alcohol and drug problems,
depression, and suicide attempts; a 2- to 4-fold increase in
smoking, poor self-rated health; and a 1.4- to 1.6-fold increase
in physical inactivity and severe obesity [17].

What to Do?

For every person stigmatized for having a substance use dis-
order, there are typically multiple family members impacted
by this stigmatization. Stigma exacerbates the pain of one of
the most painful experiences a family can have by adding
shame, isolation, and stress, deterring people from getting
help, as well as degrading the quality of help received.
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Because of the cultural ubiquity of stigma, stigmatized views
of addiction are often confused with truth about substance
use disorders.

The widespread neglect of life-saving evidence-based
treatments points directly to stigma. Much of what is called
substance use disorder treatment in the United States is
based on a moralizing, stigmatizing ideology of addiction that
promotes false beliefs: that addiction is characterized by char-
acter defects, [39]; that families must step away and let their
loved ones hit rock bottom, and that medications are just
another escape from taking responsibility. These beliefs are
not supported by empirical evidence. But the following is
supported by evidence: what is commonly referred to as
addiction is a multidetermined and variably severe disorder,
medication-assisted treatment works and is lifesaving, and
family members can help and do not need to step away. Yet a
culture and treatment system that paint vast swaths of people
and their problems with one brush and one color tend to
resist the evidence for nuanced understanding and individu-
alized care. As long as treatment professionals, legislators,
and the media and colleagues, friends, and neighbors substi-
tute stigma for understanding, we are failing people with
substance problems and their families

So what to do? The dissemination of evidence-based ideas
and strategies related to substance use disorders can play a
significant role in unwinding stigmatized understandings and
approaches. The more access and exposure people have to
non-stigmatizing approaches, the less likely they will be to
mistake the myths for real understanding of substance use
disorders. Family members, national and state policy makers,
health insurers, health care practitioners, the media, and indi-
viduals with substance use disorders all need better, evidence-
based answers than they’ve been getting.

In the treatment world, we have evidence that can be part
of this destigmatizing process for families, but even here, the
battle is uphill. For instance, one of the most robust evidence-
based approaches to family involvement is virtually unknown
in the United States. The Community Reinforcement Approach
and Family Training (CRAFT) approach is a behavioral and



48 C. Wilkens and J. Foote

motivational treatment for families [56] based on the empiri-
cally supported Community Reinforcement Approach (CRA),
and has been developed and researched in randomized con-
trolled trials. CRAFT has two goals: engaging the substance
user in treatment through behavioral training for the family
members and enhancing family-member self-care. A primary
strategy of CRAFT is to create a relationship environment
where abstinence/change behaviors are positively and incre-
mentally reinforced. CRAFT enlists family members as power-
ful collaborators in effecting change without the use of
detachment or confrontation.

In several clinical trials CRAFT engaged the substance
user into treatment with rates of 74% Meyers et al. [37], 64%
Miller, Meyers and Tonigan [40], 67% Meyers et al. [38], 64%
Kirby et al. [25], and 71% Waldron et al. [62]. Families
reported significant improvements in happiness and sense of
family cohesion, as well as reduced anxiety, depression, and
anger [53]. The individuals with SUDs significantly reduced
substance use, regardless of whether they entered treatment.

The key here is collaboration instead of detachment. The
CRAFT approach encourages families to remain engaged, see-
ing their loved ones as multi-faceted persons who happen to be
struggling with substance abuse. CRAFT teaches families to
reward positive change and to create respectful, empathic envi-
ronments that invite change instead of demanding it. Families
are considered sources of strength and understanding, and they
are valued as key motivators of change. This is the antithesis of
a judgmental, stigmatizing stance. By teaching family members
functional and behavioral strategies rather than moralistic
approaches, CRAFT effectively deconstructs stigma.

Utilizing platforms that go beyond formal treatment sys-
tems also offer hope. A recent, grassroots example is instruc-
tive. In collaboration with other nonprofit organizations, we
have developed a nationwide training program for peer-to-
peer dissemination of research-supported, clinically tested
approaches at the community level (https://cmcffc.org/). A
primary goal is to make concepts and practices from empiri-
cally supported treatments (ESTs) available to families out-
side the formal treatment system. This peer-to-peer coaching
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model (in many ways a family “self-help” model) allows fami-
lies to learn and share new perspectives and effective strate-
gies otherwise unavailable to them.

The coaching program utilizes the Invitation to Change
Approach, a composite of several ESTs for substance use
problems, including CRAFT, Motivational Interviewing (MI),
and Acceptance and Commitment Therapy (ACT), with a
particular emphasis on self-empowerment [51], a sense of
agency, self-control, and goal directedness [18, 27]. This
national network of skilled, volunteer parent coaches provid-
ing free evidence-based support to other parents who have
children with substance use disorders taps into the largest of
all untapped resources for fighting the rising toll of substance
use in this country: the families of people using. We are
encouraged by the positive changes in family attitudes and
practices to date, and we are testing the sustainability and
scalability of this peer-to-peer network. We are hopeful that
this and other nontreatment, family-based models will pro-
vide more keys to eliminating the stigma of substance use
disorders.
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