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Introduction

     Approximately 38 percent of adults in the United States report a family history of alcoholism (Harford 1992), and it is estimated that nearly one in four US children is exposed to alcohol abuse or alcohol dependence in the family (Grant 2000).  Nearly one in ten US children currently lives with a parent who abuses alcohol or drugs.  Of all social institutions affected by substance abuse, the family is ground zero.  The fallout of a family member’s substance use for other family members is pervasive and sometimes devastating. Families are not just impacted by substance abuse; the family is also the social institution most responsible for the formation and transmission of substance use patterns.

     Although the intertwining of family and substance use patterns and problems is well established, the actual causal mechanisms responsible for this intertwining are extremely complex and sometimes not what they first appear to be.  Often family problems resulting from poverty, discrimination, family violence and mental health issues are misattributed solely to the substance use of a family member.  The relative contributions of genetics, social learning, chronic stress and trauma in the family transmission of substance abuse are uncertain.  Despite the critical importance of the family in causing and sustaining substance abuse patterns, many barriers exist to involving families in substance abuse prevention and treatment efforts.  Public policies to substance abuse in the family have been challenged as discriminatory and counterproductive.  

      In this chapter, we review research on the family effects of alcohol and drug use from a life course perspective.  That is, we explore the impact of substance use on family members at different stages of the life course from prenatal development through adulthood.  Next we discuss the role of the family in the prevention and treatment of substance abuse problems.  Finally, we review public policy controversies concerning substance abuse and the family.  
Effects of Substance Use and Abuse in the Family

     It is estimated that nine percent of children in the United States (6 million) live with at least one parent who abuses alcohol or other drugs, and these children are more likely to experience physical, sexual or emotional abuse or neglect than are children in non-substance abusing households (National Clearinghouse on Child Abuse and Neglect 2003).  Starting in utero and continuing through adulthood, substance use by parents, siblings and partners can have far-ranging impact on the health and psychosocial well-being of other family members.

Prenatal Substance Exposure

     A woman’s alcohol, tobacco and other drug use during pregnancy can have adverse effects on the developing child.  These teratogenic effects vary depending on the substances used, the stage of pregnancy during which the substance is used, and the presence or absence of other risk factors such as nutritional status and adequacy of prenatal care.  In general, teratogenic effects are greatest in the earliest stages of pregnancy because that is when cell division is most rapid and may be disrupted by the presence of toxins.  The most widely documented harmful effects are for alcohol use.  A mother’s alcohol use during pregnancy can cause growth retardation, damage to the central nervous system, facial abnormalities, and mental retardation.  This constellation of abnormalities is known as fetal alcohol syndrome (FAS) and is estimated to affect between one to six of two thousand births.  The Institute of Medicine estimates that FAS is the most common nongenetic cause of mental retardation.  It is believed that in addition to those with fullblown FAS, many children suffer from more subtle neurocognitive and behavior problems related to their exposure to alcohol in utero (Barr and Streissguth 2001).  A variety of terms have been used to describe lesser expressions of fetal alcohol exposure including FAE (fetal alcohol effects) and FASD (fetal alcohol spectrum disorder).  Because these children do not exhibit the characteristic facial abnormalities of FAS, the cause of their intellectual and behavioral problems may go undiagnosed, but they are at risk for problems in school and contact with the juvenile  justice system.
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Caption: In addition to intellectual and behavioral handicaps, children born with fetal alcohol syndrome tend to have characteristic facial abnormalities including wide-set eyes, short nose, low nasal bridge, thin upper lip, and indistinct ridge between nose and upper lip.

 
    Tobacco is another legal drug with known teratogenic effects.  Cigarette smoke exposes the fetus to many toxins including nicotine, carbon monoxide and hydrogen cyanide.  Maternal smoking is related to premature birth, low birth weight, and infant mortality.  Studies have also found longer term behavioral and cognitive problems in children whose mothers smoked during pregnancy including reduced IQ.  A mother’s tobacco use during pregnancy may even alter her child’s developing brain to increase the child’s eventual susceptibility to tobacco and other drug dependency. 

 
    Although public outcries concerning prenatal exposure tend to emphasize illicit drug use rather than alcohol and tobacco, less is known about the health consequences to a baby whose mother used illegal drugs during pregnancy.  Illicit drug use is much less common and women are often less willing to admit to their illegal behavior.  Further, a woman who uses illegal drugs during pregnancy is likely to have also used alcohol and/or tobacco and to experience other complicating factors such as poverty and inadequate prenatal care.  These confounding factors make it difficult to disentangle the unique effects of any particular illegal drug.

 
    Despite these problems in proving causality, researchers have identified health and developmental problems correlated with prenatal exposure to various illegal drugs.  Mothers’ (and fathers’) marijuana use during pregnancy is associated with an increased risk for sudden infant death syndrome and with poorer motor skills, fearfulness and shorter length of play at age three (Faden and Graubard 2000).  Amphetamine use is related to a higher risk of miscarriage, low birth weight and withdrawal syndrome at birth.  Babies prenatally exposed to opiates may also experience withdrawal symptoms at birth.  Early reports on the effects of cocaine exposure portrayed children exposed in utero as “doomed and damaged” (Lester, Andreozzi, and Appiah 2004).  More recent reviews of the scientific evidence suggest that the consequences are less drastic than originally feared and that they may diminish over time if the infant is provided with proper medical care and a supportive environment.  Nevertheless, prenatal cocaine exposure is associated with preterm delivery, low birth weight and subsequent developmental problems including small deficits in language, attention and abstract thinking (Frank, Augustyn, Knight, Pell, and Zuckerman 2001; Singer, Arendt, Minnes, Farkas, Salvator, Kirchner, and Kliegman 2002).    

Child Abuse and Neglect


Research indicates a strong connection between substance abuse and child abuse (Dube, Anda, Felitti, Croft, Edwards, and Giles 2001; Kelleher, Chaffin, Hollenberg, and Fischer 1994).  Forty percent of documented child maltreatment cases involve the use of alcohol or drugs


Neglect is defined as the failure of a child’s primary caregiver to provide adequate food, clothing, shelter, supervision and medical care (Information 2001).  More children in the United States suffer from neglect than from physical and sexual abuse combined.  In 1999, 58.4% of all child maltreatment victims were found to have been neglected.  If we count substantiated cases reported to Child Protective Services (CPS) agencies, the rate of child neglect has decreased from 7.7 per 1,000 children in 1995 to 6.5 per 1,000 in 1999.  Those figures, however, greatly underestimate the extent of child neglect since most cases are never reported to CPS agencies.  A study by Sedlack and Broadhurst (Sedlack and Broadhurst 1996) concluded that nearly two million U.S. children were endangered by neglect in 1993.


Child Protective Service agencies have estimated that substance abuse is a factor in as many as 70 percent of the child neglect cases they serve (Gaudin 1993).  Parental substance abuse may lead to neglect in myriad ways.  Substance abusing parents may divert money that is needed for basic necessities to buy drugs and alcohol.  The family’s financial resources may also be affected by the inability of substance abusing parents to maintain steady employment and by legal and medical expenses resulting from the parent’s substance abuse.  Alcohol and drug abuse interfere with the ability of parents to be emotionally and physically available to care for their children, placing them at risk for malnutrition, illness, accidental injury, school failure, and delinquency.  Finally, substance abusing behaviors of parents may expose their children to criminal behaviors and dangerous people that can result in physical and sexual abuse. 

Family Transmission of Substance Abuse

   
  Children whose parents drink and use drugs are, themselves, more likely to drink and use drugs in adolescence and adulthood (for a review, see Johnson and Leff, ).  Youth are also more likely to use alcohol and drugs if they have older siblings who use (Jones and Jones 2000; Rowe and Gulley 1992) .  While intrafamilial transmission of substance use patterns is well established, many questions remain concerning the mechanisms by which substance use patterns are repeated in families and why some but not all children repeat family patterns of substance use.

  
   Four explanations have been offered for family transmission of substance use.  These are: 1) genetic susceptibility, 2) effects of prenatal exposure on the developing brain, 3) social learning, and 4) indirect pathways caused by the effects of parental and sibling substance abuse on family stress and functioning.  

  
   Most research on genetic susceptibility has focused on alcohol abuse. Both twin and adoption studies provide evidence of a genetic susceptibility for alcoholism.  In identical (monozygotic) and fraternal (dizygotic) twins in whom at least one of each twin pair is alcoholic, the likelihood that the other twin is also alcoholic is greater for monozygotic twins who share identical genes than it is for fraternal twins who share similar childhood environments but not the same genes (Tsuang, Bar, Harley, and Lyons 2001).  Other twin studies have found that the frequency and quantity of alcohol consumption is more similar among identical than among fraternal twins (Heath, Meyer, and Jardine 1991).  

   
  Adoption studies also provide evidence for a genetic predisposition to alcoholism.  The biological children of alcoholics are at increased risk of alcoholism even if they are adopted and raised in nonalcoholic families.  Among male adoptees, sons of alcoholic biological parents are four times more likely than the biological sons of nonalcoholic parents to become alcoholics (Medicine 1996).

   
  The research evidence for genetic susceptibility to addiction or dependence is less extensive for drugs other than alcohol.  Studies suggest a general inheritance of addictive tendencies rather than substance-specific genetic transmission.  In other words, children of alcoholics appear to be at increased risk for abuse of drugs other than alcohol, and relatives of nonalcohol-abusing drug addicts are at increased risk for alcohol abuse and dependence as well as for drug dependence.

   
  Although research strongly indicates that genetics account for some of the intrafamilial transmission of substance use, the genetic explanation is incomplete.  No specific gene has been identified to account for family transmission of substance abuse.  The genetic risks are probabilistic rather than deterministic.  That is, while relatives of alcoholics and addicts are more likely to themselves become alcoholic or addicted, this is not a certainty.  Many children of alcoholic or addicted parents do not repeat their parents’ substance abuse, and, further, many who abuse alcohol and drugs have no immediate family history of substance abuse.  Even the concordance in substance abuse patterns among identical twins may be caused, in part, by social influence.  If identical twins are treated similarly and have a greater emotional attachment compared to fraternal twins or other siblings, it is likely that some of their similarity in substance abuse patterns is caused by the twins influencing each other in a process Jones and Jones (Jones and Jones 2000) have termed “contagion.”

   
  A second explanation for intrafamilial transmission focuses on effects of prenatal substance exposure on the developing brain.  Most studies suggesting this “pathophysiological” link have focused on tobacco use and dependency, but similar mechanisms are believed to occur for other substances, as well.   A pathophysiological link between a mother’s substance use during pregnancy and her offspring’s vulnerability to substance abuse can occur when nicotine or other substances cross the placental barrier to affect the neurological development of the fetus.  If neuroreceptors present from the early stages of fetal development are exposed to nicotine or other drugs, this may cause permanent abnormalities in the brain’s dopaminergic regulation and result in greater liability to drug dependence.  Kandel, Wu and Davies first reported such a link in 1994 (Kandel, Wu, and Davies 1994).  They reported that the odds of daughters smoking increased fourfold when their mothers reported smoking during pregnancy compared to when mothers reported they had not smoked during pregnancy.  Maternal prenatal smoking increased adolescent daughters’ risks of smoking even when mothers’ postnatal smoking and other child risk factors for drug use were statistically controlled.  Several studies, including a 30-year prospective study by Buka, Shenassa and Niaura (Buka, Shenassa, and Niarura 2003) have replicated a link between maternal smoking and sons and daughters becoming dependent upon tobacco.

 Weissman and colleagues (Weissman, Warner, Wickramaratne, and Kandel 1999) have even suggested that this increased vulnerability may generalize to a greater liability to dependence on drugs in addition to nicotine.  This broader susceptibility could occur due to generalized pathology in the offsprings’ neuroreceptors that alter their response to exposure to a variety of substances.  A complementary hypothesis is that prenatal nicotine exposure affects substance abuse risk indirectly by causing childhood risk factors such as hyperactivity, low impulse control, and learning problems (Weitzman, Gortmaker, and Sobel 1992).  However, fewer studies explore the generalized susceptibility hypothesis, and the results of those that do have been inconclusive.  For example, the prospective study by Buka, Shenassa and Niarura did not find that prenatal nicotine exposure increased offsprings’ probability of marijuana dependence as adults.

  
   Social learning can also explain intrafamilial transmission of substance use patterns (White, Bates, and Johnson 1991).   Social learning theory was discussed in Chapter 4 of this textbook.  Sutherland’s version of social learning theory, differential association, is especially useful for understanding familial transmission of substance use patterns.  Recall that Sutherland argued that criminal or deviant behavior is learned in primary social groups through a process of communication.  The family is the main primary group in which attitudes and beliefs regarding substance use are communicated.  Sutherland noted that it is not just behavior that is learned, but also the drives, motives and rationalizations supportive of deviant behavior.  Children do not just learn about the properties of specific substances and how to use them from their parents and siblings. They also learn various beliefs and attitudes about the value of particular mental states (e.g., sobriety, arousal, sedation, hallucinatory states) and the desirability of altering mental states through the use of chemical substances.  This may explain why parents’ use of legal substances such as tobacco, alcohol and prescription drugs can predict teens’ use of illegal drugs.  

Sutherland suggested that differential associations vary in their priority, duration and intensity and that this variation can explain differences in social influence.  As intense, enduring and emotionally significant associations, we can expect family influences on substance use to be very strong relative to other social relationships, and research supports this expectation.  In fact, Bennett, Wolin, Reiss and Teitelbaum (Bennett, Wolin, Reiss, and Teitelbaum 1987) found that children of alcoholics who did not themselves become alcoholics as adults deliberately selected nonalcoholic spouses and had limited attachments to or selective disengagements from their families of origin.  Continued closeness to the family of origin was associated with intergenerational transmission of alcoholism.  

  Finally, Sutherland posited that, although criminal or deviant behavior may be an expression of needs and drives, these needs and drives cannot, in themselves, explain criminal or deviant behavior because they could also be expressed in noncriminal behavior.  The family is the primary socializing agent for communicating acceptable and unacceptable means for satisfying needs, drives, and desires which can be expressed in substance use, but that also could be expressed in other social behaviors.  For instance, a family’s values will shape whether substance use is an acceptable way to alleviate boredom, anxiety or pain.

In addition to the biological and social learning explanations for family transmission of substance use, some of the transmission occurs indirectly through the social consequences of a parent’s or sibling’s substance use.  Again, the sociological theories described in Chapter 4 can help us understand these indirect effects.  Social control and social strain theory are especially relevant here.

Social control theory suggests that youth who are poorly attached to parents and who are subjected to lax supervision and either inconsistent or overly harsh discipline are more likely to become delinquent.  Peterson, Hawkins, Abbott and Catalano (Peterson, Hawkins, Abbott, and Catalano 1994) found that some of the influence of parents’ drinking on drinking behavior of their children at age 14 to 15 was mediated through poor family management practices such as poor monitoring of behavior, few and inconsistent rewards for positive behavior, and excessively severe or inconsistent punishment for unwanted behavior.  An two-generational study by David Brook and colleagues on the impact of fathers’ drug use on the cigarette use by their adolescent children found support for both social learning and social bonding explanations of intergenerational transmission of drug use (Brook, Brook, Rubenstone, Zhang, and Gerochi 2006).  Fathers’ tobacco and drug use was linked to their childrens’ tobacco use via weak and conflictual father-child relationships which in turn were related to deviant peer affiliations that predicted adolescent smoking.


Agnew’s general strain theory posits that family stress creates negative affective states in adolescents thus increasing their risk of engaging in delinquent behavior including alcohol and drug use.  Children of alcoholic parents are more likely than children in nonalcoholic families to be exposed to family stressors such as marital conflict, divorce, prolonged separations, serious illness and accidents (Chafetz, Blane, and Hill 1977).


Research by Wolin, Bennett and Noonan on intergenerational transmission of alcoholism suggests that family strain is an important intervening process that helps explain why some but not all children of alcoholics become alcoholics as adults.   Family rituals such as dinnertime, holidays, weekends, vacations, and having visitors in the home can stabilize ongoing family life by clarifying acceptable roles, delineating boundaries within and without the family and defining family rules.  In families with an alcoholic parent, alcoholism was more likely to be transmitted to the next generation if these family rituals were severely affected by the parent’s heavy drinking (Wolin, Bennett, and Noonan 1979; Wolin, Bennett, and Noonan 1980).    

Spouse and Partner Abuse

     Alcohol and drug abuse are associated with intimate partner abuse.  Despite numerous studies reporting associations of substance abuse with violence in married and cohabiting partners, studies differ in the strength of associations, the relative effects of alcohol versus drug abuse in intimate partner abuse, and the causal mechanisms through which substance abuse and domestic violence are related (Lee and Weinstein 1997).


In a 1995 study of 1,615 married and cohabiting couples, Cunnadi, Caetano and Schaefer (2002) found that male alcohol related problems were associated with an increased risk of moderate and severe intimate partner abuse, but male drug use was not associated with risk of partner abuse.  Studies of incarcerated violent offenders, however, have reported associations of illicit drug use with assaults against intimate partners (Logan, Walker, Staton, and Leukfeld 2001) 


In a self-report study of 175 community volunteer couples (Margolin, John, and Foo 1998), husbands’ alcohol impairment alone was not a significant predictor of their verbal and physical abuse of their wives, but it interacted synergistically with stressful life events and marital dissatisfaction.  That is, alcohol impairment was only associated with abuse when the husbands were also dissatisfied with their marriages or experienced a high number of life stressors, and these latter two conditions were more strongly related to abusive behavior when the husbands also abused alcohol.


The victims of spousal and partner abuse are also likely to abuse alcohol and drugs (Cunnadi, Caetano, and Schaefer 2002).  Some research studies of domestic violence incidents report that violence often occurs when both partners are under the influence of alcohol and/or drugs and disagreements escalate to verbal abuse and violence.  Other studies, however, conclude that both male and female victims of intimate partner violence are likely to develop substance abuse problems as a consequence of the violence.  For instance, Coker and colleagues (Coker, Davis, Arias, Desai, Sanderson, Brandt, and Smith 2002) report that those on the receiving end of intimate partner violence were at increased risk to subsequently be heavy alcohol users, to use illegal drugs recreationally, and to use prescription tranquilizers. 

Family Systems Theory and Codependency

   
  Sharon Wegscheider-Cruse has popularized the concept that members of an alcoholic’s or addict’s family adopt stereotypic roles in an attempt to adapt to the dysfunctional family system.  These roles include: enabler, family hero, family scapegoat, family mascot, and lost child.  The enabler (often the spouse of the alcoholic/addict) shelters and protects the substance abuser, and minimizes or denies the extent of family dysfunction.  The enabler may shield the substance abuser from the consequences of alcohol or drug abuse by making up excuses to avoid social contact during drinking and drugging periods, taking over financial, household and parenting responsibilities, and covering up for the addict’s bad behavior and failure to meet obligations.  The family hero, often the firstborn child, is super responsible and attempts to placate the parents and escape family problems through model behavior and high personal achievement. The family reputation and sense of self worth becomes the responsibility of the hero.  Despite high accomplishment, the family hero may, in adulthood, experience depression and a sense of fraudulance.  The scapegoat’s role is to divert the family away from its fundamental problems related to alcohol or drug addiction by engaging in problem behavior at school or in the home.  The family members can then blame the scapegoat for all family problems and unhappiness.  The mascot diverts family attention from its pain through humor and silliness.  As a result, the mascot may experience a diminished sense of self worth.  The lost child is portrayed as the most tragic figure in the dysfunctional family system.  This child attempts to alleviate family pain and conflict by not placing any demands on other family members.  The lost child denies his or her own feelings and needs, and may disconnect emotionally and physically so as to become almost invisible in the family system
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Caption:   “Family heroes?” Biographers have explained certain behaviors and personality traits of two United States presidents, William Clinton and Ronald Reagan as a consequence of their having grown up with alcoholic fathers.  
       Parental substance abuse is believed to influence personality and behavior even into adulthood.  Dr. Janet Woititz, (Woititz 1983) has done much to popularize the notion of a typical personality profile of adult children of alcoholics and other substance abusers.  The characteristics of this personality pattern are listed in Table 6.1.  Psychologist Timmen Cermak (Cermak 1984) has even suggested that the mental health field should recognize “codependent personality disorder as a psychiatric disorder with specific diagnostic criteria.  These are

1. Continual investment of self-esteem in the ability to influence or control feelings and behaviors in the self and others in the face of obvious adverse consequences

2. Assumption of responsibility for meeting others’ needs to the exclusion of acknowledging one’s own needs

3. Anxiety and boundary distortions in situations of intimacy and separation

4. Enmeshment in relationships with personality disordered, drug dependent, and impulse-disordered individuals

5. Maintenance of a primary relationship with an active substance abuser for at least two years without seeking outside support and/or exhibiting three or more of the following characteristics:

a. Constriction of emotions with or without dramatic outbursts

b. Depression

c. Hypervigilance

d. Compulsions

e. Anxiety

f. Excessive reliance on denial

g. Substance abuse

h. Recurrent physical or sexual abuse

i. Stress-related medical illnesses 

     Despite the acceptance of codependency concepts among many clinicians, the adult child self help movement and even by much of the general public, codependency is not currently included in the Diagnostic and Statistical Manual-IV, the psychiatric profession’s official classification of psychiatric conditions and their symptoms (Association 1994) .  Moreover, some social scientists are critical of codependency concepts and the adult children of alcoholics movement.  They are concerned that, while the suggested lifelong problems and personality traits may be observed by some clinicians among their clients, there is insufficient research in the larger population of ACOAs to establish that these traits are commonplace (Rudy 1991).  In fact, some of the suggested traits are described in such vague and general terms that it would be difficult or impossible to empirically validate them (Sher 1997).  Feminist critics have raised concerns that the terms “enabler” and “codependent” are more often than not applied to women, and in some cases have even been used to blame the woman for her partner’s substance abuse and its negative effects.  Mass promotion of codependency concepts could lead to stigmatization of spouses and children of substance abusers, and even to self-fulfilling prophesies as those affected by the stereotypes adopt the behavior that is expected of them.   

_______________________________________________________________________

Table 6.1: The 13 Characteristics of Adult Children

By Dr. Janet G. Woititz

1. Adult children of alcoholics guess at what normal is.

2. Adult children of alcoholics have difficulty following a project through from beginning to end.

3. Adult children of alcoholics lie when it would be just as easy to tell the truth.

4. Adult children of alcoholics judge themselves without mercy.

5. Adult children of alcoholics have difficulty having fun.

6. Adult children of alcoholics take themselves very seriously.

7. Adult children of alcoholics have difficulty with intimate relationships.

8. Adult children of alcoholics overreact to changes over which they have no control.

9. Adult children of alcoholics constantly seek approval and affirmation.

10. Adult children of alcoholics usually feel that they are different from other people.

11. Adult children of alcoholics are super responsible or super irresponsible.

12. Adult children of alcoholics are extremely loyal, even in the face of evidence that the loyalty is undeserved.

13. Adult children of alcoholics are impulsive.  They tend to lock themselves into a course of action without giving serious consideration to alternative behaviors or possible consequences.  This impulsivity leads to confusion, self-loathing, and loss of control over their environment.  In addition, they spend an excessive amount of energy cleaning up the mess.

________________________________________________________________________

Role of the Family in Substance Abuse Prevention and Treatment Programs

Substance Abuse Prevention


Public health experts distinguish between primary, secondary and tertiary prevention programs.  Primary prevention programs are aimed at the general public without respect to identifying individuals particularly at risk for the health problem.  Secondary prevention efforts focus on persons who are at heightened risk for the health problem.  Tertiary prevention programs are directed toward people who already experience the health problem, and focus on reducing the harm associated with that problem or encouraging those affected to seek and comply with treatment.  The family is a promising setting for each of these types of substance abuse prevention efforts.


Guiding Good Choices, formerly called Preparing for the Drug-Free Years, is a primary prevention program based on the social development model of adolescent substance abuse.  The social development model discussed in Chapter 4 of this textbook identifies risk and protective factors in a developmental context from early childhood through adolescence.  According to the social development model, the family is a primary factor in the development of protective factors such as a strong social bond, and also a primary protection against risk factors for substance abuse such as association with deviant peers.  This program for parents of children in grades 4 through 8 is led by two trained group leaders in either five two-hour sessions or ten one-hour sessions that focus on family communication, family management skills, resolution of family conflict, increasing children’s participation in the family, and creating a parent support network.

     Jisuk Park and colleagues (Park, Kosterman, Hawkins, Haggerty, Dunlap, Dunlap, and Spoth 2000) evaluated the effects of this program on children living in rural Iowa who were surveyed three and a half years following their parents’ participation in the parenting classes when the children were in 6th grade.  Compared to children whose parents were randomly assigned to a control group with minimal contact, children whose parents participated in Preparing for the Drug-Free Years were less likely to initiate alcohol use (52% compared to 65%) and were less likely to report they had used alcohol in the past month (24% vs. 40%).  These differences, though modest, were statistically significant.  One challenge to primary prevention programs such as Guiding Good Choices is enlisting the participation of busy parents.  In the Iowa evaluation study, only 48 percent of eligible families chose to participate in the program, and, of these participating families, only 60 percent completed all five training sessions.

     Secondary prevention programs target at-risk families to address risk factors predictive of substance abuse and other delinquency.  Several of these programs have demonstrated reductions in parent and adolescent substance use.  One secondary prevention program, the Prenatal/Early Infancy Project founded in Elmira, New York provided visiting nurses to first-time mothers-to-be during their pregnancy and through the first two years of their child’s life.  These families were identified as at-risk. due to the mothers being less than nineteen years old, unmarried, or poor.  The visiting nurses advised the young mothers about proper nutrition, avoiding smoking or drinking alcohol during pregnancy, childcare, and infant development.  Fifteen years after the program started, children of mothers who received the home visits were less likely to drink alcohol than were children of mothers in a control group, and the mothers in the home visit program also evidenced lower rates of substance abuse (Olds, Henderson, Cole, Eckenrode, Kitzman, Luckey, Pettitt, Sidora, Morris, and Powers 1998).

     Families experiencing high levels of parent-child conflict are also at-risk of developing substance abuse problems.  The Oregon Social Learning Center teaches parenting skills to mothers and fathers in families experiencing a high degree of child misbehavior and related conflict.  Gerald Patterson, the program’s developer, believed that ineffective and inconsistent discipline by the parents is the primary cause of the conflict.  Therefore, the OSLC program applies learning theory and behavior modification techniques to teach parents more effective disciplinary practices.  Parents in t he program identify specific behaviors for change and practice disciplinary techniques that emphasize firmness and consistency rather than ineffectual nagging or, conversely, “losing it” and hitting or screaming.  As part of the behavioral modification, children may earn points that can be exchanged for allowance, prizes, or privileges.  A number of evaluations by Patterson and colleagues demonstrate that improved parenting skills can reduce delinquency including alcohol and drug use (Conger, Patterson, and Ge 1995; Dishion and Andrews 1995; Patterson and Stouthamer-Loeber 1984). 

     Programs that attempt to limit damage once substance abuse has occurred are called tertiary prevention programs.  This can include family members who may be harmed by another family member’s abuse of alcohol or drugs.  Alanon and Alateen are affiliated with the Alcoholics Anonymous movement.  They offer self-help groups for the spouses, children and other affected family members of alcoholics.  Because these programs assure anonymity to participants, they are difficult to scientifically evaluate, but it is believed they reduce psychological and emotional harm to the alcoholic’s loved ones.  The prevention chapter of this textbook discusses several other tertiary prevention programs directed to the family members of alcohol and drug abusers.     

Substance Abuse Treatment


In his book, Treating Alcoholism, sociologist Norman Denzin defines alcoholism as a family disease:


…The paradoxes of treatment that apply to alcoholics also apply to families of alcoholics.  They too must learn that they suffer from an incurable illness that stands for something else.  This something else is an emotional sickness of the self. (Denzin 1987) 


This view of alcoholism as a family illness leads Denzin to assert that treatment of the entire family and also post-treatment involvement of the family in recovery groups such as Ala-Teen and Al-Anon are necessary for both the alcoholic’s and for the family’s recovery.   

     According to Ann Lawson (Lawson 1994), a paradigm shift from viewing addiction as an individual illness to viewing it from a family system perspective began in the 1950’s with Whalen’s descriptions of four types of wives of alcoholics and attempts to understand why women stayed with alcoholic partners (Whalen 1953).  The adult children of alcoholics movement of the 1980’s forced the field of addictions to look at addictions from a family model—an intergenerational family model.  Lawson, however, also observes that despite almost cliché descriptions of addiction as a family disease, there are major obstacles to incorporating this understanding into treatment programs.


Many addictions counselors avoid family therapy because they are not trained in it or they see it as incompatible with the disease concept of addiction.  Families may be unavailable or unwilling to participate in inpatient treatment programs.  Few insurance companies will pay for family therapy as a treatment for substance abuse.  The American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders codes diagnose individual pathology, not family systems problems, and these codes are usually required to bill insurance companies.


In light of these barriers, it is not surprising that few drug abuse treatment programs and even fewer alcohol treatment programs directly involve family members in therapy, and those treatment programs that do include family members in therapy tend to do so only as a peripheral part of the program (Lawson, 1994).  For example, in a review of five prominent southern California inpatient alcohol treatment programs that advertised family programs, the average number of hours of conjoint family therapy actually delivered in the programs was two hours of 33 total treatment hours.

     
Behavioral Couples Therapy (BCT) has been demonstrated to be more effective than individual therapy in the treatment of men with alcoholism and drug dependency (O'Farrell 1999).  Behavioral Couples Therapy enlists the nonalcoholic/nonaddicted spouse or partner to reward abstinence.  This family therapy method is typically delivered in 15 to 20 sessions over five to six months, and it may be accompanied by a behavioral contract and calendar to track progress.  The partners agree not to discuss past substance abuse or fears about future alcohol or drug use except in therapy sessions.  Among alcoholics who are medically cleared, the contract may include daily ingestion of antabuse witnessed by the nonalcoholic partner.  Because substance abuse may have driven family members to avoid one another prior to treatment, the couples are instructed to plan and carry out shared valued activities including their children and other family members.  Partners are also instructed to notice and acknowledge pleasing activities by the other each day.


In studies comparing BCT to individual treatment of alcoholic veterans, couples treatment was associated with more abstinence, fewer alcohol-related problems, greater relationship happiness, and lower risk of marital separation.  Couples therapy has also been related to reduced violence toward female partners.  Even following BCT, however, alcoholic couples still reported more partner violence than nonalcoholic couples.  Finally, alcoholic men receiving BCT had reduced costs for alcohol related hospital stays and time in jail.  A cost-benefit analysis concluded that savings in jail and hospital costs were more than five times the cost of BCT.


Fewer research studies have evaluated BCT for substance abuse, but two studies comparing individual therapy to individual therapy enhanced with BCT, suggest that the BCT enhanced therapy is more effective.  In one study of 80 married or cohabiting couples in which the male partner had a primary diagnosis of drug abuse (most frequently of cocaine or heroin) who were randomly assigned to either individual outpatient treatment or a combination of individual outpatient treatment and BCT over six months, BCT enhanced treatment was associated with fewer relapsed cases, fewer days of drug use, fewer drug-related arrests and hospitalizations, longer time to relapse, more positive ratings of relationships and fewer days of separation due to relationship discord.  As with the previously described alcoholism studies, a cost-benefit analysis of social costs indicates greater cost savings (about five dollars for every dollar spent on treatment) for BCT enhanced individual treatment.  Similar results were obtained in a smaller study of 30 couples in which a male spouse or partner in methadone maintenance for narcotic addiction was assigned to either 56 sessions of individual therapy or 56 therapy sessions in which the partner was included in 24 sessions.  The men in BCT enhanced therapy were less likely to have positive urine screens for illegal drugs and were less likely to be arrested.


While these evaluations are promising, they place much of the burden on the female partners of male substance abusers.  Further research is needed to see whether male partners of female substance abusers can similarly support the recovery process.  Most of the benefits of BCT accrue to the male substance abuser or to the healthcare and criminal justice systems.  If BCT reduces but does not eliminate family violence, the costs of family preservation to the partner and children may be unacceptable.  Finally, the therapy has only been tested in heterosexual married or cohabiting couples.  More research is needed on ways in which principles of BCT therapy can be adapted for the family and support systems of substance abusers in alternative family and household settings.

The Family and Alcohol and Drug Policy 

Prenatal Substance Exposure
   
  Public policy responses to substance use during pregnancy have been piecemeal and .inconsistent.  These have included educational efforts such as warning labels on alcohol and tobacco products, expansion of treatment options for substance-abusing mothers, mandatory testing of mothers and their newborn children to detect prenatal drug exposure, civil commitment of pregnant women to treatment programs, termination of custody, and even criminal prosecutions of women who use alcohol or drugs during pregnancy.  The degree of coerciveness of the policy responses varies largely by whether the substances in question are licit or illicit, and whether the substance-abusing mother is viewed as an addict who is sick or as someone exercising free will.  The coerciveness of the interventions also reflects assumptions about the legal status of the developing fetus as a person and the balance of maternal and fetal rights.  Several review articles have observed that public policy responses to prenatal substance exposure have been formulated on an ad hoc basis with little attention to the scientific evidence concerning the effects of substances on fetal development or the fairness and effectiveness of the policies (Figdor and Kaeser 1998; Jacobson, Zellman, and Fair 2003; Lester, Andreozzi, and Appiah 2004).
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  Public health approaches such as warning labels, educational campaigns, improved access to prenatal care, smoking cessation programs, and substance abuse treatment programs for women are regarded as the least punitive responses to prenatal drug exposure.  Many advocates of these programs argue that these public health approaches are most effective because they take place early in pregnancy or even before a child is conceived.  What can be done, however, to protect the unborn child of a woman who continues to use tobacco, alcohol or illicit drugs during her pregnancy?  Some states have adopted more coercive policies ranging from civil commitment of women during their pregnancy so they cannot use alcohol or drugs to even arresting and criminally prosecuting women for prenatal substance abuse. 

 
    Although there are not any state laws specifically criminalizing drug use during pregnancy, states have employed a variety of prosecutorial strategies to punish women for perinatal alcohol and drug use.  Since 1985 nearly 240 women in thirty states have been charged with offenses such as delivery of a controlled substance to a minor, child abuse, neglect or endangerment, and even manslaughter.  Although many of the convictions on these charges have been overturned by state supreme courts, some have remained in effect either because the mother pled guilty to the charges (or reduced charges) or because higher courts refused to consider appeals.

 
   South Carolina has been at the forefront of efforts to criminalize prenatal drug use.  In 1997, the South Carolina Supreme Court upheld the conviction of a woman charged with child abuse because she used crack cocaine during her pregnancy (1997).  Although the United States Supreme Court has declined to review that decision, it has considered another appeal concerning South Carolina’s criminal prosecution of women who used drugs while pregnant.

In 1989, the Charleston, South Carolina public hospital operated by the University of South Carolina adopted a policy of performing drug screens through urinalysis of maternity patients suspected of using cocaine.  Initially, women who tested positive were referred to counseling and treatment programs.  Despite these efforts, the number of cocaine positive patients remained constant.  The hospital then decided to cooperate with the city in the criminal prosecution of mothers who tested positive for drugs at the time of birth.  The women could avoid prosecution if they underwent treatment.  Only women whom the Medical University of South Carolina staff suspected to use drugs were tested.  Suspicion could be based on a number of factors including lack of prenatal care, certain pregnancy complications, intrauterine growth retardation, fetal death, or unexplained physical anomalies.

   
  The plaintiffs in this case were ten women (nine of them women of color) who were arrested as a result of the hospital’s policy.  Their lawsuit argued that drug tests conducted for criminal investigatory purposes violated their fourth amendment right against illegal searches.  The United States Supreme Court ruled in favor of the women (2001).  Because the Medical University of South Carolina is a state hospital, its staff members are government actors who must comply with the Fourth Amendment’s strictures prohibiting nonconsensual searches conducted without a search warrant.  This ruling, however, leaves open the possibility of nonconsensual drug testing if law enforcement officials first obtain a warrant and it leaves unanswered the question of what maternal or infant factors could constitute reasonable suspicion to obtain a search warrant for perinatal drug exposure.

 
    Advocates of drug testing and punitive sanctions against mothers who use alcohol or drugs during pregnancy argue that these practices are necessary to protect the rights of the unborn child.  Opponents of these policies, however, argue that the policies are legally impractical and discriminatory, they violate the rights of the mothers, and they may, in the long run, cause greater damage to the children of substance abusing parents. 

    
 Since some harmful effects on the developing fetus can be caused by legal substances (e.g., alcohol and tobacco) used early in pregnancy, it is possible that the mother used the substances before she was aware she was pregnant.  Further, it is often impossible to disentangle the perinatal consequences of maternal substance abuse from numerous coocurring risk factors such as poverty, poor nutrition, physical abuse, stress, and lack of prenatal care that disproportionately affect substance abusing women (Frank et al. 2001).  Therefore, it is nearly impossible to demonstrate a simple cause and effect relationship between a pregnant woman’s use of a particular substance use and damage to her unborn child.  These ambiguities complicate prosecutorial strategies involving child abuse or neglect charges.

    
 Opponents of punitive approaches have also argued that the practice of drug-testing and prosecution has been discriminatory against poor and minority women and has vilified cocaine use relative to alcohol and tobacco use which may be equally if not more harmful to the developing fetus.  According to the National Institute on Drug Abuse, women are nearly 20 times more likely to drink alcohol or smoke cigarettes while pregnant than they are to use cocaine, but 41 of the 42 women arrested under the original South Carolina policy were black and had tested positive for cocaine.

   
  Poor and minority women who receive obstetrical care at public hospitals are disproportionately singled out for testing and reporting compared to women who obtain their prenatal care from private obstetricians.  One study of “mandatory” reporting requirements in Pinellas County, Florida found that despite similar rates of substance use among black and white women, black women were 10 times more likely to be reported to authorities (Chasnoff, Landress, and Barrett 1990).

   
  Although criminal prosecutions have been aimed primarily at women who use cocaine while pregnant, the underlying principle that a woman can be held criminally liable for engaging in behavior that may adversely affect the welfare of her viable fetus opens a Pandora’s box of potential prosecution of behavior which would not otherwise be considered criminal.  Could a pregnant woman be prosecuted for failure to obtain prenatal care or failure to quit smoking?  By defining the fetus as a person, do these policies pave the way for the erosion of abortion rights?

    
 Finally, critics of punitive approaches to perinatal substance abuse argue that the policies do not serve their intended purpose of protecting unborn children.  Several studies have found that the harmful effects of perinatal substance exposure can be reduced if the mother receives substance abuse treatment and adequate prenatal care.  A woman who fears criminal prosecution or loss of custody if health care professionals learn of her substance use may avoid treatment and prenatal care for fear of detection.  Drug treatment programs in South Carolina experienced declines in admissions of pregnant women following The State Supreme Court upholding criminal prosecutions for drug use during pregnancy (Figdor and Kaeser 1998).  The director of one drug treatment facility stated; “Women are doing one of three things.  They’re getting abortions, having babies over the North Carolina state line or not seeking prenatal care.”

    
 Even women who desire substance abuse treatment are likely to find such treatment unavailable.  The demand for alcohol and drug treatment for pregnant women greatly exceeds supply.  An alcoholic or drug-addicted woman who becomes pregnant may find herself in a catch-22.  She can face criminal prosecution and lose custody of her children if the healthcare system detects her addiction, but the healthcare system does not provide treatment services for her to overcome her addiction.  Women and their unborn children might be better served by expanding treatment services rather than imposing punitive sanctions that create an adversarial relationship between pregnant women and their healthcare providers.

   
  Recently, Jacobson and colleagues (Jacobson, Zellman, and Fair 2003) have proposed a “reciprocal obligations” approach to public policy concerning prenatal substance exposure.  This framework would allow state intervention to protect unborn children whose mothers have chosen to carry their baby to term but who use substances harmful to their developing fetus.  However, this intervention would also require the state to provide substance abuse treatment and prenatal care to the mothers and protect mothers’ rights to privacy and consent.  This policy model would favor public health approaches over criminal sanctions.

Child Custody


Abused and neglected children from substance abusing families are more likely to be placed in foster care, and remain in foster care longer than do maltreated children from non-substance abusing families. ((Neglect 2003)U.S. Department of Health and Human Services 1999).     Alcohol and drug abuse by parents is the primary reason cited by child protection agencies for placement of children in foster care and for the permanent termination of parental rights.  Recent federal legislation has made it easier to permanently revoke custody when parents have serious substance abuse problems.  In the mid 1990’s many children languished in foster care while prolonged efforts were made to reunify them with their families.  To change this, the United States congress passed the Adoption and Safe Families Act of 1997.  Two provisions of this act have impacted substance abusing parents and their children.  First, the “fast track” allows states to bypass efforts to reunify families in certain “egregious” situations of child abuse and neglect, and these situations are often associated with parents’ substance abuse.  Secondly, the “15 of 22” provision, requires states to file a petition to terminate parental rights if a child has not been in regular contact with the parent during 15 of the previous 22 months.  The mandatory minimum sentences implemented as part of the United States’ “war on drugs” insures that nearly all incarcerated parents will meet the 15 of 22 months criterion for permanent revocation.  The “15 of 22” provision can be a major deterrent for parents, especially mothers, to enter residential substance abuse treatment programs.

The federal law does allow three exemptions to the requirement to terminate parental rights under the 15 of 22 rule.  These include situations in which: 1) the child is placed with relatives, 2) the state has not provided resources to make the home safe, or 3) the state documents that permanent termination of parental rights is not in the child’s best interests.  While these exceptions give states some flexibility in working with families in which a parent abuses alcohol or drugs, the overall impact of the legislation has been to increase the number of cases in which children are permanently removed from substance abusing parents.  A recent evaluation of foster care legislation by the General Accounting Office reported that the lack of substance abuse treatment programs makes it difficult to get parents in treatment and stabilized by the fifteenth month.  Although one goal of the legislation was to provide permanent homes for children, the GAO evaluation also found that the median length of stay in foster care increased to twelve months in the year 2000.   

Incarcerated Parents

    
Currently, 1.5 million children under age eighteen have parents who are in prison (Richie 2002).  In most cases, it is the father in prison, but for nearly 125,000 of these children, their mother is incarcerated.  The mass imprisonment that has accompanied our nation’s war on drugs has disrupted family relations and severed ties between children and their parents (Braman 2002).  Imprisonment creates financial and emotional strain on all family members including loss of income and assistance with child care, the cost of supporting and maintaining contact with incarcerated family members, and family disagreements over child custody arrangements and whether or not to maintain ties with an incarcerated family member.

  Braman observes that in some urban communities where a substantial number of young adults are incarcerated or have criminal records, it is not just the immediate family that bears the costs of imprisonment.  When men are removed from neighborhoods, skewed sex ratios alter gender relations throughout the community, allowing the remaining men to commit to less and ask for more from women in relationships thus discouraging matrimony, and encouraging infidelity.  This produces an environment in which men and women are more likely to have children by multiple partners and children are less likely to live in households with both parents present.

Compared to incarcerated mothers, incarcerated fathers are less likely to have been custodial parents prior to their imprisonment.  Their children are likely to be cared for by their mother as a single parent when the father is in prison.  Incarcerated women, on the other hand, are much more likely to have been custodial parents prior to their incarceration, so the mother’s imprisonment more often leads to disruptions in custodial arrangements.  Rarely is the father available to care for children.  More typically, children of incarcerated mothers are placed in the care of other relatives or are placed in foster care.

The disruptions in custody are often permanent.  Enos (Enos 2002) found that inmate mothers with serious drug problems face overwhelming odds in reuniting with their children.  She notes the catch-22 experienced by mothers whose failure to participate in drug treatment programs may be interpreted as a lack of commitment to change their lifestyle but whose participation in treatment may be interpreted as a failure to accept child-care responsibilities.

Parents released from prison find it nearly impossible to rejoin their children unless they find safe and stable housing.  However, laws excluding persons with felony drug convictions from public housing make this extremely difficult to obtain (Rubenstein and Mukamel 2002).  Moreover, housing authorities may evict entire families for the drug involvement of a single member, so families in public housing who allow a drug-involved parent recently released from prison to live with them may put the entire family’s tenancy in jeopardy.  Since grandparents and other extended kin often care for the children of incarcerated parents, the housing regulations discourage parent-child reunification.

Public Assistance


In 1996, the Personal Responsibility and Work Opportunity Reconciliation Act (PRWORA) ended the United States’ federal guarantee of cash assistance and replaced Aid to Families with Dependent Children (AFDC) with a new program, Temporary Assistance for Needy Families (TANF).  Originally, PRWORA included a lifetime ban on benefits for individuals with drug felony convictions.  A 1999 rule change allowed states to opt out of the lifetime ban, but it is still in place in many states (Parra 2002).  As its name suggests, TANF is intended to limit the time over which families receive welfare (usually to under five years) and encourage welfare to work transitions.  Welfare caseloads had been declining in the years prior to PROWORA as individual states enacted welfare reforms, and they declined an additional 35 percent in the first two years under TANF.  Many hail these caseload reductions, but some critics are concerned that PRWORA has not taken into account the circumstances of those with addictions.  Danziger and her colleagues observe that most states have emphasized job search assistance while neglecting barriers to employability such as mental illness or addiction (Danziger, Corcoran, Danziger, Heflin, Kalil, Levine, Rosen, Seefeldt, Siefert, and Tolman 1999).


Reports vary widely in their estimates of how many welfare recipients suffer from alcohol or drug problems and whether these substance abuse problems are severe enough to affect employability.   In their study of single mothers receiving welfare in Michigan, Danziger and colleagues found that the women were no more likely to meet DSMIIIR criteria for alcohol (about 3%) or drug dependence (about 3%) than women in the general population.  A study by Jayakody (Jayakody 2000), on the other hand, using 1994 and 1995 data from the National Household Survey on Drug Abuse, found that nearly 19 percent of welfare recipients had used illegal drugs in the previous year, and about the same percent met diagnostic criteria for mental illness.  

Estimates of the degree of substance abuse problems among welfare recipients are highly sensitive to the context in which they are assessed and the interview techniques used.  One study of New Jersey welfare recipients (Morgenstern, Riordan, Duphilippis, Irwin, Blanchard, McCrady, and McVeigh 2001) found that identification of substance abuse problems increased dramatically with specialized screening approaches such as interviews by addictions counselors, rapport building prior to the interview, increased privacy of the screening, and further screening of “high risk” clients.  For instance, nearly half of sanctioned clients who were trying to have their benefits reinstated were found to be in need of substance abuse treatment.  Compared to paper and pencil intake screenings when clients applied for benefits, the specialized screening approaches more than doubled the rates of those referred for substance abuse treatment services from 4 percent to 10 percent.  

Substance abuse or dependence can affect employment directly through absenteeism, illness, injury, loss of driver’s license, and reduced work capacity or indirectly through lowered self concept.  Additionally, drug tests and criminal backgound checks that are often required for employment make many occupations out of the question for those with current or even past substance abuse problems.  

Substance abuse treatment can increase employment of those with alcohol or drug problems, so effective screening to identify TANF clients who could benefit from such treatment could assist clients transitioning off welfare.  However, recipients may be reluctant to disclose their drug or alcohol use for fear of being reported to Child Protective Services and losing custody of their children.  They may also fear loss of other benefits such as public housing assistance.  The Center for Substance Abuse Treatment recommends a number of approaches to address substance abuse issues among TANF recipients including inter-agency collaboration to improve screening and referral in an environment whereby disclosure results in services and support rather than sanctions and penalties (Treatment 2000).  They also suggest that states use the block grant funding allocation of PRWORA to fund alcohol and drug treatment and provide case management services for clients whose substance abuse problems limit their employability.

Welfare benefits are not the only form of public assistance impacted by the war on drugs.  Federal TANF legislation imposes a lifetime ban on food stamps for persons with felony drug convictions, though it allows states to opt out of the ban under some conditions.  For instance, the state of Virginia recently passed legislation opting out of the food stamp ban for persons with drug possession convictions if they comply with all criminal sanctions against them and participate in or complete a substance abuse treatment program.  Similarly, those with felony drug convictions are ineligible for public housing assistance.  Again, some states have been able to opt out of this ban for drug offenders who participate in substance abuse treatment programs, but not all states have opted out, and even in states that have, many drug offenders do not have access to treatment programs.

Prior to 1997, alcoholics and drug addicts in the United States were eligible for Supplemental Security Income and Social Security Disability Income administered by the Social Security Administration. This changed when PRWORA stipulated that alcoholism or drug addiction could not, in themselves, be considered disabilities justifying such payments.   With this rule change, over 200,000 beneficiaries were dropped from the programs.  Anderson and colleagues (Anderson, Shannon, Schyb, and Goldstein 2002)  interviewed Chicago substance abusers whose benefits had been terminated to understand what effect the policy change had on them and their families.  The termination of benefits at a time of diminishing social services and increased housing costs increased homelessness and dependence on family.  These stresses further escalated the risk of alcohol and drug abuse, criminal involvement and victimization.

  Due to coexisting mental health disorders and the adverse health consequences of substance abuse, many alcoholics and addicts qualify for SSI or SSDI benefits under an alternate medical diagnosis (Goldstein, Anderson, Schyb, and Swartz 2000).  Nevertheless, disruptions in benefits created housing crises and financial and interpersonal stress for terminees and their families.  In cases where substance abusers are unable to requalify, family and friends often become the last safety net.  Very few of the terminees interviewed by Anderson and colleagues were able to attain economic self sufficiency.  Thus, a policy intended to promote personal responsibility, more often served to shift responsibility from the government to the families and significant others of the addicted.

Conclusion

     Although the family is the social institution most instrumental in the development of alcohol and drug use patterns and also the social institution most impacted by abuse of alcohol and drugs, many research questions remain about the exact nature of the intertwining of substance use and the family.  Even when the relationship is understood, there are often social and economic barriers to applying this knowledge in prevention and treatment programs for substance abusers and their families.  Some of the United States’ “war on drugs” policies have had unintended adverse effects on families of alcoholics and drug users.  Therefore it is critical to continue research and to consider the family as a social context for any intervention to reduce alcohol or drug abuse.

 Key Terms

______________________________________________________________________

Adoption and Safe Families Act of 1997

Behavioral Couples Therapy (BCT)

codependency

contagion

Diagnostic and Statistical Manual of Mental Disorders- IV

enabler

family hero

fetal alcohol syndrome (FAS)

lost child

mascot

pathophysiologic

Personal Responsibility and Work Opportunity Reconciliation Act (PRWORA)

primary, secondary and tertiary substance abuse prevention

resilience

scapegoat

Social Security Disability Income (SSDI)

Supplemental Security Income (SSI)

Temporary Assistance for Needy Families (TANF)

teratogenic effect

Web Resources

_______________________________________________________________________

National Center on Substance Abuse and Child Welfare 

(www.ncsacw.samhsa.gov)  
NCSACW assists local, State, and Tribal agencies to improve systems and practice for families with substance use disorders who are involved in the child welfare or family judicial systems.

National Institute on Drug Abuse, Child and Adolescent Workgroup (www.drugabuse.gov/about/organization/ICAW/ICAWInterest.html)

The workgroup on Prenatal Drug Exposure and Drug-Abusing Environments examines the effects of prenatal drug exposure on physical and developmental outcomes, as well as interventions to prevent adverse consequences of prenatal drug exposure.

National Organization on Fetal Alcohol Syndrome (www.nofas.org)

NOFAS works to raise awareness of Fetal Alcohol Syndrome and to develop strategies for prevention, intervention, education and advocacy.

Oregon Social Learning Center (www.oslc.org)

The Oregon Social Learning Center teaches parenting skills and family management practices to prevent and treat antisocial behavior including substance abuse.  In addition to providing parent education programs, the center conducts and disseminates research on the relationship of parenting practices to problem behavior through childhood and adolescence. 
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