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FOREWORD

In recent years, a growing interest has developed in Europe in the issue
of the role of the family in the aetiology, prevention and treatment of drug
problems. Although in several European countries small scale initiatives are
being developed in involving families in projects dealing with the misuse and
over-consumption of pharmaceutical drugs, particularly by self-help support
groups, these projects are not included in this report. In comparigon with
projects dealing with illegal drugs the projects in the area of pharmaceutical
drugs are relatively new and still limited in impact. '

It has become clear that there is a need for exchange of information in
Europe on the invelvement of families in the prevention and treatment of
problems related to the use of illegal drugs. In 1989, therefore, the World
Health Qrganization Regional Office for Europe requested the authers to
undertake a review of relevant activities. The term "drug use' here refers
to the use of those drugs which are capable of altering mental functions, and
are illegal.

The first projects in Europe to invelve family members of drug addicts in
treatment and prevention programmes were started by therapeutic communities.
This is why a congiderable part of this study is devoted to projects developed
by therapeutic commmities to involve family members.

Nowadays many other treatment programmes are alsc increasing their
efforts to involve family members. Some even regard family involvement as an
essential part of their treatment policies. Certain family therapy projects
have been initiated in which the focus is no longer the drug abusing
individual, but the family as a whole and its drug problem.

Self-help groups of parente which were set up in several European
countries tend nowadays to cooperate with the treatment programmes, instead of
expressing their mutual rejection which was common in the seventies. Also in
prevention activities, there is a growing awareness of the potential to
invoelve families a5 a resource to prevent the misuse of drugs. Parent
movements have been establighed in several countries to take on an active role
in preventing drug abuse.

This study investigates possibilities for reinforcing the role of
families as resources in preventing and treating drug abusge. Due
consideration ig given to the role of other primary social groups in these
areas. An assessment is made of the development of parents' movements.

The authors are most grateful for the cooperation of many experts in
Europe who provided information about the current situation in their countries.

In contacts with experts in the field of drug abuse treatment and
prevention, the authors have found a great need for exchange of experience and
knowledge on family involvement in these areas.

Martien Kooyman, M.D. Psychiatrist

Piet van Steijn, Systems Therapist

Department of Social Psychiatry

Center for Research of Addiction
Problems

Medical Faculty

Erasmus University Rotterdam

Rotterdam, 1 September 1990
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INTRODUCTION

The literature on the issue of family involvement and drug abuse in
Europe iz scarce. Most publications come from the United States and reflect
the situation in North Ameriea. It is the authorse' opinion, however, that
many findings on the possible aetiological factors in the family and other
primary social systems are transferable to societies in various European
countries. Local and national cultures are rapidly changing into a global
culture: all over the world the same movies are shown in the cinemas, the
same programmes can be seen on colour television, the same songs can be heard
on the radio (Kooyman, 1988). Unfortunately we can see that the same drugs
are used, although the way in which they are used may differ.

Aetiological factors are reviewed in this study in the family and other
primary social systems. These findings are important for our treatment and
prevention efforts since the supply of illegal drugs is difficult to control,
it is important to discover the possible causes of abuse in order to be able
to decrease the demand.

Families, peers and other primary social groups can influence an
individual in a negative way, resulting in the abuse of drugs. It ig obvious,
however, that this influence can also be positive, resulting in an individual
not using drugs.

The following chapters of this report review:

- possible aetiological factors in the family and other primary social
systems in (Chapter Il);

- the development of self-help groups (Chapter III);

- parent groups and other family involvement projects linked with treatment
programmes (Chapter IV);

_ the development of family therapy for drug abusers (Chapter V);

- family involvement in prevention through parent movements and gther
organizations (Chapter VI1); and

_  the current situation concerning family involvement in treatment and
prevention in respect to 16 different European countries (Chapter VII).

The information obtained from the experts approached varied from limited
to extensive reports. The authors do not pretend to have produced a complete
overview. For practical reasons, they had to make a choice, s0 not all
countries in Europe are included. However, in their opinion, the review
covers most of the recent developments in Europe.

The concluding chapter proposes some recommendations.

Annex 1 provides a list of the literature references reviewed., The names
and addresses can be found of experts in the field from the various European

countries considered are listed in Annex 2.
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DRUG USE
ALETIQLOGICAL FACTORS IN THE FAMILY AND OTHER PRIMARY SOCIAL SYSTEMS

When searching for aetioleogical factors in drug use it is important te
realize that there is never a simple causal relationship between drug use and
any particular factor in the enviromment. There is always an interaction of
several conditons: the effect of the drug itself, personal factors,
interpersonal and social factors, as well as the setting in which the drug use
occurs and the specific function of the drug use. Instead of aetiological
factors in the family, ome could speak of correlations found between drug use
and certain conditons in the family. The same applies to other primary social
systems such as peer groups and groups in the school or work situatiom-

Categories of drug use
Types of drug use might be divided into three categories:

A. No use of illegal drugs

There are persons who “just say no" to drugs. They may use other
substances to change their feelings of well-being such as alechol,
psychoactive pharmaceuticals or any other legal drug, but not illegal drugs.

B. Drug use without any considerable harmful effects for the user or for
other persons (social and recreational drug use)

Some people may experiment with drug use and may continue to use the drug
for social or recreational or other reasons, without causing any considerable
harmful effects to themselves or others. Of course this dees not mean that
this type of use is free from health dangers or dependence potential; these
effects have not or not yet appeared.

Certain drugs are more likely to be used in this way than others.
Although heroin may be used by some people only on weekends, cannabis and
cocaine are more often used in this way. The user does not seem to lose his
control over the use and does not develop a habit of daily use.

C. Drug use with considerable harmful effects for the user and for other
persons (problematic use)

Problematiec use infers that the user can no longer contrel the effect of
the drug. This may be caused by the nature of the drug. The use, for
instance, of hallucinogenic drugs such as L.5.D. may produce a condition that
brings the uger ocut of touch with reality.

Continugus problematic use occurs when a user becomes dependent on the
effect of a drug or of using drugs. Drug use is controlling the thoughts and
behaviour of the user. When the user wants to stop, he usually cannot do =0
without help from others. Persons using drugs in this way may come for
treatment of their addiction.



EUR/ICP/ADA 518
17788
pege 4

Drug abuse prevention is different from alcohol abuse prevention. The
goal of drug prevention activities is usually total abstinence, a drug-free
life. On the other hand, the use of alcohol without considerable harmful
effects for the user and other persons is generally acceptable. In most
alcohol abuse prevention programmes, the goal is to learn to use alcohol in a
careful and intelligent way, avoiding risks to the user and other persons.
Although in some countries there is a minority opinion that one should not try
to prevent drug use but only prevent problem use of drugs, the general opinion
is that the goal of drug prevention should be total abstinence, comparable
with prevention programmes focussing on tobacco smoking.

Aetiological factors in drug use

Consideration of aetiological factors in drug use involves concern with the
factors specific for each of the three categories (A,B,C) mentioned above.

Whether drug use of type A, B or C occurs, depends on the potential of
the drug, on the pergonality of the user and om factors from the environment.

Drugs differ in their dependence producing potential and their possible
consequences regarding impaired peychological and/or social functioning or
organic damage to the body.

Pergonal factors

Aa scale can be constructed with at its extremes persons who have a
strong disposition towards excessive use and addiction and persons who are
scarcely susceptible to it. Among those inclined to dysfunctional use of
drugs a triad of features can be found:

i) feelings of discomfort, tension and displeasure may easily be aroused as

1.

a result of mild frustrations or even occurring "spontanecusly';
ii) these unpleasant feelings are very intense or nearly unbearabley

iii) the user finds it impossible to master, sublimate and canalize such
feelings.

For such persons, the drug may be used to seek relief from tension (van
DPijk, 1971). Many drug users, particularly those who become addicted, appear
to have some degree of personality disorder before taking drugs, as shown by
poor school record and delinquent behaviour.

Environmental factors

Environmental factors may play an important role. The war situation in
Vietnam was an important factor inducing drug abuse to relieve tension and
anxiety among American soldiers. Great social stress or lack of stress can
lead to the use of drugs, unemployment as well as stress at the workplace.
The risk of drug dependence is greater in societies which condone drug taking
(Gelder c.5., 1985). This report focuses on environmental factors in the
family and other primary social systems which influence the use and abuse of
drugs. The other primary social systems considered in this report are peer
groups and groups at work, recreation and schools.
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Let us now review the influences on the different categories of drug use,
mentioned above (A, B and C).

Factors in the family and other primary social svstems influencing the
decision to abgtain from usging any drugs (category A)

Apart from the availability of drugs the most potent factors influencing
the decision to take drugs or te abstain are parent and peer role models.
Drug-taking behaviour may be demonstrated by attitudes towards the use of
drugs, approval or disapproval of drug use by the individual in his or her
adolescence (Perry (1985), Hemminki, Rissanan and Mattila (1973)).

Kandel (1980) pointed out the important relationship between substance
use by parents and children's use of alcohol and drugs other than marihuana.
She suggested that adolescents may learn from their parents how to cope with
stress, Brook (1881) found that greater use of alcohol by parents was related
to greater use of alcohol as well as drugs by their children. A strong
positive relationship was found between the consumption of psycho tropic
pharmaceuticals by secondary school pupils and the consumption of the same
substances by their parents in two school surveys in Belgium (Casselman, 1987).

Tec (1970) found that extreme controls and extreme indifference of the
parents were both related to the marihuana use of their children. Glynn
(1981) concluded that a reasoned, democratic parenting style appeared to
reduce the risk of drug use, whereas both very permissive and very strict
controlling styles may promote use. He also noted that the most effective
family influences seem to occur prior to adolescence. The initiaton of
efforts to exert influence in adolescence is probably too late and may lead to
increased use (Rose et al 1984). Poor behaviour adjustment as early as
Kindergarten and the first classes of the primary school has been found to be
related to later use of various substances (Vicary and Lerner 1983; Kellam et
al 1980).

In adolescence, the main influence on youth ig the peer group and its
values. Peer pressure is an especially stromg determinant of drug and alcohol
use (Oetting and Goldstein 1979, Oetting et al. 1980). Use is very high
under the dual conditions of having many peers who encourage using drugs or
alcohol and having peers who also do not try to stop one from using drugs or
alcohol.

Casselman (1987) reported a striking relationship between the use of
peychotropic pharmaceuticals among secondary school pupils and the use of the
game subgtances by their friemds.

actorg of the familv and othe i
recreational drug use {(category B)

The use of drugs, especially cannabis, can be part of an
inter-generational conflict. The drug use of young people in the sixties was
part of youth movement protests against their parents' way of life. The use
of cannabis, soft drugs became part of the flowerpower culture of the sixties
(Yablonsky 1968, Winick, 1975}, The wish to belong to a certain group is
apparently another part of the explanation for choosing to use a particular
drug (Kandel, 1973, Keniston, 1969, Goode, 1973, Foulks, 1969). Drugs can be
used regularly, usually not daily, often only on weekends in a socially
integrated way. Winslow (1974) did not find evidence for schoolehildren using
hashish being better integrated in their school classes, or as having a
tendency to form sub groups within their school classes than others, nor that
they were seen as deviant by their immediate peers.
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Druge can be part of a jet set type of sub-culture. Cocaine, is
egpecially popular for recreational use among those who can spend money
(Siegel, 1977). There can be a relationship with a certain type of school.
Pupils of art academies have a greater tendency to use drugs than pupils of
other schools (Buikhuisen, 1972). Apart from the type of schools, the area of
a city or town in which the school is situated is of importance. Schools in
lower social class areas where sociz]l problems are numercus usually reveal
more use of drugs and other deviant behaviour among their pupils than schools
in more affluent areas.

The attitude of the pupils towards drug use in general at the school i=
crucial and should be the main focus in prevention activities at schools.
When using drugs has a low status appeal, for instance, the assumption that
only eick or neurotic of frightened kids take drugs, as opposed to the belief
that brave and rebelliocus kids do so, drug use becomes unattractive for school
children. The attitude of teachers is important in creating a low status
appeal of the use of drugs.

The use of specific drugs can also be influenced by the work
gub-culture. QCarmmabis and hallucinogenic drugs are frequently used among
artists. Cocaine is popular among jazz and pop-tusicians (Wilnick, 1959), as
well as journalists, buginess-managers and people working in the amusement
industry. Druge can be used among professional sportsmen to improve their
performances or as part of their life style. The latter is reported among
professional baseball players in the United States (Ottemberg, 1986).

Factors e famlly and
use of drugs (category C)
There are many factors, intrapersonal, interpersomal and social that
correlate with problematic use, such as self medication and dependence. They

may or may not occur in combination with factors from the family or other
primary social systems. In this report we shall focus on the factors in the
primary systems affecting the user.

Farental drug use

Considerable research has been published on possible aetiological factors
in the family. Kandel (1976) found a correlation between the quality of the
parent-adolescent relationship and parental drug use and the continuation of
the use of heroin and other hard drugs by the adolescent. There iz a high
proportion of fathers with a drinking problem; Stanten (1980) found among
parents of heroin addicts an alcohcl problem in at least one parent in at
leagt BOL of the cases.

hom v nt - t

The relationship between drug use and a broken home or loss of a parent
has received considerable attention in the research literature. However,
Stanton (1980) reported that the majority of drug abusers in his research did
not come from broken homes. It is therefore important to look beyond the
absence of one or both parents to understand more fully the relationships of
family factors with drug abuse. Both over-involved, over-protective parents
and detached, neglectful parenting have been found related to drug abuge
(Kaufman and Kaufmann (1979), Steffenhagen (1980) and Stanton (1980).
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miton  fami truct

In reviews of the literature dealing with family factors in drug
addiction (Rose, Battjes and Leukefeld, 1984, Stanton, 1979, Salmon and
Salmon, 1977, Harbin and Maziar, 1975 and Seldin, 1%72) a common structure of
the family of a male heroine addict is described. There is an
over-protective, indulgent and permissive mother with the addict as her
favorite child. Fathers of male addicts are reported to be detached,
uninvolved, weak or absent. Father-son relationships are described as being
quite negative with harsh and inconsistent discipline.

In contrast to males, female addicts seem to be in overt competition with
their mothers, they eee the mothers as overprotective and authoritarian, while
their fathers are reported to be indulgent of them, sexually aggressive and
often alcoholic. The probability of incest is much greater than normal with
estimates as high as 902 in female heroine addicts (Cuskey et.al. 1979,
Ellingwood et.al. 1966),

In a research study carried out among 50 families of residents of centers
of the Association du Levant in Lausamne, Switzerland a so-called matripotent
family structure was found in 66% of the cases. There was a strong female
influence from three generations, the grandmother from mother's side, the
mother and a sister of the addict or the addict, when female, herself. There
was an alliance between the grandmother and granddaughter, with the
grandmother undermining her daughter and criticizing her marriage, the way she
is raising her children etc. In 207 of the cases a2 family structure was found
caracterized by a mother who separated from a negative functioning father
after the birth of the future addict, later remarrying a man who is the
oppposite of the first husband, presenting himself as an ideal partner and
father. The researchers in this study point to the important role played by
grandparents, the way family members are disqualified and the existence of
secretsz. They found frequently a brother or sister as a parentified and ideal
child in the family. The families were usually closed from outside contacts
(Ausloos c.5., 1986, Lanini, 1985). Im a research in Zirich in families of
drug addicts the relationships with the parents, especially the father, were
worse than in the contreol group. Alsge in 55% of the addicts’ familles there
were serious signs of family instability. (Zimmer-Hofler, 1987).

T ! vent n

Many drug addicts have experienced separation or death of a parent,
mostly the father, before the age of 16 (Stanton, 1979).

Frequent traumatic experiences in families with addicted children are
reported ag violent: child molesting, incest, suicides, psychiatric
admissions, sudden death of an important family member or separation of the
parents (Areon, 1975).

Fr n icks livi t rent

Contrary to common belief, most drug addicts do not have an isolated life
in the drug scene, far away from their family. Vaillant (1966) found that 727%
of the heroin sddicts in his study were at the age of 22 still living in the
home of their parents., At the age of 30, 47% were still living with a female
relative. Crawley (1971) found in his study of addicts in England that 62% of
the addicts were living in their parents’ home. Stanton and Todd (1982) found
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that 66% of their sample of male heroin addicts were living with their parents
or had at leagt once a day a contact by telephone with their mother. 1In a
survey of clients of methadone programmes in the Netherlands, it was found
that 67% of the addicts had regular contacts with their parents (Sylbing,
1981), and 32% resp. 38% living in the home of their parents (Bindels, 1981,
Hubert and van Steijn, 1986). Zimmer-Hofler, however, found in a Ziirich
gample that the addicte were less frequently living with their parents than -
the controls. (Zimmer-Hfler, 1987). Haley (1980) described the problems of
the families when an adolescent family member is leaving home, and the
relationship with drug sbuse. Stanton and Todd (1982) pointed out the
tendency to relapse of the addict in his drug abuse and a return home when a
crisis in the family had occurred after the addict had stopped using drugs and
had successfully started to live his own life.

They see at the base of this a separation fear between the family and the
addict. The hercin dependency provides a pseudo individuation (Stanton
et.al. 1978). Alexander and Dibb (1975) point out that the addiction is
necessary to maintain a certain equilibrium,

Gen ti i n iticism

Reilly (1976) observed that parents rarely rewarded acceptable behaviour
of the addiet, while giving strong (negative) attention to negative (drug
abuge) behaviour., Anger was rarely expresgsed in the families he studied.
Alexander and Dibb(1975) also found an inability of the parents to express
their eriticism directly and unclear boundaries between the generations.
Reilly and Alexander and Dibb were mainly studying middle-class families.
Kaufman (1981) who studied familiesg of different ethmic— backgrounds and
social status, also found vague boundaries between the generations. There
were rarely efforts of the parents to stimulate positive behaviour of the
addicted children. Algo Klagsbrun and Davis (1977) conclude from their review
of the literature that there is a lack of boundaries between the generations.
There ig usually a strong mother child and a weak father child relationship.

Peer influence

There i& a strong influence of peer pressure not only to start using
druge but also to continue the use. The drug using peers are often the only
friends the users have. Stopping the drug use means also giving up these
friendships. This is especially the case when drug taking has become part of
a life-style. Chein (1964) described the importance of having a status in a
drug using sub culture and a possibility to make a career in thig culture. A
study in Ziirich found that peer influence was the main reason for using heroin
in 60% of the cases, for other illegal drugs this was 80% (Zimmer-Bdfler,
1987). Swierstra (1986), describing the research he carried out with Jansen
in the Netherlands, speaks of a de-ideclogization of drug use in recent years;
there is no longer a clear relatiomship of drug use and a critical view of the
institutional society. The (post) hippie type of user has disappeared.
Participation in a deviant sub culture no longer appears to be a necessary
condition to be involved in heavy drug use. Although peer pressure may be an
important factor in the onset and continuation of drug use, it was concluded
by Blunm et al (1972) that the peer group has little or no influence when the
family remains strong.
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Special environmental conditions, such as among soldiers fighting in a
war, as was seen among American soldiers in Vietnam (Stanton and Tedd, 1972)
or among inmates in prison settings, may be important factors leading to drug
abuse and addiction.

SELF-HELF GROUPS

lgpholi AA) and al

The self-help movement has made a considerable contribution in the field
of health care and rehabilitation. In the area of substance abuse, there have
been many self-help initiatives (Alcoholics Anonymous, Narcotic Anonymous,
Alanon, Alateen, etc.).

The aim of the self-help groups is to teach people to help themselves
with the help of people who have the same problems.

They have, however, many other functions as providing informatiom,
getting up services, organizing training programmes for gelf care and
initiating pressure group activities.

holics An

AA was founded in 1935 by two alcoholics William Wilson (Bill) and
Robert Holbrook Smith (Bob). There was a strong influence from two existing
movements: one was the Washington Movement which sought recovery from
alcoholism in self-help by meeting in groups. Telling their life history was
an important element of these meetings. The other was the Oxford Group, a
movement known as Moral Rearmament. Their method of public confession of
shortcomings was taken over by the A.A. pioneers.

Important support came from Dr. Silkworth, a physician who introduced
the disease concept in the A.A. movement. In 1939, the book Alcoholic
Anonymougs was published, with the recovery programme The Twelve Steps. During
the 40's there was a coneiderable growth of AA in the United States. After
world War II, AA spread cutside of the U.5.A. Like other gelf-help movements,
AA demonstrates a scepticlsm of established and traditional techniques and
jnstitutions and alsv of professional elitism. In a review of self-help
movements, Lieberman and Bouman (1979) found that in six of them a
professional has played a key role in founding the organization. In others,
professionals played a substantial role at various stages of their development.

Al—-Anon and Nar-Anon

Following the example of Al-Anon support groups for spouses and other
relatives of alcoholics, Nar—-Anon was set up in the United States using open
meetings in which the participants tell their stories using the lZ-step
approach.

113 Anon
Families Anonymous is & national network of self-help groups in the

United States. Here also the 12 steps structure is used to alleviate guilt,
despair, anxiety and frustration among relatives of drug abusers. A primary
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principle is to reduce their over—protective behaviour and the genge of being
responsible for the drug abusing individuals.

Tough Love

An organization named Tough Love was founded by parents of drug addicte
in the United States with a programme for parents of children whose behaviour
is increasingly disruptive to the family (York and York, 1980). The meaning
of tough love is that loving and understanding alone may just add to the
problem. The parents have to learn to love and be tough at the same time.
They have to learn to refuse to collaborate in any actions that makes it
easier for their child to avoid the consequences of hisg or her drug use.

Parent gelf-help groups

In parent self help groups parents learn to set limits on the behaviour
of their children and choose to improve their own life without taking the
responsibility of the drug abuse of their children upon their own shoulders.
They are able to do this by giving each other support without the help of
profesgionals.

In Europe, in the Federal Republic of Germany, parent groups
(Elternkreise) were formed from 1969 in the same period as self-help groups of
drug usere. Some of these self-help groups for drug users were part of a
movement called Release. This was a movement active in the United Kingdom,
the Netherlande, Belgium and the Federal Republic of Germany, presenting
itgelf as an underground network with alternative services for dropouts.
Amongst others thelr aim was to legalize marihuana. Although the Release
groups disappeared in the middle of the seventies, the self-help parent groups
have been expanding in CGermany. These phases can be seen in the development
of parent groups. In the first phase, these groups were established as a
reaction to the suggestion of professional institutions that the parents were
to blame for the drug abuse of their children. In the second phase, in the
middle of the seventies, the parent groups were seen increasingly by
professionale as neglected target groups instead of being the cause of the
addicts' problems. In the third phase, from the middle of the seventies, the
parent groups in Germany have become recognized by professional institutes as
partners in their activities.

A gimilar development was seen in the Netherlands. At the end of the
seventies a group of Anonymous Families was formed. In 1979 a parent and an
interested author started a group of parents of drug addicts in the Hague.
Their goal was to convince the parents of the importance of leading their own
lives and of detaching themselves from their addicted child. Simular groups
were formed in Amsterdam, Rotterdam and other cities. In the geventies, they
were highly critical of professionals who usually had not been open to their
need for help. The author, who was the co-founder of the group in the Hague
(Yvonne Keulg) contacted 140 families, 67 families were complete, 73
incomplete with only one of the parents pregsent. The families came from all
social classes. She found that there was no preference for the eldest, middle

or youngest child (Keuls, 1987).

During the seventies, the various groups had iittle or no contact with
each other. There were also no contacts with parent groups from therapeutic
communities or other treatment programmes. Some parent groups tried to
convince the Dutch Government to establish enforced treatment. Other groups
favoured medical prescription of heroin to addicts. Some parents protested
against the concepts of family therapy developed by Stanton and Todd. They
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felt that family therapists put the blame only on the parents., Although many
parents were helped, some groups were dissolved owing to internal conflicts.

A negative effect was that some parents could not get rid of their newly found
identity: that of a parent of a drug addict. '

In 1980 de Landelijke Stichting 'Ouders van Drugverglaafden’, a national
organization of parents of drug addicts, was founded. They became a .
representative organization of parents of drug addicts for the government.
They denounced the prescription of hercin to addicts as well as enforced
treatment and started to cooperate with treatment programmes.

There are a few self help groups in Belgium, some of them linked with
treatment programmes such as the ambulatory treatment centre,
tiebur voor Al {(C.A.D.} in Hasselt, This centre has
had personal links with AA groups in the area since its foundation.

In Britain the gelf-help groups have recently been presented in the media
as being close to "the angwer" to drug problems. Like all good ideas, the
family support group can be over sold and there can be a negative reaction
from those for whom the reality did not live up to the promise (Coster, 1%87).

A study has recently been carried out by Dorn and South (1988) at the
Institute for the Study of Drug Dependence in London, on the parental and
community responses to youthful drug involvements, including family support
groups. They point out that for some people talking to one or two people may
be more effective than attending a self-help group regularly. They stress the
importance of developing alternatives to family support groups.

In Sweden,'organizations have been founded with parents of drug addicts
who are also active in drug prevention programmes.

Support groups of parents of children treated in various therapeutic
community programmes in Italy and Ireland have also become involved in
prevention activities,

However, the main function of the self-help groups of parents and other
relatives of drug addicts in Europe is offering mutual support to its members.

FAMILY INVOLVEMENT IN TREATMENT FROGRAMMES

n th ti mmyniti

The treatment programmes which initially attempted to exclude the drug
addict from the therapeutic process, the American therapeutic communities,
working with peer confrontation and a self-help concept, were also the first
to make family involvement an integral part of their treatment and
rehabilitation programmes.

In the early sixties, the therapeutic communities recognizing family
problems and peer pressure ag contributing factors in the individual's abuse
of drugs, cut the resident off from outside contacts, often prohibiting all
interaction with family members or friends for a substantial length of time.
The therapeutic community viewed itself as a surrogate family and the dynamic
frequently inhibited the re-establishment of relationship with family members.
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In the early sixties, Daytop Village, the first therapeutic community for
addicts was established in New York. It was modelled after Synancn, a
community of ex-addicts and people who had chosen the lifestyle of Synanon
whose members were supposed to stay for life. In Daytop and other therapeutic
communities, of which the first followers were Phoenix House and Odyssey House
in New York, the residents were prepared for a life outside the therapeutic
community; to return to a normal life in society. After the initial years, .
the staff of the therapeutic communities became aware of the fact that the
addict will return after discharge to his or her family of origin. When the
family does not get any attention, rapid deterioration of the benefits divided
from treatment could occur. It was also evident that other children in the
family could take up the role as the addicted child in the family when the
brother or sister was successfully treated.

During the second half of the gixties, a new philosophy, to be open to
involvement of the family, was adopted in most therapeutic communities in
America. With the opening of ambulatory outreach centers in 1967 parent
invelvement became structural in Daytop Village. Before that there had been
informal meetings for parents of resgidents of the therapeutic community. In
the outreach centres, younger addicts were treated in a day programme. As
they stayed with their families at night, it was clear that the family had to
be involved. Weekly groups were held for parents. Couples had meetings in
different groups. The groups were just for parents although sometimes other
relatives attended (Lasoff, 1984, Maloney, 1985).

In the day programmes of young addicts of Phoenix House, "Step One",
apart from groups with parente also groups of the entire family together with
the treated clients were started. These multi-family groups can consist of
members from 15 different families in meetings of up to 50 people (Kaufman and
Kaufmanm, 1979).

In the day centres, the policy was formulated that addicts were
acceptable only for treatment if a parent or a replacing significant other
person could be inmvolved in the treatment. Parents were trained to be group
leaders. New parents attended educational groups on treatment philosophy and
c¢linical methods in the treatment programme. Advanced parents took part in a
parent encounter group. Encounter groups are group megetinge in which
participants are invited to confront each others' behaviour in a direct and
emotional way. The person learns to accept and express his or her emotions
and gets ingight with the help of the group members in his or her behaviour.

In 1980, the parent association of Daytop Village was renamed the Daytop
Village Family Association. There are now special groups for couples, for men
or women only, for parents of residents in the therapeutic community, for
parents of adolescents etc. For residents in the last part of the programme,
the re-entry phase, groups are organized of parents and residents together,
meeting weekly for 2 months, led by a staff member, a graduate and a parent
group leader (Kalajian, 1979). In 1985 groups were formed for siblings of
drug abusers. Also a young women's group was set up for wiveg, girl-friends
and daughters of residents, supporting them in overcoming their feelings of
being powerless and victimized (Tarbell, 1983).

The groups in the United States are less rigid nowadays. Alego parents
whose children are not (yet) in treatment can come to groups and husbands and
wives can come to the same groups. Some programmes have started to involve
families already during the orientation phase of the treatment (Gleazon, 1983),
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ti myniti in E

The first therapeutic communities in Europe, modelled after the American
therapeutic communities, were founded in the early seventies when drug abuse
among young people in Europe was spreading.

In the Emiliehoeve therapeutic community in the Netherlands, parent
groups became a regular part of the the programme in 1974. After the
residents had been in the programme for some weeks, the parents were visited
at home and invited to participate in the parent groups. About half of the
parents became involved in the parent groups which were held once every two
weeks., Omne of the primary goals of the parent groups was to reduce the number
of rimaways from the therapeutic community. Most splittees went to their
parents after they had left the programme. They usually stayed overnight with
the parents or partners and soon relapsed into their addiction after they had
left, The parents were told not to let their children stay overnight and to
send them back immediately to the therapeutic community. When the parents did
not do so, they were told to leave the parent groups.

In the parent groups, the particpants in the initial stages wanted to to
talk about the problems they had before their child was admitted. Later in
the process, parents were able to focus on other problems, problems they had
themselves. The parents were encouraged to show their emotions and dissolve
their guilt feeling. The aim of the Emiliehoeve parent groups is to stop the
isolation of the parents to get them to change while their children change, to
learn to be honest and to increase their self-esteem (Bos, 1977). Other
relatives were involved in the Emiliehoeve programme from 1%75. GSeparate
groups for brothers and sisters of the residents were started, run by a staff
member and an older resident, with groups for under and above 20 years of
age. The activities of these groups vary from playing games to encounter
groups. Separate groups for partners of resgidents were get up. As
relationships sometimes developed between partners of residents, these groups
were later changed to partner-relationship groups with residents and their
partners both participating. '

The parent and family programmes in the Netherxlands have become
influenced by new insights from family therapy. Impaired mourning, coften in
relation to the death of the parents' parents, making every separation a
threat; inconsistent messages; the reincarnation of a deceased family member;
the child taking the position of a deceased parent; the absence of family
hierarchy, these are some of the topics discussed in the parent groups
nowadays (van der Meer, 1985, 1986). There are separate groups for parents of
residents of the therapeutic commmity and parents of residents in the
re—entry phase (who often live in a separate halfway house). Confrontation
segzions of residents with their parents or partners are held at regular
intervalg during their admission period. There are also days omp which parents
take part in the therapeutic community programmes for one day (van
Dijk-Karinaka, 1985, Frank and Weesie, 1985).

Some therapeutic commmities, as is the case in the center le lLevant in
Switzerland, have possibilities for partners or other family members to be
involved in the therapeutic program for a period of one week.

Similar parent and partner programmes parallel to the treatment of the
resident in the therapeutic community as we see in the Netherlands, have been
developed in other countries: Belgium, Ireland and England.
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In Italy, the fact that the therapeutic community of the Centro Italiano
di Bolidariet in Kome had the philosophy to offer help when people knocked at
the door, combined with the problem of a limited number of beds in the
therapeutic community, led to the development of an extensive ambulatory
pre-therapeutic community program, called Accoglienza (welcome). The parents
and other relatives are involved from the first contacts. As the clients are
gtill at risk, most parents agree to be involved. The residents are told to
stay at home and do some of the work there. Parents are given back the role
of authority, supported by staff and parents working as volunteers in the
programme. The addict has to be escorted daily by a family member to the
centre in the initial weeks and is not allowed to make phone calls, visit
friends or handle money. When this works out, usually after a number of
failures, the addict has stopped using drugs in most cases. The addict and
the parente are now introduced to separate groups, introducing them to the
treatment prograsme.

This extensgive involvement of the family before admission to the
therapeutic community lasting 4 to 9 months isg most probably the main factor
for the extremely low splittee-rate of the therapeutic communities in Rome.
Approximately 95% of the admissions complete the programme. (Kooyman, 1987,
Ottenberg, 1988).

Besides taking part in parent groups parents are active in various
committees. They are active in politics, research, prevention, providing jobs
for ex-addictes and receiving visitore. BSome parents who have the necessary
skill are trained to be leaders of parent groups. They should not be social
workers or psychologists or other professiomal helpers; they are just parents.

As a result of the positive experience of meetings of parents and
children together in the short term therapeutic community of the Rome
programme, a parallel family therapy programme was started. Thig therapy was
added to the parent groups in 1984. Multi-family group meetings and
individual family sessions became an integral part of the programme of the
Centro Ttaliano di Solidarieta (Gelormino, Rufino and Pappalardo, 1985). More
than 20 therapeutic communities have been established in Italy following the
Rome model., Parents are involved in a similar way alsc in Spain and Greece.

In 1983, staff from various therapeutic communities in the Netherlands
etudied the Rome experience. It made them realize that when they were
vigiting parentg of residents at home after the admission of their children to
the programme they never saw parente of the early splittees. Those residents
had already left when home visits were planned., This led to the decision te
contact parents before admission and to start parent groups in the induction
phase of the therapeutic communities of the Jellinekcentrum, of the
Emiliehoeve, the Essenlaan and other centres.

Although in Italy, the Netherlands, Spain, Greece, Belgium and Ireland
parents are involved as an integral part of the therapeutic community
programme, this is not the cage in all countries. In some countries the main
reagson for this is that parents are living far away from the centres, as often
is the case in Germany, Sweden and England. Sometimes, however, the reason is
resistance from the staff, resulting from unresolved problems with their own
parents or over—identification with their rebelling adolescent client.
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nvolv t of i tei th t iti

Not only therapeutic communities involve family members in the
treatment. As early as 1968, parent groups were held in an addiction clinic
in London. After six months' of regular weekly meetings, the treated addicts
were also invited to these meetings, It was felt that these meetings were
beneficial for parents as well as the addicts and staff (Lynch, 1971).

Day centres usually work closely together with parents and other family
members. Some centres make participation of a relative, or at least a person
with whom the clients stay overnight, mandatory. Parents have to agree to
some rules at home. Stopping alcohol consumption at home can be a problem in
a country like France (Ricq, 1985) and may confront a parent with his or her
own dependency. Several approaches in involving the family can be used. Ricg
mentioned that, in a day centre near Paris, parent groups are held in a
non-emotional way. In parent meetings, the parents are given personal
attention when they talk about their own difficulties in adapting their life.
The staff makes use of photographs from family albums to discuss the family
history in the client groups. Separate meetings are held between the addict
and the father, the mother, the brothers and sisters. Out-patient programmes
offer help to parente or imvolve them in the treatment of clients in wvarious

. wWays.,

Qut-patient centres as well as therapeutic community programmes in the
Netherlands, Italy and England have organized group meetings for parents whose
children use drugs and are not motivated yet to stop their habit. These
activities freguently lead to the children seeking help.

Foster

Besideg the involvement of the parents of young people who got into
problems with drugs, persons are also used as foster-parents for drug addicts
that are not their own children. They offer a temporary foster home for drug
addicts, usually adolescents, to help them to stay away from the drug scene
and recover from their addiction.

The Centre Didro in Paris uses fostexr parentg for various purposes, they
offer a temporary home to addicts from only one weekend to several months.
About forty families are involved in this programme. The parents are selected
and trained by the centre (Maxence, 1987).

There is also a programme in Aarhug in Denmark using foster homes for the
rehabilitation of addicts and there are some small scale projects in the south
of Sweden.

In the seventies, similar projects existed in the Netherlands. They were
stopped, ag they were found to place an extremely heavy burden on the
families, especially as the parents had children of their own still at home.

Research is needed to be able to evaluate the possible contribution of
Foster Parents programmes for addicts.

Resegareh on gutcome

Little research has been done on the effect of parent involvement on the
outcome of the treatment of the addict. Kooyman (1988) found that the outcome
of residents of the Emiliehoeve who had at least one parent participating in
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parent groups, at least once, was two times more successful than the outcome
of residents whose parents had not come to any group. The residents wheo had
parents participating in the groups stayed longer in the programme which may
have caused the more favourable result.

That parents and other relatives support the therapy seems to be
important for a successful outcome. The involvement may help the family too-.

THE DEVELOFPMENT OF FAMILY THERAPY OF DRUG ABUSE

Family tl . 1 health 1i

In the fifties, the first accounts of treating whole families appear in
the mental health literature (Ackermann, 1958, Bateson, 1956) although working
with families started already in the thirties (Basen, 1977).

The principles of learning theory (Bandura, 1969, Patterson, 1971)
focussing on change of behavior and systems theory applied to the therapeutic
process (Watzlawick, 1967) were of great importance in the development of
family therapy. Helping families to understand the intexdependence of
behaviour of its members has been a major goal of system oriented family
therapy -

The situation which brings the family to therapy is interpreted as a
symptom of one identified patient labelled by the family as having problems or
being the problem (Minuchin, 1974}. Family therapists agree that the
identified patient cannot be the focus of treatment when we want treatment to
be successful. The therapist should focus on the family as a whole rather
than on the individual. Haley (1971) speaks of a new orientation to the area
of human problems rather than a method of treatment.

Therapy with families of drug abusers

Therapy with families of drug abusers has been develecped in the gixties
and seventies in the United States (Basen, 1980).

Multi-family tl in USA

Multi-family therapy was applied in the context of residential drug
treatment programmes or day-care facilities (Berger, 1973, Kaufman and
Kaufmann, 1979). Multi-family therapy projects were developed by Monroe Cook
and Norton (1985) with as many as 150 persons including their addicted family
members, attending weekly meetings; they changed information meetings on
alcohol and drug abuse for relatives of patients of a detoxification and
after-care programme in Chicago into meetings where families and patiente
could discuse their problems. Some families of the large group meetings could
be selected for individual family therapy sessions.

Individual family therapy in USA

0f the several approaches in individual family therapy of drug addicts
the model of Stanten and Todd developed in the Child Guidance Clinic in
Philadelphia was found to be very successful in 65 to 70% of their cases of
heroin addiction (Stantom and Todd, 1982). Their therapy model was inspired
by the structural approach of Minuchin (re—establishing the parent-child
hierarchy, restructuring alliances and subsystems during the sessions) and the
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strategic approach of Haley (focussing on symptoms, specific strategies of
intervention, homework assignments and avoiding a power struggle with the

family).

The main principles of their approach are described by Stanton and Todd.
They stress the importance of involving the family in the detoxification
period, preferably taking place at the home of the family. In the first
sessioms the therapist assumes an allience with the parents and preparations
are made for the detoxification at home. The therapist Invites other family
members himself, when they do not show up at the first interview. The common
goals of the family are formulated. The family ig invited to work out
together how they can help each other to reach these goals, taking into
congideration and making use of positive aspects of their family. There is a
good chance of the occurrence of a crisis in the family when the addict is
doing well. The therapist tries to solve the crisis, for instance a conflict
between the parents, within the family system. He continues to offer support
to the parents during the crisis teo prevent a relapse te drug abuse by the
identified patient. At the beginning, the therapist avoids working on the
relationship problems of the family. All have to stick to the common goal of
keeping the addict clean. After successful detoxification, plans for the
future are made, such as arrangements for the identified patient's independent
life after leaving home. This method of Stanton and Toedd has been
succesefully applied in therapy with families of drug abugers in Europe.

Individual family therapy in Europe

After a symposium organized by the Regional Mental Health Centre R.N.O.
and the Erasmus University in Rotterdam in 1981, several projects were set up
in the Netherlands treating families of drug abusers in out-patient settings
(van der Feen and van den Eynden, 1984; Kooyman and van Steijn, 19853 van der
Feen, 1986).

In a recent study (Romijn and Schippers, 1988) in which out-patient
family therapy projects based on the Stanton method were evaluated in
Amsterdam and Arnhem, the authors concluded the following:

i) In 60% of the referrals of potential cases it was possible to involve the
families in the therapy.

18 months after the onzet of the therapy, there was no use of drugs in
half of the treated families. In more than half of the families there
were positive changes in the behaviour of the identified patient (no
criminal behaviour, no contact with fellow-users, and working or
following education). In 40% of the families there was a positive change
in drug use as well as social behaviour,

Ha
(=N
et

Improvement in work on the educational sgituation was noted only when
there were no more contacts with fellow-users, which occurred only when
there was no more involvement in c¢riminal behaviour.
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iv) The best results were with clients usging lower quantities of drugs for a
shorter total duration and with clients who were younger with higher
levels of education and those who maintained social contacts with
non—user friends.

v) In 70% of the cases there were successful changes in the family relations
as, for instance, a restructured parent-child hierarchy.
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vi) Parents were mostly posgitive in their opinion on the therapy. The
addicts thought of the therapy as being more important for their parents
than for themselves.

vii) Clients or relatives did not have a preference for being treated at an
addiction centre or a mental health centre.

viii) It had been possible to describe the therapy in a way that it was
reproducable by different therapists.

ix) Compared with a matched group of clients participating in a
methadone-programme with individual counselling, the family therapy
produced better results although the groups were too small to make the
difference statistically significant.

x) When the success was measured not only among those who came into
treatment, but among all those contacted, the success is 24% (Romijn,
Schippers and Lange, 1988).

In Yugoslavia, network therapy is applied in the treatment of addicts.
In the centre for family therapy of alcoholism of the Imstitute for Mental
Health in Belgrade, sessions are held with the addicted individual, the family
members, friends, collegues, people from the neighbourhood, etc. This work
started in 1973 with alcoholics, now it is also used for drug abusers. Many
clients are poly-abusers. The minimal number of participants is 5 to 10,
They know the problem of the addict and can mobilize other people. Three
questions are discussed: "what is the problem?" 'what is the goal of the
therapy?" and "what is the solution of the problem?". 41l personz are
involved in making a contract. This innovative approach looks a promising
alternative to family therapy with individual families (Gacic, 1988).

Family therapy of families with drug problems in an out-patient setting
has epread in Europe on a small scale in several countries other than the
Netherlands, usually in an experimental way. This is the case in Belgium,
Sweden and Germany.

In Italy, out-patient family therapy bas developed among other areas in
Milan, Rome and Bari. In Milan, the school of Selvini Palazzoli, using
paradoxical interventions, has influenced the approach to families of addicts,
although Selvini Palazzoli has not worked with drug addicts, but with
comparable families such as families of amorexia nervosa patients (Selvini
Palazzoli, 1978).

Cancrini (1985) has developed an extensive research project in family
therapy of drug addicts at the Psychiatric Department of the University of
Rome. 'Two different types of family therapy were used, the model of Stanton
and Todd and a paradoxical strategic approach. The first method was applied
when the therapist had the impression that the family reacted strongly and had
a clear position towards the drug use. The paradoxical strategy was used when
the therapists perceived a weak, disorganized and confused reaction from the
family, seemingly unable to take a stand in regard to the symptom and its
congequences. Cancrini describes four different types of drug addiction:

A. Traumatic drug addiction

There is a rapid break with the normal pattern of life, the drug protects
the individuzl, who is in a state of panic. The addict uses all kinds of
drugs, in destructive ways, to seek numbness rather than pleasure. The drug

';ﬂﬂ




EUR/ICP/ADA 518
1778s
page 19

use and its dramatic comsequences mask or cover the sense of guilt proveoked by
the traumatic experience.
B. Drug addiction from actual neuroses

There is an extensive conflict in the family around the drug addict. The
family showes a typical structure which includes the following characteristics:

a deep involvement of one of the parents (generally of the opposite sex )}

a peripheral role of the other parent;
- weaknessz of boundaries in the family hierarchy;

~ a polarity between the addict as a "bad" child with another "good" child;
and

~ c¢ontradictory communicatioms in the family and rapid and vioclent
conflicts.

C. Transitional drug addiction
The addiction has the following characteristics

-~ an experience of powerful, ecstatic, pleasing effects of the drug
relieving previous personal sufferings;

- repeated depressive states with compulsive addictive behaviour;

~ difficulties is linking the drug use to sgpecific events im the life of
the addict; and

- a long-term risk of relapsing often into alcoholism.

The family has the following characteristics

- there is a lack of definition in the relationmships often with incongruous
mescages;

- the members ignore the meaning of messages from others;

— the family members try to manipulate therapists and others to strengthen
thelr own positions; and

— there can be a repeated brief and intense acting out.

Both parents are over—involved with the addiction or private life of
their children. The polarity between the children is mot that of good/bad but
rather of success/failure. Often in this kind of family there is a person
named the prestigious member by Selvini Palazzoli, actively involved in
golving the problems of the family. At the time of detachment of this
prestigious member the identified patient reacts by creating a problem through
drug use, which has the effect of fixing things as they are.
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D. Soci bic d rdicti

Thie kind of addiction is found with persons who act out their
psychological conflicts. They typically share the following history:

— ¥nown antigocial behaviour prior to their drug addiction;
- rapid adaptation to a drug addict life style;
- a defiant attitude, an inability to give and accept love; and

- @gpeaking with detachment of their habits and underestimating the effects
of the drug.

Drug addicts seen in Italy are usually children of economically and
culturally deprived women, or children of multiproblem families in the ghettos
of the big cities. Their maladaptation is first evident in difficulties at
school and later In adolescence in the increasing violence with which they
react to rules of a society perceived as hostile. Often they were brought up
jin institutions. The families may be detached or dramatically disorganized.

Cancrini points out that families of drug addicts cannot be seen as
homogeneous systems. The families described in the literature of family
therapy with drug addicts are usually of type B or C. The distinction between
families of type B and C is useful. In his experience, and as shown in a
follow—up study, the structural method of Stanton was more successful in
families of type B, while the paradoxical approach was more useful in type C
families. 1In addiction of type A, individual ambulatory therapy was usually
gsufficient. In the addiction of type D, conventional therapies are rarely
successful. Therapeutic commumities can be a ugeful tool by filling the
vacuum of the social and family relationships of the drug addicts of type D.
In this way a new family system is provided (Cancrini, 1985, Cingolani, 1986).

In some European countries entire families with drug addiction problems
are admitted in a special treatment centre. There are therapeutic communities
in Sweden and Germany (Karlszson, 1984, Moller-Teppema, 1984, Bromer, 1985)
admitting families with children of which one or both parents are addicted to
drugs. In Czechoglovakia, Skala has admitted whole families of which one
parent was an alecoholic in an inpatient setting (Skala, 1983).

Family therapy and multi-family therapy have become part of the

therapeutic community programme of the Centro Italiano di Solidariet
in Rome (Gelormino, Rufino, Pappalardo, 1985). Family therapy can be added
as an important element in the treatment in therapeutic communities, together

with parente and partner groups.

In some programmes as in the therapeutic community 'Het Blauwe Huis' and
the day centre 'De Rode Brug' in Utrecht in the Netherlands, family therapy
has become a crucial element in the therapeutic system (Volman, 1985).

In Austria, family therapy is applied on a small scale with methods
developed in Palo Alto (Watzlawick, 1982) and Miami, among others the one
client family therapy (Szapocznik, 1985), a treatment method whereby the
family is the target of the treatment although only ene member is seen by the

therapist.
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FAMILIES AND OTHER SOCIAL PRIMARY SYSTEMS AND PREVENTION

The family can be seen as a system whereby the whole is more than the
sum of the parts. Each family has its unique way of functioning. The systems
theory approach suggests that because of the interdependence of the behaviour
of the family members, a certain behaviour of one member can be encouraged and
maintained by the other members. If the behaviour persists the family must be
inadvertently doing something to maintain this behaviour.

Family cl teristi ine d ]

Chapter V discussed how factorsg within the family can lead to drug use
and even maintain this use. It is important to knmow what are pogsible factors
within the family that can prevent family membere using drugs. The literature
indicates that extreme control as well as extreme permissiveness are found in
families of addicts. These families are characterized by a shortage of
positive messages and interactions between family members and an overabundance
of negative messages and interactions. Affection is given as a reward for
positive behaviour only. These patterns can also be found in many families of
adolescents who are deviant in other ways, for instance in families of
juvenile delinquents.

Families of addicts seem to lack sufficient skills to resolve
conflicts. They tend to lack any family rituals and family celebrations
{Stanton, 1982), TFamilies of addicts apparently produce among the c¢hildren
persons who lack sufficient self-esteem and who have problems in maintaining
stable emotional relationships.

terigti f drug- i

Although studies of families fostering good health among their members
and also promoting a drug—free life style are not available, we can deduce
from what we know of studies of families of addicts that healthy drug-free
families probably have the following characteristics:

a well-balanced equilibrium between positive and negative interactions;
- a good balance between control and permissiveness;

- open emotiomal contact between the memberg of the family;

- & clear hierarchy in parent and children roles;

-  mutual respect;

—  the ability to give and receive affection without considering it as a
reward for positive behaviour;

- adequate capacities to sgolve conflicts;

- flexibility to cope with changes;

- the presence of family traditioms, rituals and celebrations;
- clear and consistent rules; and

- consistent consequences for negative behaviour.
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I . £ Famili

Increasing the competence of families to reinforce the above mentioned
qualities can be an important goal of prevention focussing on the family. In
this szense, current developments in health promotion programmes for parents
and programme training in family skills can play & significant role.

Programmes to promote family competence have thelr origin in the United States.

These programmes include a wide variety of approaches from lectures to
role playing and practice sessions. The approaches have in common that they
try both to help parents to acquire healthy coping styles and also to develop
patterns of interaction that meet the needs of children and parents alike.
They promote healthy interactional patterns before pathological pattterns
becomes established (Rose et al. 1984). They do not focus solely on drug
prevention and are not evaluated in these terms. However, as
family-interaction problems are correlated with drug abuse of children in the
family these programmes can be expected to have a pogitive prevention effect.

Parent Effectiveness Training (P.E.T.) is probably the most widelyused
approach for parent skills training today. Developed by Gordon (1970),
P.E.T. has eight goals designed to facilitate family communication.

1. Parents learn to think and talk about their children in terms of their
discrete behaviours (what they are saying or what they are doing) rather
than in terms of abstract pereonality traits or characteristics.

2. Parents learn the importance of responding to the child's behaviour
consistently or congruently with their feelings and learn how to
determine which feeling (acceptance or non-acceptance) they are actually
experiencing.

3. Parentez acquire a reasonable level of competence in using facilitative
communication skills to respond to the messages children send whe they
ghare problems with parents. Parents are taught to rely on silence,
open-ended questions, and active or reflective listening skills.

4, Parents learn about parental authority and the difference between
authority derived from knowledge and experience, and the authority
derived from using rewards and punishments. They learn about the various
coping mechanisms children use in respomsge to parental power.

5. Parents learn the pitfalls of being permissive. They come to understand
the destructive effects on the relationship when children get their needs
met at the expense of the parent's unmet needs.

6. Parents learn the pitfalls of being autheoritarian. They learn the price
they must pay when children's needs are frustrated by coercive power.

7. Parents learn how they can enhance their influence over their children’s
values and beliefs by using the methods of a effective
cosultant-listening to the problems, offering knowledge and experience,
and leaving the child with the responsibility of accepting or rejecting
the advice.

8. Parents learn an alternative to the win-lose methods of resolving
conflicts (Fine 1980).
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Thomas Gordon stated that he wanted to teach parents the communication
and problem zolving skills they needed to prevent family problems as well as
to resolve them (Gordon, 1980). The method is described in his book Listening
to children. He stresses that parents, families, children, relations are all
important.

Another approach was developed by Ginot (1969). He developed parent
education programmes with a philosophical orientation to parenting. Among the
interventions are guidance groups which are emphasized as a drug abuse
prevention approach. They are led by professionals and involve lectures,
discussions and role playing.

Additional parent training programmes include:

~ Systematic Training for Effective Parenting - teaching, among other
things, to replace award-punishment with learning from consequences; and

- Behavioral Parent Training - using applications of social learning theory.

While parenting programmes focus on the parents, there are also
programmes which involve children as well as parents. Among those is an
unique preventive intervention model developed at the Spanish Family Guidance
Center of the University of Miami to provide family gkills training to
Cuban-American families (Szapocznik et al 1978), focussing on the occurrence
of intergenerational and cultural differences and consequent family
disruption. Families who participated in this Family Effectiveness Training
programme in Miami demomstrated a significantly greater reductiom in high-risk
variables to later drug use (for instance childhood conduct digorders) than
families who did not participate (Rio et al. 1983).

Besides health promotive programmes through parents and family competence
training, preventive efforts focussing on illegal drugs have also been
developed.

Parent movem mbat th r f dr

Concern among parents about the possibilities of their own children
starting to use drugs gave rise to parents movements in the United States and
Europe to combat the spread of drug use especially among young people.

The first such groups started in the sixties in the United States and
Europe. The increase in cocaine—abuse among young people, especially in the
form of crack - a cheap and fast-acting cocaine product - among young people,
induced a recent and widespread growth of the parent movements in the eighties.

In the United States, groups called Families in Action were formed with
the purpose of educating parents, children and those in the community who have
decigive influence on factors that encourage this use and on the social,
psychological and physiclogical consequences of drug use. Their goal is to
stop drug use among children and teenagers, to counteract the pressures in
society that promote illegal drug use and to create a drug free enviromment in
the home, school and community for the healthy growth of children (Ruche,
1876). Activities of Families in Action involve interaction with 2 range of
community groups and pressure to eliminate the presentation of positive
propagenda for drug use and the sale of drug-related materials. Lindblad
describes a successful anti~drug paraphernalia campaign in Georgia, targeted
at the growing number of paraphernalia shops in suburban shopping centres
(Lindblad, 1983).




EUR/ICP/ADA 518
17788
page 24

A National Federation of Parents for Drug Free Youth was organized in the
United States in May 1980. It communicates with over 8 Q00 parent groups
throughout America (Coletti, 1985). This organization became an important
force interacting with Congress and State legislatures.

In the therapeutic community programme Coolemine Lodge in Ireland
selected parents from their Parents Association are trained to be active in
prevention. They form parent community groups. Their goals include:
education of parents in the neigbourhood on drugs, their effects and the drug
culture, and developing meaningful alternatives to drugs. They take a firm
stand against the use of cannabis and the supply of alecohol to youngsters. In
some cases they even get up a watch group of parents at the other side of the
street, opposite the house of a drug pusher. Farents are taught to take
action when their child is using drugs before their son or daughter gets
addicted. They use the tough love concept and point to the possible dangers
of cannabis. In this way the Coolemine programme is going a step further than
most therapeutic communities, whose prevention activities do not go beyond
organizing speaking engagements for schocls and other organisations in which
parents and ex-addicts take part. The objective is to create a drug-free
environment and to encourage early family-based intervention when family
influence is still stronger than peer influence (Comberton, 1982),

An active movement in the United Stdtes is the National Parents Resource
Ingtitute for Drug Education (PRIDE). This body was involved in organizing an
International Parent Conference on Youth and Drugs in 1983, attended by over
three thousand people from 54 countries along with America's First Lady, Nancy
Reagan, and First Ladies from sixteen other countries. The organization takes
an active stand in the so—called war on drugs and provides literature and
other material for drug prevention.

In several other countries, among them Germany and the Netherlands,
similar organisations using the PRIDE concept are being developed with the
purpose of providing information on the risk of drug use and initiating and
organizing training programmes for parents. Those programmes are focussed on
how to get children to say no to any form of drug use.

Feer pressure

As we have seen, families can play an important role in making a choice
between whether or mot to use drugs., Especially for adolescentg peers are
most important in influencing such a decision. When peers at school or in
other primary social groups consider taking drugs as silly, abject or sick
behaviour, the adolescent is not likely to decide to use drugs. Om the other
hand, when the peers in his or her group see the use of drugs as tough, daring
and prestigious behaviour, the decigion to try it is more easily taken.

In the United States, prevention programmes are being developed using the
notion that peer pressure can lead not only to the use of drugs but alsc to
abstention from druge. School children who are popular in their classes are
invited to be trained as peer leaders. In the drug prevention programme
called Amazing Alternatives in Minnesota, for instance, five students of each
clase attend training sessions in group techniques. A major emphasis is given
to the functional meaning of drug use in the discussions. Health-enhancing
activities are selected instead of drug use to meet the adolescents’ needs to
fit in, have fun, look older and to solve personal problems. The students
learn by role-playing that saying no is an acceptable response. A final
activity in the programme is writing a contract to remain a non chemical user
(Perry, 1985).
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Such programmes can be successful and probably more successful than those
led by adults. Some components for a successful outcome are: proper
gelection of the peer leaders, good training, realistic and clear expectations
and on-going supervision (Funk, 1986). The peer leaders need continued
gupport from the adults directing these programmes. They can be part of a
comprehensive approach to prevention and health promotion. 8o far thisg
approach has not been used in Europe.

- i t h egch

Drug-abuse prevention through schools in Europe is gometimes part of a
general health prevention program, sometimes a separate topic in the
curriculwn. In most cases teachers are trained to give information on drug
abuse, sometimes a drug education programme is carried out by outeide
experts. Research by De Haes in the seventies in Rotterdam, later confirmed
by others, found only a positive effect of drug education using discussion
groups in school classes focussing on attitudes towards the use of drugs and
possible problems behind the use. Factual information did not seem to have a
positive effect, while information stressing only the dangers of drugs seemed
to have adverse unintentional effects. The latter method seems only to
increase the curiosity and may cultivate the opinion that using drugs is
something heroic to do.

Promoting a healthy life style in adolescents through prevention
programmes at school 1z the goal of Quest International, a nom profit
organisation. Lions Club International has decided to sponsor this program,
first started in schools in the United States with the name "Skills for
Adolescence"”. In this programme the adolescent learns to increase positive
attitudes in himgelf and to eet realistic goals.

_ . rivity tei h

Drug education programmes have also been used outside schools in several
countries, in youth c¢lubs and places where unemployed young people meet. The
discussiong ghould be more than just a single meeting to have any lasting
positive effect.

In Europe, a large variety of prevention activities, wusually originating
from private initiatives, offer positive alternatives to young people in risk
groups. Such projects are: sailing at sea for some weeks (Denmark); survival
trips with risk group youths from cities in the Netherlands in an Outward
Bound model with mountain hiking, rock c¢limbing and wild water canoeing in the
Ardennes in Belgium or in the mountaing in France; a drug free activity club
for youngsters from the black minority groups that immigrated from Surinam to
the Netherlands {(in the Hague), an activity and creativity stimulating club
for adolescents to keep them from the gtreets (Caltanisetta, Italy); and even
parachute-jumping (France). These are all examples of stimulating healthy
alternatives to drug use.

CURRENT SITUATION IN VARIQUS EUROFEAN COUNTRIES

A brief overview will be given of the situation in several countries
regarding the involvement of families and other primary social systems in
treatment and prevention of drug abuse, This overview is not complete. There
wag insufficient information available to describe the situation in all
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European countries. However, those countries where families are invelved in
more than one way in treatment as well as in prevention are included. The
overview is given in alphabethical order and gives information on:

A. Self help groups

B. Parent or family groups linked with treatment programmes such as
therapeutic communities, day-care centres and out-patient programmes,

C. Family therapy of families with drug abuse problems in out-patient or
residentinl settings.

D. Prevention activities.

1. AUSTRIA
A. There are five groups of parents of drug addicts, no self-help groups in

the gtrict sense, but groups linked with treatment institutions.

E. There are no parent groups as part of the treatment programmes, the
parent groups are set up for mutual support of the parents. A
therapeutic community in the Western part of Austria organizes meetings
of parents.

C. There is no special family therapy for drug addicts.

b, The prevention activities are usually limited to information given by
gsocial workere. There are ad hoc political pressure groups from time to
time to bring the drug issue and the need for money to treat drug addicts
to the attention of the public.

Drug abuse treatment in Austria is mainly a medical model treatment in a
clinic, although there ig one therapeutic community. Treatment in the clinic
has developed from individual and analytic psychotherapy schools.

4.  BELGIUM

A. There are about eight self-help family groups in Belgium, French- as well
as Dutch-speaking. Some of them are linked with treatment programmes,
for instance therapeutic communities. One is set up jointly by a
therapeutic community (De Sleutel) in Ghent and an ambulatory treatment

centre {C.A.D.) in Hasselt.

B. Two thirds of the therapeutic communities in Belgium have parent groups
as part of the treatment programme. Two parent groups are linked with
daycare programmes. One day centre in Brussels applies family therapy.

c. Two organizations apply out-patient family therapy. Ome is the go-called
"Lama" project, the other the ENADEN project, both ip Brussels. Family
therapy in a residential setting is applied in a French-speaking
therapeutic comunity and in a detoxification clinic also in Brussels,

The family therapy is mainly based on the method of Stanton and Todd.
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D. Although there is no movement of concerned parents in Belgium, some
volunteers are involved in setting up prevention activities. Ome of
these projects is that of the working-group "Preventie Drugmisbruik" in
Lommel. The activities are separately organized in the French- and
Flemish-speaking parts of the country. Meetings are held to provide
information to parents and teachers at schools.
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3. DENMARE

A. Self-help groups have not been established.

B. There are no parent groups linked with treatment programmes. The
treatment is mainly out-patient. There is one therapeutic community in

Copenhagen.

A programme in Aarhusz uses foster parents to offer drug addicts a home to
help them recover from their addictien.

C. There are two cut—patient family therapy projects in Copenhagen for
families with drug abuse problems. In one project, run by the Kirkens
Korshaer, drug addicts have been treated (as well as abusers of other
substances) with structural family therapy since 1981.

D. Parents are not involved in prevention activities,

t ture:

Winslow, J.J.B. Drug use and social integration. International Journal of the
Addictions, 9: 531-540 (1974).

4,  ENGLAND

A. There are two principal networks of self-help groups in England, Adfam
and Family Anonymous. In addition, there are many groups not affiliated
with these organisationg. The majority of the members are mothers, most
of them white and middle~class. Feople who have low expectations from
life, which may well have resulted from experience, may choose to expect
the help from professionals even after being repeatedly disappointed by
their services. Another reason for lack of enthusiasm for family support
groups is the sense of shame on the discovery of drugs within the
family. This is common in ethnic groups, among Muslims but also other
religious commumities such as the black Christian Churches. In many
families of minority groups, the fear of damaging the family reputation
outweighs the perceived benefits of talking with other families about any
drug problems (Dorn, James and South, 1988). The groups in England meet
usually more than once a month, most of them weekly.
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B. Some therapeutic communities have organized meeting of parents. As
parents sometimes have to travel long distances to the therapeutic
communities they do not meet frequently. Parent involvement has not
become an integral part of the treatment programmes of the therapeutic
communities. In 1987, Phoenix House London opened a separate house for
the admission of drug addicts with small children. In England there are
some parent groups linked with day-care and out-patient programmes.

C. Family therapy has not developed yet in the field of drug addiction in

England.

D. Parents are involved in various prevention projects including projects at
schools.
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5. FEDERAL REFUBLIC OF GERMANY

A. There are about 120 self-help groups of which 87 are organized in the
"Bundesverband der Elternkreise drogengefdhrdeter und drogemabhdngiger
Jugendlichen” in Hamm. The first groups of parents of addicted children
started in 1971. The groups meet weekly or at least once a month.

B. There are 30 to 50 therapeutic communities in Germany who invelve the
parents of the reszidents in the treatment. Usually parents meet in
groups or are invited to weekend seminars at the centres. Although the
importance of involving the family of the resident is recognized, it does
not work effectively everywhere. Long distances between rural treatment
centres and the homes of the parents are often & handicap. The parents
meet once a month or legs frequently.

In Berlin, there is a day-care programme which uses parent groups. Some
of the self-help parent groups are in close contact with the regional
counseling centres (Drogenberatungsstellem). This is the care in Koln,
Frankfirt and Minchen. :

C. Family therapy in out-patient settings in West Germany is being started
in two centres (Berlin and Hofheim). A systems-therapy approach is
used. There is also a residential setting applying family therapy (in
Heiligenkrelie—Steinach). In the therapeutic community Tannenhof in
Berlin, families of addicts where one of the parents is addicted to drugs
are admitted for treatment together with their children.

D. The first initiative of parents in drug prevention started with a
campaign in 1969 in Bonn. Since then, activities have spread over the
whole country in cooperation with organisations of parents of addicts,
Parents and other family members meet at schools, from nursery schoeol to
secondary schools. They organize conferences on drug-abuse prevention
and training programmes for parent organisations. The organisations
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inveolve thousands of parents and provide written material and booklets on
drug prevention in families. Sometimes leisure-time activities are
organized for children. The Bundesverband der Elternkreise 1s alse
involved in such prevention activities. It arranged a Drug-Bus Tour
through 21 towns in Germany on drug information and prevention to
stimulate digscussion and action. There are some organizations working
with the PRIDE concept. They organize meetings of parents and have
stands at mental health conferences. They also organize training
programmes for parents with the aim of preventing their children's
involvement with drugs.
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6. France

4. There are some self-help groups of parents operating in France, including
¢ne in Paris. They meet once a month or less freguently.

B. The largest organigation of residential centres for drug addicts "Le
Patriarche" has parent group meetings once every two weeks. No other
large structured therapeutic communities have developed in France. There
are some small therapeutic communities or residential centres for
"Pogt-cure" as well as day-care centres. In a day-~care centre just
outgide Paris, meetings of the parents in whose house the clients stay in
the evenings and at night are a regular part of the treatment programme.
In these meetings the parente can talk about their disappointments, guile
feelings and so on and are helped to free themselves from their isolatien
{(Ricg, 1985). Some gut-patient treatment centres have parent groups
linked with their programme. At the Centre Didro in Paris, addicts are
treated within the homes of selected foster parents. The centre offers
training and consultation of the foster parents. The clients can stay in
a foster family for different purposes from one weekend to six months.
About forty families are involved in this programme (Maxence, 1987) (see
chapter II).
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C. In the Centre Montceau in Paris, systems therapy based on the principles
of Palazzoli, is used. This method, using paradoxical techmiques which
changee the symptom through positive labelling and prescribing, is geen
as effective in dealing with rigid families who tend not to cooperate
easily with therapists.

D. Parents of (ex) drug addicts take part in discussion groups at schools
organized by treatment centres. In general, programmes are organized
when there is not yet a drug problem at the school. The programmes aim
at providing the information before the children hear of drugs from other
BOUrces.
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7.  GREECE

Al There are no self-help groups in Greece.

B. There is one therapeutic community, Ithake, situated in Sindos near
Salonika with a detoxification centre, a day centre and an out-patient
programme in Athens. There are parent groups for clients admitted to the
therapeutic community who meet twice meonthly in Athens. If possible,
parents from the northern region are seen in an induction centre in

Salonika. Parents are also involved in the induction phase of the
programme .

. There is no family therapy for addicts in Greece.

D. There are no prevention projects involving families.

8.  HUNGARY

Drug addiction is a relatively new problem in Hungary.

A. There is one self-help group in Hungary. It meets twice monthly in
Budapest.
B. There is ome parent group linked with a residential setting. There are

no parent groupe links with day-care programmes. There are parent groups
linked with out-patient programmes.

C. There is no family therapy for drug addicts.
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There are about 10 groups of parents involved in prevention activities.
They work among others in school projects.

IRELAND

Self-help groups for parents whose children have drug problems have been
get up in Dublin in the form of parent peer groups as a part of the
Coolemine Parents Action and FPrevention Program. In 1982, the
therapeutic community Coolemine Lodge added this programme to their
speaking engagements at schools and other organisations with the
objective of putting parents at the centre of prevention activities.
Parent peer—groups comprised originally parents of drug abusing children
and parents of the friends of their children. Based on tough love
principles, Coolemine Lodge is establishing parents' resource groups for
parents who discover that they have a drug abuging son or daughter.
Staff from Coolemine withdraw after the initial three to six months to
organize the groups. Keeping them longer in the group would conflict
with the goal of self-help.

Parent groups and groups for spouses of clients of the programme are part
of the treatment at Coolemine Lodge. If a programme fails to comvince
parents, it must accept that the outlook for the resident is poor, both
in relationship to staying in the programme or to staying off drugs
and/or alcohol after completing the programme {Comberton, 1985).

Referrale are sometimes made from the parent and spouse groups to family
therapists for consultation or treatment.

Volunteers from the Coolemine Family Association are trained to set up
the Coolemine Action and Drug Prevention Program. The objective is to
inform parents of a neighbourhood about recognizing early stapes of abuge
and to establish parents' community action groups to educate parents
street by street, inviting them personally for meetings. They also try
to convince bar owners or store keepers not to sell liquor or solvents to
young people and try to tackle the drug-selling and di=tribution,
cooperating with the police. They emphasize alcohol and cannabis as the
gateway drugs and do not focus entirely on heroin and other hard drugs.
They alsoc support parents with children that do use drugs to take a firm
stand and, if necessary, convince them to confine the child sometimes to
the house and egcort them to and from gchool. The parents are taught to
become critical of their own use of alcohol and pharmaceuticals in their
homes; they need better information regarding their relationghip with the
youngster, their rights as parents, such as not needing to win arguments
in order to eet limits. The pattern of alcohol use in Ireland is such
that drinking below the age of eighteen is seen as being a risk. The use
of aleohol can become a way to escape the pressures from adolescence (see
chapter II).
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10. ITALY

A. There are up to 100 self-help parent groups. Most of them are set up by
the family organizations of treatment programmes. There are also
independent groups of parents organized on the basis of AA philosophy.

B. Most therapeutic communities have parent groups as an integral element of
their treatment programme. In the programmes based on the model of the
Centro Italiano di Solidarieta (C.E.I.5.) in Rome (Progetto Uomo) the
parent involvement starts before the admission in the therapeutic
commmity during the induction phase (Accoglienza) of the treatment.
This induction phase may last several months, sometimes even more than
half a year. There are separate meetings of parents and of parents and
children, including the clients of several families together. The
parents meet usually twice a month together during the induction phase.
They are taught to set limits to the behaviour of their children who
follow an induction programme and stop their drug abuse before their
admission to the therapeutic community.

The parent groups continue until the residents have graduated f{rom the
programme. Other family members can alsc take part in the parent
groups. There are different types of groups for the parents as the
clients proceed through the treatment programme (see chapter V).

Other therapeutic communities, not based on the C.E.I.5. programme in
Rome, use parent groups. In about 10% of the day-care programmes parent
groups are used. Only two or three of the out-patient treatment
programmes have parent groups.

c. Family therapy for drug addicts is widespread. It is often carried out
in outpatient clinics of psychiatric centres such as the Department of
Peychiatry of the University in Rome and the Psychatric Clinic of the
University of Bari, where the pragmatic elementary model was developed in
1979, This method, derived from the paradoxical intervention approach of
the Milan School (Selvini Palazzoli)}, is easily reproducable through a
standarisation of interventions. Dr. Giacomo developed this model
applying it in brief family therapy (10 gsecsions). In Rome, paradoxical
intervention technigues are used as well as the methods of Stanton and
Todd (see chapter V). Some centres use multi-family therapy groups. In
some therapeutic communities, family therapy has been added to the
programme. Parents, together with their addicted children, meet from
rime to time during the treatment. Sometimes several families meet
together. In Rome this is called parallel family therapy.

|
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D. Parents of parent groups of therapeutic communities take part in
prevention meetings at school, where they talk to other parents. There
are many prevention activities involving parents and other volunteers.
The training institute of the C.E.I.5. programme in Rome organizes
prevention courses for parents, teachers, social workers and other
groups. Prevention brochures are also published.
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1). THE NETHERLANDS

A. A npational foundation established in 1980 consists of more than 30
self-help groups of parents. Their aim is to offer support for parents
and other relatives of drug abusers and to represent them in discussions
with the government and other policy makers. They have organized a help
service by phone for parents. The national organisation is now against
heroin distribution and enforced treatment (some groups favoured one or
the other extreme policy in the seventies). There is a growing
cooperation with treatment organisations. Beside this organisation
("Stichting voor ouders van drugverslaafden™) there are some other groups
(e.g. the "Families Anonymous"). The parents meet at least once a
month.

B. The first parent groups were established in 1973 as part of the treatment
programme of the Emiliehoeve Therapeutic Community (see chapter IV). All
therapeutic communities for drug addicts (14) use parent groups, some
have gpecial groups for partners of the residents. Following the example
of the Italian therapeutic communities, some therapeutic communities,
among others the Parkweg therapeutic communities of the Jellinekcentrum
in Amsterdam, started in 1984 to involve the parents before admission of
the resident to improve the treatment effect and to decrease the early
drop-out of residents after their admission. The parents meet once a
week or, after admission of the clients to the therapeutic community,
once every two weeks. Day treatment programmes based on a therapeutic
community model, of which there are four, work closely together with the
parents and use parent groups. There are parent groups linked with
outpatient treatment programmes, although this has not developed as well
ag in the residential programmes. Some ocutpatient centres
(Consultatieburo’'s) have 10 session programmes for parents of drug
users. The goal is to teaching them to set limits to their children and
to free them from guilt feelings.

C. Since 1981, several projects have been set up, using the methods of
Stanton and Todd, mainly in outpatient centres for the treatment of
addicts, some in regional mental health centres. Some individual
therapists working in addiction outpatient centres also work with family
therapy. The method of Stanton and Todd is sometimes modified, indirect
approaches are sometimes used, not focussing on detoxification right at
the onset of the therapy. A more ecclectic way of applying systems
therapy ie often used. In the residential TC "Het Blauwe Huig" in
Utrecht and the daycentre "De Rode Brug" of the same organisation, family
therapy is integrated in the treatment programme.

D. In the sixties groups of comcerned parents ("verontruste cuders") warned
about the dangers of the use of drugs. They concentrated their
activities on the harmful effects of cannabis, a concept which was denied
by most experts in the Netherlands. In 1875, the "Landelijk Comitee
Drugspreventie" was founded uniting various groups of parents and other
concerned persons. This commitee decided to follow the American concept
of PRIDE in training parents after their chairman GCunning had attended
the Atlanta Conference in 1983. Parents of clients in treatment are
sometimes organised in groups of parents or friends arganisations who at
times take part in prevention activities. They talk for instance in
gseminars for doctors, social workers or policemen in training.
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Successfully treated ex—addicta alsc take part in in these training
programmes. They can be very good at pointing out inadequate behaviour
or treatment by the professionals at the time of the drug use in the past.
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POLAND

Under the umbrella of the Association of Families and Friends of
Dependent Children there are approximately 12 self-help groups in
Poland. They have weekly meetings.

The therapeutic communities in Poland do not use parent groups. In some
therapeutic communities parente and other volunteers give seminars for
the regidents in the re-entry phase on the national culture of Poland.

In about six outpatient programmes there are parents or family meetings
at least once a month giving advice and information. Information is also
given by Mental Health Advisory Centres and centres connected with Monar,
the Catholic Advisory or Counselling Centres, the Association for
Families and through a telephone-help service for addiction problems.

There are irregular family therapy meetings of drug abusers. The
meetings usually take place in groups. Some family therapy is used in
residential settings.

Parents are involved in prevention activities: lectures at school are
organized for parents, teachers and school children on drug
addiction-problems, prevention and therapy.

SCOTLAND

An estimated number of twenty self-help groups are active in Scotland
they have weekly meetings. Apart from groups for parents there are
self-help groups for drug users and tranquillizer self-help groups.
There is a Scottish National Association of Family Support Groups.

There is one therapeutic community in Scotland applying weekly parent
groups. There are three day-care programmes with family groups.

Family support groups operate often separate from day-care centres, but
have information and training links with day care centres. There are no
family or parent groups linked with ambulatory treatment programmes.

There is no family therapy for drug addicts.

Parents are involved through the Scottish Drug Forum in Glasgow and the
National Association of family support groups involved in prevention
activities,

SPAIN

In Spain self-help groups have been get up, vsually linked with
therapeutic communities. The parents meet weekly.

From 1983, therapeutic communities were started in Spain by gtaff trained
at the Training Institute of the Centro Italiano di Soldiarietd in Rome.
Following the Italian Concept "Progetto Hombre' programmes were
established in Madrid, San Sebagtian, Bilbao, Zaragoza, Malaga, lLeon,
Valencia, Palma de Mallorca, Vitoria and Burgos. In these therapeutic
commmities parent groupg are an integral part of the programme starting
before admission of the client during the induction phase. The parents
usually meet weekly. There are other therapeutic communities not of the
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“"Progetto Hombre" model in Spain. About two-thirds of all therapeutic
communities have regular parent groups. There iz one day care centre in
Eloen, Navarra with monthly meetings of the parents. There is at least
one cutpatient treatment programme using parent groups.

Family therapy with drug addicts is applied in community mental health
centres. There is no family therapy in residential settings.

Prevention programmes do not involve parents, Parent movements have not
been formed.

SWEDEN

Self-help parents groups in Sweden are organized in a parents union (FMW)
with 39 local unions and 26 subgroups. There ig also a
Hassela-5Solidarity group. The Hassela centres are based on a socialistic
philosophy. The centres teach adolescents who are sent through the
courts the virtues of a responsible life. The programmes offer education
and do not congider themsgelves to be therapy programmes. There is a
two-year course for parents, strictly related to the Hassela philosophy.
The parents groups meet weekly or at least once a month. Individual
counselling is offered as well.

Parent involvement is not yet developed to a great extent in Sweden.

Some therapeutic communities (Vallmotorp Daytop, Ritansgarden, Gilegarden
and Lida behandlingshem) invite parentgs for meetings. Daytop has
meetings for partners of their residents. There is a resistence among
staff in many centres to involve parents of clients who are over 20 years
old., TFewer than 5% of the Swedish therapeutic communities use parents'
or family groups. There are some day-care centres which have parents
group meetings at an irregular basis. Parents' meetings are held in
outpatient programmes on special occasions. GSince 1980 the Vallmotorp
organization has admitted addicted single parents and couples with
children to a special centre: pregnant women are admitted as well.

There are now 18 places for adults and children (Karlsson, 1985). Daytop
Tallerdd has 10 places for single parents and their children
(M51ler—Teppema, 1985). In the South of Sweden, foster parents' projects
have been developed, offering a home to young addicts.

A project in outpatient family therapy for drug abusers was set up in
1987 in Malmd after a gucceseful pilet project, in which strategic,
gtructural and Palazzoli's systems approach were all used in a flenible
vay. The approach was chosen which seemed best for a particular family
at a particular time (Stderquist, 1985).

There are many organizations in Sweden working in the field of
prevention. One is the Swedish Association for Aid and Assistance to
Drug Abusers (RFHL), a clients' organization. Thisg organization is
helping people, with or without drug problems, to change attitudes; it
gives people information and possibilities to change their 1life
gituationsg and to influence society's policy concerning drug abuse and
elimination (Westin, 1986). Thig organization is involved in school
projects together with other organizations as: Hassela, FMN ete..
Hassela organizes activities at 25 schools in 13 places. All schools in
Sweden have prevention days concerned with alcohol, drugs and tobacco.
Parents are involved in these activities. The parents' organisation FMV
also works together with trade unions.




EUR/ICE/ADA 518
17788
page 38

Literature:

Stderquist, M. Heroienisten, Familjen och terapeuten. En ny syn pa
opiatmissbruk och behandling. In: Fokus pa Familien, 13: 157-173 (1985), Oslo.

Weetin, L. Prescription and self-medication science contra reality. In:
3 1ir I AA._lD netitute ¢ he prevent) ind trea
drug dependence: 75-77 (1986). Noordwijkerhout. Inst. Prev. and Social
Psychiatry, Erasmus University Rotterdam.

oceedingg o 1=

Karlesson,

LA b
Abugers: 6

2 ' Qrarig | s D ntt )

distributionscentral, 106 30 Stockholm, 1986.

16. SWITZERLAND

A, There are about 25 self-help groups for parents in Switzerland. In the
German-speaking part of Switzerland they are organized in the Verband der
Elternvereinigungen Drogenabhaengiger Jugendlicher. This organisation
was established in 1976, It has contacts with groups in Germany and
Austria.

The members help each other to learnm to live with the problems of a
drug-abusing son or daughter and to realize that help offered is not
always successful. They state that addicts should be confronted with
well considered demands to prevent them from taking up a role of a
helplese patient. The organization is also involved in holding meetings
and conferences to increase knowledge on drug problems among parents and
gociety as a whole. There are two kinds of gelf-help groups in the
organization. One is a real self-help group from the start, the other is
guided during at least one year by a professional.

B, A few therapeutic communities have parent group meetinge once a month or
less often., Rousseaux (1982) described how working with a group of
parents of addicts admitted in a private clinic in Kreuzlingen worked
wuch better than the conjoint family sessions which were held previously,
and which had seemed to be therapeutic. This was the type of family
involvement used for their other patients. It was found that only one in
five patients with other problems could be treated in their setting,
mainly based on peychoanalysis. The initial family therapy was gtarted
after it became obvious that relapses to drug abuse occurred shortly
before, during or just after the visite to the centre of their parents.
In the centres of the Association du Levant in Lausanne, members of the
family of the residents can stay over for a period of approximately one
week in a guest-room of the therapeutic community to involve them in the
treatment of their relatives (Ausloos et. al. 1987). There are no
day-care centres or outpatient programmes in Switzerland with parent
groups as part of their activities.
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€. There are szome family therapists treating families of drug addicts. Some
residential settings use family therapy for selected cases. The centres
of du levant use some elements of family therapy approaches in the
treatment centres, for instance making genograms, maps of the family tree
on paper or a black board.

D. Parents are trained by the city prevention centre in Zurich. The above
mentioned association of parents of drug sbusers 1z active in informing
people on the drug problem through meetings, conferences and
publications. The Association du Levant organizes prevention groups for
adolescents.
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CONCLUSIONS

There is considerable evidence that family factors play a role in the use
of drugs. These factors can lead to the use and abuse of drugs in one or more
of the children, as well as result in an anti-drug attitude. Research
findings supporting this conclusion mainly come from the United States, but
have been confirmed in recent research in Europe.

Before adolescence, the most important influence upon the developing
attitudes towards drugs among children comes from their parents. Peer
pressure iz becoming an important influence during the period that the
adolescent is moving towards his separation from the family of origin.
Primary social groups of peers, in the first place at schools, can have a
negative effect leading to the use and abuse of drugs as well as a positive
effect in developing an anti-drug lifestyle. It is because of the important
influences of parents and peers that they can be seen as a target for
treatment and prevention efforte.

Some therapiste see drug addiction of one member of a family as a symptom
of problems in the family. 8ince the family may have a negative effect on the
clients' addiction, some therapeutic programmes may try to counteract this
effect, They may suspend contacts between their clients and the family,
sometimes offering them a new family (therapeutic communities or foster
parents). On the other hand, some therapeutic programmes include the whole
family of origin in the treatment of their client or make this family the
focus of their approach (family therapy programmes and therapeutic communities
with intense family involvement or parallel family therapy). There is a clear
trend in the therapy of drug addiction to invelve parents more intensely than
in the past. One reason for self-help groups of parents of drug addicts
coming into existence was their negative experiemce in treatment programmes in
which they felt rejected. In most countries, these parent self-help groups
have in recent years begun to cooperate with treatment organigations instead
of fighting each other.

The parents of addicts have approached policy makers in several
countries, (for instance in Germany, The Netherlands, England, Switzerland,




EUR/ICE/ADA 518
1778s
page 40

Belgium) to change drug laws and offer help to the families of addicts. Some
of those groups are active in prevention programmes, (for instance in Germany,
Italy, Ireland and the Netherlands). Also groups of parents who do not have
children with drug experiences have been established as part of a concerned
parents movement. Their goal includes education of other parents on the
dangers of drugs, the so-called soft as well as the hard drugs, so that
parents can be positive role models for their children at home, and can take. a
firm position towards their children if they should experiment with drugs.

An example of using peer pressure in a positive way is the peer-led
prevention programmes at gchool which have been developed in the United
States. These programmes have not yet developed in Europe and could be a
promising alternative in drug prevention.

Another interesting development in the United States is parenting-skills
improvement programmes for risk—group parentg. They offer tools to promote
healthy life styles in families and a resource for a positive approach in drug
prevention.

In Europe, self-help groups for parents and other family members of
addictse have been established independently of professional organigations;
they exist mainly in the Federal Republic of Germany, the Netherlands, Sweden,
the United Kingdom and Belgium. Parent groups linked with treatment
programmes, mostly therapeutic communities, are mainly found in the
Netherlands, Ireland, Italy, France, Spain and Greece. Outpatient family
therapy projects have recently been egtablished in: Italy, the Netherlands,
the Federal Republic of Germany, Sweden, Denmark, France and Belgium.
Professional programmes involve parents of (ex) drug addicts in prevention
programmes in: Italy, the Federal Republic of Germany, the Netherlands,
Ireland, Switzerland, France. Concerned parent groups, like PRIDE, and groups
uging the tough love concepts, are active in England, the Federal Republic of
Germany, Ireland and the Netherlands.

On the whole, literature on family-involvement in treatment and
prevention is scarce. Most of the literature is of American origin. There
are some good NIDA literature overviews on prevention activities and family
therapy. The proceedings of both the World and the Eurcpean Conferences of
Therapeutic Communities are also good sources of information.

The authors of this report have the following recommendations for further
actiong in Europe:

1. Further research on factors in the family and other primary social
gystems regarding the onset and continuation of drug abusge is necessary.
The findings have to be applied in therapy and prevention.

2. Parents, partners and other reiatives of addicts are part of the drug
abuse problem as well as part of the sclution. Involvement in the
treatment of the family must be considered in most cases as favourable
for the client as well as the other members of the family and should be
encouraged.

3. Knowledge and skills should be made available to parents taking
initiatives in prevention. Training and professional supervision should
be offered to family members involved in prevention activities.

4. Possibilities for intermational exchange of knowledge and experience in
meetings of experts, working groups and conferences on the inveolvement of
familles in the treatment and prevention of drug abuse have to be created.
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Adequate education of parents on potential drug problems as well teaching
good skills should be target areas of prevention programmes.

Regzearch is needed to evaluate parents and family gkille training
programmes on their potential in preventing drug abuse.

The effects of foster parent programmes, offering homes to recovering
addicts, should be evaluated.

Comprehensive drug prevention plans that pay attention to the role of the
family should be developed.

The potential of peer-led prevention activities at schools should be
investigated.

Treatment as well as prevention programmes should be culturally adapted
te fit the societies of the different countries in Europe.

The promotion of healthy life styles in young people through parents and
peeres in familiesz and schools should be a priority of the prevention
activities in the coming decades.
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