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ABSTRACT 

 Addiction is a disease that impacts family members along with the addict. Despite 

intentions to maintain family stability, chronic exposure to the disease of addiction can 

lead to psychological, emotional, and behavioral pathology for family members. Family 

members therefore have need of individual recovery before the family unit might more 

effectively support the recovering addict. Nevertheless, research is limited on addiction’s 

impact on the family, and still more meager in regard to family member recovery. 

The recovery of a family member likely has similarities to the recovery of an 

addict. Family members may similarly experience a process of finding hope, becoming 

ready to change (RTC), and finding healthy coping skills that maintain change. In this 

way family members might increase both individual and family functioning. How this 

process might occur over time for a family member has not been examined. The current 

set of studies propose to examine relationships between family members’ hope, RTC, and 

coping skills during early recovery as well as how RTC impacts family functioning. 

Two structural equation modeling (SEM) longitudinal panel models will examine 

the hypotheses that: 1) Family member hope positively associates with subsequent family 

member RTC and coping, RTC positively associates with subsequent hope and coping, 

and coping positively associates with subsequent hope and RTC, and 2) Family member 

RTC positively associates with subsequent family functioning which will reciprocally 

and simultaneously positively associate with RTC. Information about family member 

recovery and its influence on the family unit confronted with the disease of addiction is 

important. Implications for clinicians and future recovery research will be discussed. 
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KEY TERMS 

 

Acute Anxiety - Anxiety that occurs in response to real threats and is experienced as time 

limited (Bowen & Kerr, 1988). 

 

Addiction - A chronic, relapsing brain disease that is characterized by compulsive drug 

seeking and use, despite harmful consequences (Abuse, 2012). 

 

Chronic Anxiety - anxiety...in response to imagined threats and is not experienced as 

time-limited (Bowen & Kerr, 1988) 

 

Differentiation of Self - a capacity for autonomous functioning that affects the degree of 

emotional interdependence in relationships and it reciprocal impact on individual 

functioning (Bowen & Kerr, 1988) 

 

Disease - Any organ with a physical cellular defect that results in identifiable symptoms 

(McCauley, 2004) 

 

Delusion - a distortion of beliefs about the way the world or our families are; develops 

out of not using all the information that is available (Wegscheider-Cruse & Cruse, 2012) 

 

Denial - the failure to acknowledge an unacceptable truth or emotion or to admit it into 

consciousness; it is used as a defense mechanism (Wegscheider-Cruse & Cruse, 2012) 

 

Family Rules - rules in the family that determine the functions of each person, the 

relationships between persons, the goals toward which they are all heading, how they 

intend to get there, and what will be required and forbidden along the way (Cruse, 1989) 

 

Family Roles - roles adopted by family members to preserve the family system in 

response to alcoholism/addiction that over time become rigidly fixed and gain greater 

intensity, compulsion, and delusion; traditional roles include the Enabler, the Hero, the 

Scapegoat, the Lost Child, and the Mascot (Cruse, 1989) 

 

Family System - an emotional unit, an entity in its own right with principles of operation 

that regulate the functioning of the entity's parts (Bowen & Kerr, 1988) 

 

General Systems Theory - A logico-mathematical field whose task is the formulation and 

derivation of "general" models, principles, and laws that apply to generalized systems or 

their subclasses irrespective of their particular kind, the nature of the component 

elements, and the relations or 'forces' between them (Von Bertalanffy, 1972) 

 

Healthy Coping Skills - The development of effective skills to manage the pain and stress 

of life (Shumway & Kimball, 2012) 
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Hope - The reawakening after despair; to expect with greater confidence (Shumway & 

Kimball, 2012) 

 

Individuality - the instinctually rooted capacity of an animal [or human] to be a separate 

and competent individual, capable of independent functioning and not governed by the 

needs of the group (Bowen & Kerr, 1988) 

 

Readiness to Change - a "mobilizing change talk" (Amrhein, Miller, Yahne, Palmer, & 

Fulcher, 2003; Miller & Rollnick, 2013) producing insight that occurs in the 

contemplation and preparation stages of change (Prochaska, DiClemente, & Norcross, 

1992) 

 

Recovery - A regenerative and transformative growth process from addictive behavior 

that nurtures a sustainable lifestyle of hope and resiliency. A recovery lifestyle is 

evidenced by positive identity and worth, healthy coping skills, meaningful relationships, 

purpose driven achievements and accomplishments, and results in expanded choice and 

opportunity. 

  

Family Recovery - A family level regenerative and transformative growth process from 

the effects of addiction to a healthy, open, and flexible family system that is sustained by 

altruistic intent, a sense of trust, healthy roles and boundaries, and results in open 

expression and joy. 

  

Togetherness - an instinctually rooted life force...that propels child and family to remain 

emotionally connected and to operate in reaction to one another...propels child and family 

to think, feel, and act as one (Bowen & Kerr, 1988) 

 

Transtheoretical Model for Change - "an integrative perspective on the structure" and 

stages of "intentional change"; the processes of change and how these shifts occur 

(Prochaska et al., 1992) 
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CHAPTER I 

GLOBAL INTRODUCTION 

It is becoming more widely accepted (Heyman, 2009) that addiction is a disease 

of the brain with characteristics comparable to those of other diseases such as diabetes, 

hypertension, and asthma (McCauley, 2004; McLellan, Lewis, O'Brien, & Kleber, 2000). 

What is less understood and researched is that addiction is also a family disease (Cruse, 

1989; Roth, 2010). Family members are adversely affected by the disease of addiction 

(Cavaiola, 2000) and can engage in unhealthy family rules and roles that affect individual 

well-being and self-worth (Cruse, 1989). Additionally, families/family members faced by 

active addiction show association with decreased family functioning and social support 

(Brennan, Moos, & Kelly, 1994; Moos & Moos, 1984; Schäfer, 2011). Therefore each 

individual family member and the family as a whole are in need of recovery (S. Brown & 

Lewis, 1995; Cruse, 1989). 

 However, individual family members suffer from some of the same symptoms 

that plague the addict who has not yet found recovery such as delusion and denial 

(Rouhbakhsh, 2004; Wegscheider-Cruse & Cruse, 2012). In some cases family members 

might be in denial of the disease of their loved one (Alcoholism, 2006) and in others they 

are in denial of the problematic nature of their own thoughts, feelings, and behavior 

(Wegscheider-Cruse & Cruse, 2012). Family members therefore have to come to their 

own realization of their personal need for recovery and readiness to change (RTC). 

 Research on family member’s becoming ready for change and personal recovery 

and the related impact this might have on family functioning is sparse. The family 
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recovery model of Brown & Lewis (1995) is one empirical model based mostly on 

qualitative methods and concludes the importance of individual recovery for family 

members. Lewis has since been involved in further research that has expounded on this 

developmental model (Lewis & Allen-Byrd, 2001, 2007; Lewis, Allen-Byrd, & 

Rouhbakhsh, 2004; Rouhbakhsh, 2004). Other existing research on family member 

recovery has been based on qualitative inquiry regarding family member experiences of 

the recovery process (EnglandKennedy & Horton, 2011; O’Grady & Skinner, 2012; 

Rouhbakhsh, 2004; Tweedell, Forchuk, Jewell, & Steinnagel, 2004). 

This study will contribute to the existing research on family member recovery 

from the effects of addiction. It will do so through quantitative methods that examine the 

relationship between family member hope, RTC, and coping as well as the relationship 

over time between family member RTC and reported family functioning. 

Study Importance 

 Family involvement usually includes their participation in the process of  

intervention to help the addict, inclusion in the addict’s treatment at some level, or the 

treatment and recovery for the family members themselves (Copello, Velleman, & 

Templeton, 2005). Copello et al. review research regarding these areas and highlight the 

lack of focus on integrating family member needs into treatment interventions. From the 

perspective that addiction is a family disease, each family member can be considered in 

need of individual treatment for their own personal disease, referred by some as 

"codependency" (Klostermann & O'Farrell, 2013). Family members of addicts became 

included in addiction treatment as a result of "codependency" becoming popular in the 
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1980s (D. Martin, 1988). However, including family members in treatment without 

careful theory and research might be considered "exploitation" by some (D. Martin, 

1988) and potentially destructive by others (Anderson, 1994). 

Additionally, family members have reported interest in available services for their 

personal recovery, but rarely take the necessary action to utilize them (EnglandKennedy 

& Horton, 2011). This study will help provide more information about how family 

members become ready to change and take action that might promote their own recovery. 

It may be that family members simply do not receive the services and guidance 

they need and subsequently may be at risk higher risk for “compassion fatigue” 

(EnglandKennedy & Horton, 2011). Family members without the help they need are less 

likely to succeed at alleviating the adverse effects of addiction on both themselves and 

the family, and their health may suffer. Indeed, family members who have a loved-one 

with an alcohol or drug diagnosis (AOD) have more medical claims when they are not 

actively involved in treatment (Spear & Mason, 1991), show higher personal health 

care/medical costs (Weisner, Parthasarathy, Moore, & Mertens, 2010), and are more 

likely to be diagnosed with their own substance abuse problems or depression (Ray, 

Mertens, & Weisner, 2007). Knowledge that contributes to our understanding of family 

member recovery can aid professionals in efforts to help family members of addicts. 

Additionally, more effective help for the family member may benefit the addict. 

Inclusion of family members in addiction treatment has been shown to associate with 

positive outcomes for addicts when compared with individual treatment (T. C. Martin, 

Lewis, Josiah-Martin, & Sinnott, 2010; O'Farrell & Clements, 2012). Increasing the 
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effectiveness of treatment and support for recovery for addicts is extremely important as 

addiction has become an epidemic. In 2007, it was reported that approximately $193 

billion dollars was spent in the U.S. on various aspects related to illicit substance use 

(Center, 2010). These estimates include only illicit substances; whereas, recent estimates 

regarding alcohol and nicotine include additional totals of $235 billion and another $193 

billion, respectively (Rehm et al., 2009). 

 The aim of this study is to enhance understanding of family recovery by 

examining family member RTC processes and the relationship between family member 

RTC and family functioning. Ultimately, this will lead to benefits for family members 

and addicts alike. 

Inquiry Framework 

The proposed study draws from and intends to give support to three theoretical 

models that address behavioral change and family systems: 1) The Family Recovery 

Model (S. Brown & Lewis, 1995), 2) The Transtheoretical Model for Change (Prochaska 

et al., 1992), and 3) Bowen Family Systems Theory (Bowen & Kerr, 1988). 

Regarding behavioral change for family members, Lewis and Brown (1995) 

highlight a recovery process that entails stages of drinking, transition, early recovery, and 

ongoing recovery. Family members are likely to go through stages of RTC when 

pursuing change and recovery and this is estimated to occur during the transition and 

early recovery stages of the family recovery model. It is during these stages that family 

members, like addicts, can suffer from delusion and denial (Rouhbakhsh, 2004; 

Wegscheider-Cruse & Cruse, 2012). For change to occur for addicts they must gain 
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personal awareness of their need to change (Twerski, 1997). This process may be similar 

for family members in need of recovery, and therefore family members may also likely 

need to come to a personal knowledge of existing problems and find motivation to 

change themselves. 

The Transtheoretical Model for Change (TMC) (Prochaska et al., 1992) addresses 

how an addict can progress from not realizing they have a problem toward development 

of RTC. This progressive model may also be helpful when applied to family member 

recovery as it has been used to examine motivation for change in various arenas including 

financial planning (Shumway, Bagwell, & Bell, 2005), exercise (Cheung et al., 2007), 

diet/nutrition (Horwath, Schembre, Motl, Dishman, & Nigg, 2013), and scores of others. 

The RTC of a family member who is not the identified patient has been researched in 

outpatient treatment settings for adolescents with behavioral problems (Nock & Photos, 

2006), as well as in child obesity research (Rhee, DeLago, Arscott-Mills, Mehta, & 

Davis, 2005). However, in relation to addiction, the RTC of family members with regard 

to their own personal recovery remains unexamined. 

According to the TMC model of RTC, recovery begins in a stage of 

precontemplation in which there is no awareness of the problem. A stage of 

contemplation with awareness of the problem follows in which change is considered but 

no action is taken. A preparation stage may then be reached where desire for change is 

met with an evaluation of what action must be taken. This leads to a stage of conscious 

action toward change followed by the maintenance stage which involves taking 

precautions that prevent relapse and promote continued progress (Prochaska et al., 1992). 
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Regarding addiction recovery, maintaining change and preventing relapse is increased as 

coping skills are enhanced over time (Witkiewitz & Marlatt, 2004), regardless of the 

original treatment received (Litt, Kadden, Cooney, & Kabela, 2003). 

 Understanding the RTC process for family members can lead to better family 

member recovery, which can benefit the entire family system. Murray Bowen was the 

first to theorize how biological systems, or general systems theory (Von Bertalanffy, 

1972), directly applies to the family as a living system (Bowen & Kerr, 1988). According 

to Bowen’s family systems theory the family is an emotional unit requiring balance 

between individuality and togetherness, the lack of which can create pathology. 

Addiction family recovery models similarly highlight the importance of the balance 

between the individual and the family unit (S. Brown & Lewis, 1995; Cruse, 1989). 

Family members must achieve a healthy level of "differentiation of self" in order to have 

this healthy balance and to contribute positively to the family (Bowen & Kerr, 1988). 

 Differentiation of self allows a person or family member to purposely act rather 

than emotionally or subconsciously react to addiction and family stresses. This ability can 

help a family function more effectively to achieve and accomplish its given purposes. 

Addiction family recovery models theorize that the purpose of the family unit is to 

promote individual development (S. Brown & Lewis, 1995; Cruse, 1989). Without 

healthy differentiation of self, the pain and anxiety associated with the disease of 

addiction is bound in unhealthy family rules and roles (Cruse, 1989) that jeopardize 

healthy family functioning. 
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Family and individual recovery from such a condition rests on individual change. 

Change in one individual can lead other family members to follow suit. If nothing else, 

the family member who makes a conscious attempt to become more differentiated has 

dealt with a portion of the family's stress and anxiety and has lessened these to some 

degree for the family unit. A healthier family unit can in turn better promote the health of 

its members. 

Description of Study 

This dissertation will contribute to our knowledge of family member recovery and 

associated theories of family recovery from addiction (S. Brown & Lewis, 1995), 

individual RTC as described by the TTM (Prochaska et al., 1992), and Bowen's family 

systems (Bowen & Kerr, 1988). Two separate studies will examine the development of 

individual family member RTC and how RTC can impact overall family functioning. 

Both studies will use data collected at an inpatient treatment facility for drug and 

alcohol addiction in the southwestern United States. More specifically, data are being 

collected from family members attending a "family week" program based on a 

curriculum developed to aid family members in finding personal recovery, which may 

also support the recovery of their addicted loved one (Shumway, Kimball, Dakin, Baker, 

& Harris, 2011). 

Family members attending were assessed before experiencing the curriculum 

(baseline or pre), immediately following (post), and at a follow-up assessment (generally 

about 30 plus days after completion). While it was originally intended (as shown in 

Figures 1.1 and 1.2) to analyze the data across all three waves of assessment, participant 
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attrition led to this eventually becoming a two wave study/analysis as will be shown in 

chapters two and three. Data was imputed and the model was run with all three waves, 

but low measure reliability threatened the studies' statistical validity (Shadish, Cook, & 

Campbell, 2002). The sample will be predominantly Caucasian and includes data 

collected primarily from parents, spouses, siblings, and grandparents of addicts in 

treatment/early recovery. Data collection began in September of 2013 and collection has 

been IRB approved through July of 2014. 

 These studies presume that the family truly is an emotional unit and that 

individual and family health is a product of each individual's health and personal 

recovery. Data regarding the recovery of the addicted loved one are not simultaneously 

collected and therefore it is not possible to conclude that increases in family member 

RTC or family functioning enhance an addicted loved one's recovery. The inference that 

this might occur is only theoretical as it relates to this study; however, such claims are 

supported in the literature and research previously cited. This study is also being 

conducted as a secondary data analysis. Data collection was not experimentally designed 

to support the hypotheses being tested and again inferences rest on theoretical 

orientations supported by previous literature and research. 

Inquiry Statements 

Study One or Chapter Two will look specifically at the relationship between 

family member hope, RTC, and coping. Specifically, hope is considered as an efficacy 

variable that will precede a conscious readiness to change (take action) and levels of 

coping. Each of these variables may simultaneously impact changes in the others. This 
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will be assessed using a longitudinal structural equation modeling (SEM) panel model 

(see Figure 1.1). The research questions of this study include: 

1. Does family member hope predict subsequent levels of their RTC and coping 

when controlling for changes in these variables, gender, family member age,  

addicts' treatment program track (collegiate vs. traditional; standard vs. longer  

treatment duration, respectively), and relationship to the addict? 

2. Does family member RTC predict future levels of hope  and coping when 

 controlling for changes in these variables, gender, family member age, addicts' 

 treatment program track, and relationship to the addict? 

3. Does family member coping predict future levels of hope and RTC when  

controlling for changes in these variables, gender, family member age, addicts' 

 treatment program track, and relationship to the addict? 

The research hypotheses of this study include: 

 1. Baseline levels (pre) of family member hope will positively predict family  

 members' subsequent (post) levels of readiness to change and coping, which will  

 both further positively predict family member hope at a follow-up assessment at 

 least 30 days following the post assessment (follow-up). This relationship is  

 expected after controlling for changes in these variables over time, gender, family 

 member age, treatment program track (collegiate vs. traditional), and family 

 members' relationship (e.g., parent, sibling, etc.) to the addict in treatment.
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 Figure 1.1. Longitudinal Panel Model evaluating the relationship between family member Hope, stages of Readiness to Change  

     (RTC), and Coping. 
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 2. Pre levels of family member RTC will positively predict post levels of hope 

 and coping which will in turn positively predict follow-up levels of RTC, utilizing  

 the same controls.  

 3. Pre levels of family member coping will positively predict post levels of hope  

 and readiness to change, which variables will both then positively predict follow- 

 up levels of coping, when controlling for the other study variables. 

Study two or chapter three will look specifically at the relationship between family 

member RTC and family member reports of family functioning. Specifically, family 

member RTC is considered a variable that can assess family members' readiness to make 

their own personal changes toward a personal recovery that will improve overall family 

functioning. Family functioning is then also believed to have a simultaneous and 

reciprocal effect on family member RTC. This will also be assessed using a longitudinal 

SEM panel model (see Figure 1.2). The research questions of this study include: 

1. Does family member RTC predict subsequent levels of reported family  

functioning when controlling for changes in these variables over time, gender,  

family member age, addicts' treatment program track, and relationship to the  

addict? 

2. Does family member reported family functioning reciprocally predict  

subsequent levels of RTC when controlling for changes in these variables over  

time, gender, family member age, addicts' treatment program track, and  

relationship to the addict?
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Figure 1.2. Longitudinal SEM Panel Model evaluating the relationship between family member stages of Readiness to Change (RTC) 

and Family Functioning. 
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The research hypotheses of this study include: 

 1. Baseline (pre) family member RTC will positively predict subsequent (post)  

 levels of family functioning which will in turn positively predict family member 

 RTC at a follow-up assessment at least 30 days after the post assessment (follow-

 up). This hypothesized relationship is expected after controlling for changes in 

 each these variables over time, gender, family member age, treatment program 

 track (collegiate vs. traditional), and  family  members’ relationship (e.g., parent, 

 sibling, etc.) to the addict in treatment. 

 2. Pre levels of family functioning will positively predict post family member 

 RTC which variable will then positively predict follow-up levels of family 

 functioning when controlling for changes in these variables over time, and the 

 other study variables previously mentioned. 

Summary 

 Addiction impacts addicts and family members, and they often find themselves in 

an environment of chaos and in need of recovery. Research has shown that family 

members living in a system with active addiction have higher medical costs (Weisner et 

al., 2010), have reduced medical claims after family treatment (Spear & Mason, 1991), 

and are more likely to have their own substance and mental health problems (Ray et al., 

2007). However, it is again noted that there is limited research on family member 

recovery. 

 Family members likely must achieve their own hope for change and RTC if they 

are to recover. Through a readiness to change themselves the overall health and 
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functioning of the family unit may be increased (Bowen & Kerr, 1988). Research has 

shown that including family members in treatment is effective (O'Farrell & Clements, 

2012), yet research on the recovery needs of family members is needed (Copello et al., 

2005). This dissertation will examine the relationship between family member hope, 

RTC, and coping as they relate to family member recovery, as well as how RTC 

associates with family functioning over time. 
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CHAPTER II 

HOPE, READINESS, AND COPING IN FAMILY RECOVERY 
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Abstract 

 Addiction adversely affects family member health making recovery for individual 

family members important. However, family members  likely require a personal 

readiness to change (RTC) if they are to find recovery. This process likely involves 

finding hope maintaining change through active coping. Family member recovery 

research is limited and relationships between RTC, hope, and coping in family recovery 

have not been explored. Using a structural equation SEM panel model, this study 

examined relationships of family member hope, RTC, and coping over time. Classifying 

in preparation of change at pre assessment significantly associated with higher levels of 

hope and coping at post assessment when compared classifying in contemplation. Pre 

levels of hope also associated with post levels of coping. Gender, treatment track of the 

addict, and family members' relation to their loved one also showed significant effects. 

Findings and implications regarding family member RTC, hope, and coping as they relate 

each to other and to family recovery are discussed. 

  

Keywords: Family, Addiction, Recovery, Readiness, Change, Hope, Coping
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Introduction 

 Addiction is a family disease (S. Brown & Lewis, 1995; Cruse, 1989; Roth, 2010) 

that can have a devastating impact on each family member. It has long been observed that 

families facing addiction are at risk for developing unhealthy boundaries, rules, roles, 

power, hierarchy, etc. that impede on the individual health of each family member and 

the family as a whole (Cruse, 1989). These dynamics when present within the context of 

addiction create homeostatic forces that can prevent change (S. Brown & Lewis, 1995). 

Homeostasis is about "non-change" and relates to the efforts of the family system 

to maintain stability. While homeostasis initially serves this adaptive function, this 

chronic non-change can ultimately undermine the family's ability to adapt and can strain 

the health of each family member and of the system itself. For example, family members 

of addicts are more likely to be diagnosed with depression or with their own substance 

abuse problem (Ray et al., 2007). Additionally, research has shown that family members 

who have addicted loved-ones have higher medical costs and claims themselves (Ray et 

al., 2007; Weisner et al., 2010).  These claims are higher for family members during 

times when they are not directly involved in a component of their addicted loved one's 

treatment (Spear & Mason, 1991). 

Family members who are involved in treatment and find recovery for themselves 

may also have a beneficial effect on the recovery of their addicted loved one (T. C. 

Martin et al., 2010; O'Farrell & Clements, 2012). This has been supported by a review of 

outcome research that indicates that family members' participation in the 

intervention/treatment process can have positive effects on the addict's recovery 
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(O'Farrell & Clements, 2012). Having a family member or members as part of a family 

program in addiction treatment has also been associated with a 13% higher program 

completion rate for addict clients and a 15% higher rate of client abstinence at a 20 month 

follow-up (T. C. Martin et al., 2010). 

Despite both the need for and potential benefit of each family member finding 

recovery, research is limited in this area. Brown and Lewis (1995) were among the first 

to empirically examine family recovery processes and developed recovery stages for the 

family and each individual family member. Their developmental model for family 

recovery has led to additional research on recovery typologies for spousal relationships 

(Lewis & Allen-Byrd, 2001), coping strategies that might help family members 

successfully traverse recovery stages (Lewis & Allen-Byrd, 2007), and the diminishing of 

family chaos over the course of recovery stages (Lewis et al., 2004; Rouhbakhsh, 2004). 

Additional research has examined the experience of family members who have a loved-

one with a concurrent disorder—the co-occurrence of a substance disorder and a mental 

health disorder (O’Grady & Skinner, 2012). One theme found by O'Grady and Skinner is 

the importance of "self care" for family members as they embark in a "renewal" stage of 

recovery. 

Much of the literature on family member recovery is based on qualitative inquiry 

and it is becoming clear that family members need personal recovery. However, there is 

less clarity regarding change mechanisms of the recovery process for family members 

(O'Farrell & Clements, 2012) and how they can change in the context of the homeostatic 

family dynamics generated by addiction. To do so would likely require a personal 
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readiness for change that is preceded and sustained by healthy levels of hope and coping. 

The aim of this study is to explore relationships between family members' readiness for 

change, levels of hope, and coping within the context of family recovery. 

Theoretical Framework 

 General systems theory states that 'the whole is more than the sum of its parts 

(Von Bertalanffy, 1972). Family systems has adopted this concept given the belief that a 

family working together can better promote the health of each member. As a system, 

families tend to engage in morphostatic or morphogenic processes. Morphostatic 

processes are synonymous with homeostasis or the force that drives the family to create 

stability. Morphogenic processes are related to a force that generates change, growth, and 

adaptation. In most cases families default toward stability or "non-change" rather than 

adaptation and change (Steinglass, 1985). In the alcoholic family (or family with 

addiction), communication patterns and boundaries centered around the substance use are 

the means by which homeostasis is maintained and change and growth are inhibited 

(Steinglass, 1985). 

 While the family system as a whole must be considered, change in a family 

system is preceded by change in the individual family members (Bowen & Kerr, 1988). 

For this reason, early recovery stages require the focus to be on individual family 

member health and recovery (Lewis & Allen-Byrd, 2001). However, family members 

may struggle making personal changes due to the aforementioned mechanisms that drive 

stability (Steinglass, 1985) and to denial and rationalization similar to that of the 

addict/alcoholic (Wegscheider-Cruse & Cruse, 2012). Making adaptive changes that 
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promote growth for themselves and the family unit requires family members coming to 

an awareness of the alcoholic/addictive behavior and how it is impacting the family 

system (S. Brown & Lewis, 1995). 

 Readiness to Change. The process through which family members gain 

awareness and become ready to change may also be similar to that for addicts. The 

Transtheoretical Model of change (TTM) (Prochaska et al., 1992) describes the stages 

through which addicts progress in gaining awareness of their problem and taking active 

steps toward change. Family members similarly caught in denial may also pass through 

the TTM stages of precontemplation, contemplation, preparation, action, and 

maintenance as they become ready for and maintain change (Prochaska et al., 1992). This 

individual preparation and change will require family members to work against deeply 

rooted processes of the family system.  Family members can continuously become ready 

to make needed changes as they find hope that change is possible and practice healthy 

coping skills that maintain change.  

The TTM was developed in the context of addiction and illuminates the 

importance of awareness preceding actual change. People may often begin in a state of 

precontemplation in which they either have no awareness of their problem or have no 

intention of trying to change. In the contemplation stage, they begin to consider change 

and resolve associated ambivalence. With sufficient resolution, the preparation stage 

may lead someone to evaluate what is needed for change. People may then act on plans to 

change in the action stage. However, consistent and permanent change requires continued 

action during the maintenance stage of change (Prochaska et al., 1992). 
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While developed in the context of addiction, readiness to change has since been 

applied in many different fields including financial planning (Shumway et al., 2005), 

exercise science (Cheung et al., 2007), diet/nutrition (Horwath et al., 2013), and intimate 

partner violence (Hellman, Johnson, & Dobson, 2010). The TTM is a model applicable to 

family members of addicts as they also have denial about what is going on in the family 

and how they are being impacted (Wegscheider-Cruse & Cruse, 2012). One research 

study has confirmed that denial is a precursory stage of recovery for female partners of 

sex-addicts (Milrad, 1999). Family members being in denial is equivalent to a 

precontemplative stage of change, and similar to the "drinking" stage illustrated in the 

developmental model of family recovery (S. Brown & Lewis, 1995). After breaking 

through denial, family members likely need to go through the additional TTM stages of 

change in order to become ready for and maintain permanent change (Lewis et al., 2004). 

While the TTM has not yet been researched as it relates to family members of 

addicts, it has been utilized in other situations for family members of an identified patient 

such as with parents of children treated for oppositional, antisocial, and aggressive 

behavior (Nock & Photos, 2006) and parents of overweight children (Rhee et al., 2005). 

Also, the TTM has received attention regarding recovery for those who have a family 

member with struggling with mental illness (White, Boyle, & Loveland, 2005). 

Regarding recovery from mental illness, the TTM has been described as an important 

framework in aiding family members, clinicians, and other administrators to make 

personal changes to aid the progress of the identified patient (Sherman & Carothers, 

2005). 
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Applying the TTM model of change to family members of addicts may prove to 

have an important impact on understanding the family recovery process. However, family 

members need more than readiness to take action toward change--they will need hope 

and coping that will ultimately fuel and sustain change. 

 Hope. Hope in relation to addiction and recovery has been defined by Shumway 

and Kimball (2012) as "a reawakening after despair" and the "ability to expect with 

greater confidence".  At a more behavioral level, Snyder (1994) describes hope as a 

motivating mental energy and capacity that precedes behavioral action. This behavioral 

perspective is further supported by B. Brown (2013) who defines hope as "a combination 

of setting goals, having the tenacity and perseverance to pursue them, and believing in 

our own abilities" and includes a healthy "tolerance for disappointment" (B. Brown, 

2013). Although hope is related to components of self-efficacy, optimism, and outcome 

expectancies, it is distinct from these constructs (Magaletta & Oliver, 1999). Hope is 

more focused on the internal belief that one will have the energy and will to bring about 

change as well as the belief that there are ways or avenues through which change can be 

accomplished (Snyder, 1994). Ultimately this is another way of describing the 

reawakening and greater expectation aspects of hope described by Shumway & Kimball 

(2012). 

 Though empirical research has yet to focus on the importance of hope as it relates 

to family members of addicts, hope has been identified as an important factor regarding 

addiction and recovery for the addict (Bradshaw, Shumway, Harris, & Baker, 2013; 

Irving et al., 2004; Sowards, O'Boyle, & Weissman, 2006). In research on recovery of 
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family members of a loved one with mental illness however, two types of hope have been 

demonstrated: hope for themselves and hope for their mentally ill family member 

(Redlich, Hadas-Lidor, Weiss, & Amirav, 2010; Tweedell et al., 2004). Most commonly, 

research has illustrated family members' focus on their hope that their loved one will get 

well and not for their own wellness or recovery (Tweedell et al., 2004). 

 Furthering understanding of the importance of hope for family members of an 

addicted loved one is important as it may be an integral part of them finding recovery. As 

family members find hope for themselves, they might gain a mental reawakening and 

confidence to make positive changes that enhance their quality of life and their ability to 

effectively support their addicted loved one. However, family members will need to 

maintain changes with sustained coping that may in turn fuel further hope and readiness 

for change. 

Coping. Related to addiction recovery for addicts and their family members, 

Shumway & Kimball (2012) define coping as "the development of effective skills to 

manage the pain and stress of life". Like readiness to change and hope, coping skills are 

also an important part of the recovery process for addicts (Chung, Langenbucher, 

Labouvie, Pandina, & Moos, 2001), and are expected to be an important part of family 

member recovery. As with hope, healthy coping includes an internal change in feeling 

and thinking. Coping however also includes healthy external behaviors, the first of which 

is reaching to others for help (Shumway & Kimball, 2012). 

Coping has already received some attention regarding family members of an 

addicted loved-one. For example, maladaptive coping skills have been found to be a 



Texas Tech University, Spencer Bradshaw, August 2014  

 

24 
 

partial mediator and moderator of the relationship between stressors related to their loved 

one's addiction and aspects of family members' well-being (Moore, Biegel, & McMahon, 

2011). A theoretical model has also proposed how coping, social support, and family 

member knowledge serve as mediators between stress and the outcome of family 

resilience or strain (Orford, Velleman, Natera, Templeton, & Copello, 2013). Regarding 

the developmental model of family recovery, coping strategies have been outlined that 

can help family members successfully traverse recovery stages. Coping skills suggested 

in this model are active and behavioral in early recovery stages, and become more 

internally focused in later recovery stages (Lewis & Allen-Byrd, 2007). 

While the relationship between coping and readiness to change for family 

members in the early recovery stages has not been empirically examined, healthy coping 

can be considered somewhat synonymous with the maintenance stage of change in the 

TTM.  According to the TTM, addicts often "recycle" through stages of change multiple 

times before they achieve their aim of sustained and maintained change (Prochaska et al., 

1992). Family members can likewise experience this change dynamic in their own 

personal recoveries. Cycling through experiences of readiness to change, hope and 

coping may also occur for the family member entering recovery. While hope may lead to 

a readiness to make active changes through coping, successful coping may inspire further 

hope and readiness to change. Thus, an increase in any one of these three variables might 

systemically and positively have a simultaneous impact on each of the others.  
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Summary and Hypotheses 

 Addiction impacts not only the addict but family members of the addict (S. Brown 

& Lewis, 1995) and has adverse consequences on the health of family members (Ray et 

al., 2007; Spear & Mason, 1991; Weisner et al., 2010). Therefore, family members of 

addicts are in need of personal recoveries which may also have a positive impact on the 

recovery of their addicted loved one. However, research regarding family member 

recovery is limited, particularly in the case of research based on quantitative 

methodology. Family members seeking recovery go through stages of recovery (S. 

Brown & Lewis, 1995) and may need to become ready to change their own behavior. 

Family members may likely need to find hope and progress through a readiness to change 

in order to cope in such a way that they might maintain an active and meaningful 

recovery. 

 It is hypothesized in this study that family members who have hope that change is 

possible can become ready for change and then maintain change through healthy coping. 

More specifically, it is predicted that baseline levels (pre) of hope will positively predict 

family members' subsequent (post) levels of readiness to change and coping. This 

relationship is expected after controlling for changes in these variables over time, family 

member age, treatment program track (collegiate vs. traditional), and family members' 

relationship (e.g., parent, sibling, etc.) to the addict in treatment. 

 It is also hypothesized that pre levels of readiness to change will positively predict 

post levels of hope and coping, utilizing the same controls. Lastly, it is expected that pre 
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levels of coping will positively predict post levels of hope and readiness to change, when 

controlling for the other study variables (see Figure 2.1). 

Methods 

Participants 

 This study included 270 participants from 163 different families (associated with 

163 different clients) that attended a 2 and 1/2 day family treatment program in support 

of their addicted loved one at an inpatient addiction treatment facility located in the 

southwestern United States. Data were collected over 27 different multi-family group 

programs that occurred between September 11, 2013 and May 21, 2014. The family 

treatment program is based on a multi-family group curriculum written to aid family 

members of addicts find their own recoveries (Shumway et al., 2011). Participants 

included 178 parents (66%), 49 spouses (18%) of addicts, and 43 other participants being 

grandparents, significant others, or siblings (16%). Family members' ages ranged from 18 

to 77, with a mean age of 47.75 (SD = 12.15). There were 171 females (63%) and 99 

males (37%). 

 Of the 163 clients that family members came in support of, 93 (57%) were part of 

a "collegiate" treatment track, and the others were part of a "traditional" treatment track 

(N = 70; 43%). The main difference between these two tracks were the client's age and 

the length of the treatment, with the collegiate track having a significantly longer duration 

than the traditional (45+ vs. 28 days). Several family members from the same family 

reported a different treatment track related to their addicted loved one. In our reporting 

above, the female family members' reports were used, while for analyses, treatment track
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Figure 2.1. Hypothesized Structural Model evaluating Hope, RTC and Coping across time. 
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was allowed to individually vary within these few families. The sample was 

predominately Caucasian (244; 90.4%), while 19 indicated Hispanic ethnicity (7%), one 

African American (.4%), three Asian American (1.1%), and three as some other ethnicity 

(1.1%) (see Table 2.1). All family members were able to speak and read English. 

 

 

 

 

 

 

 

 

 

 

 

Procedure 

 Family members were informed of the University IRB approved research study at 

the beginning of their participation in the family treatment program and participated 

voluntarily with their provision of written consent. Family members complete pen and 

paper assessment packets of the study measures prior to the family treatment program 

(pre) and immediately following the program (post). Some participants attended the most 

vital aspects of the family program and took the post assessment but were not able to 

Table 2.1 

Family Member Demographics 

Variable N (%)  Variable N (%)  

Female 171 (63) Other Relation 43 (16) 

Male 99 (37) Caucasian 244 (90) 

Traditional Track 70 (43) Hispanic 19 (7) 

Collegiate Track 93 (57) African American 1 (0.4) 

Parent 178 (66) Asian American 3 (1) 

Spouse 49 (18) Other Ethnicity 3 (1) 

Variable M (SD)   

Age 47.64 (12.27)   
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arrive in time to take the pre assessment (N = 55, 20%). Another group of participants 

took the pre-assessment and attended the most vital aspects of the program but left before 

completing the post assessment (N = 36, 13%). Missing data for participants in both of 

these groups were imputed using multiple imputation (Little, 2009). Data were entered 

and stored in a confidential manner. 

Measures 

 Hope and Coping. Hope and coping was assessed using a 10-item Hope and 

Coping in Recovery Measure (HCRM) (Shumway et al., 2014) that assesses an addict’s 

levels of both hope beliefs and coping behavior as it pertains to recovery from addiction 

(see Appendix A). Items are measured on a 5-point Likert-type scale ranging from 1 

(strongly agree) to 4 (strongly disagree). Sample items include “The future appears bright 

to me” (hope) and “I can deal with the problems that arise in my life” (coping). One item 

is reverse scored so that higher scores indicate higher levels of hope and coping. Original 

Cronbach’s alpha reliability coefficients for hope ranged from .77 to .87 and for coping 

ranged from .87 to .90 (Shumway et al., 2014). In this study, Cronbach alpha reliability 

coefficients for hope were .728 (pre) and .713 (post), and reliability coefficients for 

coping were .764 (pre) and .720 (post). 

Readiness to Change.  Readiness to change was measured using 3-item readiness 

to change assessment (see Appendix B) that was adapted from a parent readiness to 

change assessment algorithm (Rhee et al., 2005). These three items classify family 

members into a precontemplation, contemplation, preparation, or action stage of change 

based on participant responses. Participant's respond with a "Yes/No" response or 



Texas Tech University, Spencer Bradshaw, August 2014  

 

30 
 

indicate their likelihood of change to questions that assess each stage. Participants only 

answer each succeeding question if their answer to the following indicated a stage 

completion (Rhee et al., 2005). The first question is "Are you thinking about making your 

own personal changes to aid in your own recovery from your loved-one's addiction?" 

 Regarding family member RTC stage classifications upon beginning the program, 

17 classified as in precontemplation (6%), 63 in contemplation (23%), 85 in preparation 

(32%), and 85 in action (32%). Upon completing the family week program, three 

classified as in precontemplation (1%), 36 in contemplation (13%), 127 in preparation 

(47%), and 101 in action (37%) (see Table 2.2). 

 

 

 

 

 

  

 

 

 Control Variables. In this study, age, treatment program type (collegiate vs. 

traditional), and family members' relationship to the addict patient (parent, spouse, or 

other) served as control variables. Additionally, family member gender will be included 

as a control variable. With regard to addicts and motivation to change, women in 

treatment have been found to have both less confidence in their ability to change 

Table 2.2  

Pre and Post RTC Classification Frequencies 

Classifying 

Variables 

N (%)  

Pre 

N (%)  

Post 

Precontemplation 17 (6) 3 (1) 

Contemplation 63 (23) 36 (13) 

Preparation 85 (32) 127 (47) 

Action 85 (32) 101 (37) 
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(Audrain et al., 1997) and a higher motivation for change  (Czuchry, Sia, & Dansereau, 

2006; Simpson & Joe, 1993) as well as a higher likelihood of being in the action stage of 

change (Gregoire & Burke, 2004) than their male counterparts. Gender may likely also 

have an effect regarding family member recovery. However, it should be noted that 

various attitudes that create barriers to treatment for female addicts (Thom, 1986; 

Walitzer & Connors, 1997) may not necessarily impact a female family member of an 

addict in the same way, although research on family member recovery is still in its 

infancy. 

Analysis 

 The original study intentions were to analyze all three waves of data (pre, post, 

and follow-up) as they relate to relationships between study measures.  However, attrition 

at the follow-up assessment (currently nearly 75% of sample) and unreliable measures 

following data imputation led to a two wave analysis. This was done in part to better 

ensure statistical validity (Shadish et al., 2002). Using IBM SPSS 21.0 (Arbuckle, 2012) 

data were screened, examined, and evaluated to verify that assumptions and conditions 

were met that merited further statistical analysis. This included evaluation of the means 

and standard deviations of all study variables (see Table 2.3). Given the nature of the 

treatment program associated with this study to inspire and encourage family members to 

seek and find personal recoveries, and the short amount of time between pre and post 

assessment, participant responses were skewed toward higher levels of hope and coping. 

Skewness in this study was managed by advanced and robust structural equation 

modeling methods and no variables were transformed. Bivariate correlations between all 
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continuous study variables were examined to evaluate multicollinearity and to investigate 

the relationships of study variables. No multicollinearity concerns were found. 

 

  

 There were both univariate and multivariate outliers because of some family 

members' low responses on hope and coping. These outliers were left in the analysis as 

they appear to be representative of an important subgroup of people in this sample. Using 

R 3.1.0 (Venables, Smith, & Team, 1999-2013), missing were was imputed with the 

appropriate modern technique of multiple imputation (Little, 2009). Auxiliary variables 

of whether or not a participant missed either a pre or post assessment were included as  

part of the imputation, as were family and multifamily group identification variables. 

Results 

Measurement Model 

 Using R 3.1.0 Statistical software (Venables et al., 1999-2013), a structural 

equation (SEM) longitudinal panel model examined the relationship between family 

members' levels of hope, stage of RTC, and coping. First, a configural/measurement 

(CFA) model was created and examined to evaluate the fit of the data and constructs. A 

Table 2.3 

Study Predictor Variables’ Means and  Standard Deviations (M, (SD)) 

 

Continuous Variables        (N = 271) 

M (SD) 

(Pre)  

M (SD) 

(Post)  

 

Paired T-Test 

Value 

 

 

       Hope 5.32 (.61) 

 

5.42 (.57) 

 

-2.57* 

       Coping 

 

4.85 (.77)  5.09 (.58)   -5.32*** 

 

Notes: *** p < .001, * p < .05 
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fixed factor method of identification for latent constructs was used to identify latent 

constructs. Item indicators for hope and coping were organized into three parcels per 

latent construct using a serpentine-like parceling technique to decrease variance and 

achieve parsimony (Little, 2009). 

 Measurement invariance for hope and coping latent constructs across time was 

then assessed. Both hope and coping latent constructs showed both configural and partial 

factorial invariance across time (Little, 2009). Therefore, like-indicator loading residuals 

of hope and coping latent constructs were correlated across time and loadings themselves 

were also constrained to be equal. Additionally, given that there was only partial 

measurement invariance, some parcel residuals were allowed to correlate within hope and 

coping at each time point. This decision was based on measures showing only partial 

measurement invariance and after considering various feedback from modification 

indices. Parceled item residuals for both hope and coping were not allowed to correlate 

across constructs at any time point, nor were they allowed to correlate across time with 

other parceled items of the same construct. The resulting CFA measurement model 

showed good fit with the data having a comparative fit index (CFI) of .96 and a Tucker-

Lewis index (TLI) of .93, both above the .9 proposed cutoffs (Bentler & Bonett, 1980; 

Browne & Cudeck, 1992) commonly used in SEM analyses. The root mean square error 

of approximation (RMSEA) was .07, within the .05 to .08 range of acceptable fit 

(Browne & Cudeck, 1992) and below the cutoff of .08. This measurement model had a 

significant chi-square, χ² (41, N =270) = 88.99, p < .001 [which may result from sample 

size related issues that often occur with SEM models (Hoyle & Panter, 1995)]. Despite a 
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significant chi-square typically indicating poor model fit, the chi-square value should be 

taken into account with other model fit indices (Vandenberg & Lance, 2000). There were 

no irregularities (negative variances or out of range factor loadings) in the measurement 

model (see Table 2.4). 

 

 

 

 

Table 2.4 

Confirmatory Factor Analysis Results (Configural Model) 

 

Factor Indicator Unstandardized β Standardized  β R² 

  Hope (Pre)  Parcel 1 .48 .71*** .51 

  Parcel 2 .56 .73*** .53 

  Parcel 3 .51 .72*** .52 

Coping (Pre)  Parcel 1 .71 .88*** .77 

  Parcel 2 .64 .63*** .40 

  Parcel 3 .43 .48*** .23 

Hope (Post)  Parcel 1 .48 .79*** .62 

  Parcel 2 .56 .59*** .35 

  Parcel 3 .51 .62*** .38 

Coping (Post)  Parcel 1 .71 .75*** .56 

  Parcel 2 .64 .69*** .47 

  Parcel 3 .43 .49*** .24 

Notes: *** p < .001 
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Structural Path Model 

 A SEM longitudinal panel model (Little, 2009) was then used to evaluate the 

hypotheses of this study (see Figure 2.1). Hope and coping served as endogenous latent 

factors while dummy coded variables for preparation and action stages of change at each 

time point served as observed endogenous variables. Precontemplation was not included 

as a study variable due to the small percentages that were classified as in this stage. 

Those that did classify in precontemplation were included in the contemplation reference 

group. Cross-lagged effects  (Little, 2009) were included to examine the theoretical 

hypotheses of this study. Participant gender, age, treatment track of their addicted loved 

one, and dummy coded variables for parent and other relationship status (with spouse 

serving as a reference group) were included as exogenous control variables (see Figure 

2.1). The resulting structural path model was revised and paths that did not contribute to 

the theorized model were removed. The final structural path model (see Figure 2.2) had a 

slight drop in model fit from the CFA measurement model but was adequate with a CFI 

of .93 and TLI of .91 and showed an improved RMSEA of .06. The chi-square statistic 

was again significant, χ² (158, N =270) = 286.22, p < .001, and was taken into account 

along with the other model fit indices. 

 Regarding the hypotheses of this study, pre levels of hope had nearly a significant 

and positive cross-lagged effect on post levels of coping, β = .19, p = .053, after 

controlling for stability in coping from pre to post, β = .47, p < .001. Classifying as 

preparation (pre) was significantly associated with higher post levels of hope, β = .18, p = 

.008, when compared with classifying as in contemplation (pre). This effect was found 
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after controlling for stability in hope from pre to post, β = .57, p < .001. Classifying as 

preparation (pre) was also associated with a higher likelihood of classifying as 

preparation (post) as opposed to contemplation (post), β = .15, p = .001, and showed a 

significant cross-lagged effect on post levels of coping, β = .18, p = .006. Classifying in 

action (pre) was found to have an autoregressive effect of classifying as action (post) as 

opposed to contemplation (post), β = .17, p < .001. 

 Regarding the effects of control variables, being female was positively associated 

with classifying as preparation (pre) as opposed to contemplation (pre), β = .14, p = .007. 

Having an addicted loved one in the traditional track as opposed to the collegiate track 

was positively associated with higher pre levels of hope, β = .16, p = .01. Being a parent, 

when compared with spouses of addicts, significantly and negatively associated with the 

likelihood of classifying as action (pre) as opposed to contemplation (pre), β = -.12, p = 

.022. Lastly, being something other than a parent or spouse (grandparent, sibling, etc.) 

had a significant and negative association with the likelihood of classifying as preparation 

(pre), β = -.19, p < .001, as opposed to contemplation (pre). This structural model 

explained 32% of the variance in hope (post), 38% in coping (post), 2% in preparation vs. 

contemplation stage of change variable (post), and 3% in the action vs. contemplation 

stage variable (post). Regarding pre assessment endogenous variables, this model 

explained 3% of the variance in hope (pre), 0% of the variance in coping (pre), 5% of the 

variance in preparation vs. contemplation stage of change variable (pre), and 1% of the 

variance in the action vs. contemplation stage of change variable (pre) (see Table 2.5). 

 Age was removed completely from the analysis given that it did not have any 
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Figure 2.2. Final Structural Longitudinal SEM Panel Model evaluating Hope, RTC and Coping across time. 

 
Hope 

Post 

 

R² = .32 

 

Hope 

Pre 

 

R² = .03 

Prep 
R² = .05 

 

Coping 

Pre 

 

R² = .00 

Coping 

Post 

 

R² = .39 

Notes: *** p < .01, ** p < .01, * p < .05; Error variances for Hope and Coping latent factors were correlated at 

each time point, and were correlated as well as with the observed preparation and action dichotomous RTC 

variables at pre and post. Residuals for parcels 1, 2, and 3 for both hope and coping  are self-correlated across 

time. 

 

Action 
R² = .03 

 

Prep 
R² = .02 

Trad. 

Track 

Other 

R-spouse 

.57*** 

.18** 

.15** 

.18** 

.47*** 

-.19*** 

.14** 

-.12* 
Parent 

R-spouse 

Female 

.19*** 

.17*** Action 
R² = .01 

 

.16* 

Age 



Texas Tech University, Spencer Bradshaw, August 2014  

 

38 
 

significant effects, however, a chi-square difference test indicated that leaving age 

correlated with the other control variables resulted in a better fitting model than when age 

was removed, χ² (∆16, N =270) = ∆16.03, p = .45. This indicates that age may have been 

having some slight effect as a correlate of, and through the other control variables. 

 

 

Discussion 

 The results of this study lend support to the research hypotheses being evaluated. 

There was partial support for the hypothesis that pre levels of hope would have a positive 

effect on post stages of RTC and post levels of coping. Pre levels of hope predicted post 

Table 2.5 

Final Structural Path Model Results 

Factor/Variable Predictor Unstandardized β Standardized β R² 

Hope (Post)    .32 

Hope (Pre) .50         .57*** 

~Prep (Pre) .34         .18** 

~Prep (Post)    .02 

~Prep (Pre) .15         .15** 

~Action (Post)    .03 

~Action (Pre) .18         .17*** 

Coping (Post)    .39 

Hope (Pre) .14         .19+ 

~Prep (Pre) .30         .18** 

Coping (Pre) .36         .47*** 

Hope (Pre)    .03 

Traditional .34         .16*  

~Prep (Pre)    .05 

^Other -.25        -.19***  

Female .14         .14**  

~Action (Pre)    .01 

^Parent -.12        -.11* 

Notes: *** p < .01, ** p < .01, * p < .05, + Trend Level; ~ indicates that "Contemplation" 

was a reference group; ^ indicates that "Spouse" is a reference group 
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levels of coping at a trend level, β = .19, p = .053, but did not predict post classifications 

of stages of change. This finding on hope offers some support Snyder's (1994) theory that 

hope precedes behavioral action. Some family members in family systems impacted by 

addictive disorders may not have healthy coping skills in early recovery. For such family 

members, hope may be a foundation of future coping. Therefore, helping family members 

nurture hope in this early stage of recovery may impact their later ability to cope. 

 Education such as the multi-family group curriculum used with the participating 

families in this study (Shumway et al., 2011), can help family members of recovering 

loved ones increase in levels of hope. A post hoc paired samples T-test showed that 

family member hope significantly increased from pre (M = 5.32, SD = .61) to post (M = 

5.42, SD = .57) assessment, t(270) = -2.57, p = .011. Other studies have similarly 

concluded the importance of education in the process of nurturing family member hope 

(Redlich et al., 2010; Tweedell et al., 2004). 

 There was also strong support for the hypothesis that pre classifications of stages 

of RTC would be significantly and positively associated with post levels of hope and 

coping. Being in preparation as opposed to a contemplation stage of change at pre 

assessment was significantly associated with higher post assessment levels of hope, β = 

.18, p < .01, and higher post assessment levels of coping, β = .18, p < .01. It is not 

surprising that being in preparation would associate with future levels of both hope and 

coping. The preparation stage is the stage of change that links internal processing and 

insight to external behavior and action. When compared to those who are contemplating 

change and sifting through ambivalence toward change (Prochaska et al., 1992), those in 



Texas Tech University, Spencer Bradshaw, August 2014  

 

40 
 

preparation likely need actual levels of hope and some initial efforts at coping to create a 

plan of action. In a theoretical paper regarding the application of the  TTM to family 

members of a loved one with a mental illness, it was suggested that interventions on 

thoughts and feelings are part of the contemplation and preparation stages of change 

while behavioral interventions are more appropriate to the action and maintenance stages 

of change (Sherman & Carothers, 2005). This supports the contention that that those in 

the preparation stage might benefit from both internal and external interventions. 

 As with hope, this study also shows that education, such as multi-family group 

curriculum mentioned above, may also be an important intervention for increasing family 

members' readiness to change. In this study, 133 (49%) family members progressed in 

their stage classification of readiness to change from pre to post assessment. More 

specifically, 100% of family members who were classified as in precontemplation at pre 

assessment progressed in RTC at post assessment, as did 75% of those classified in 

contemplation at pre assessment. Additionally, 28% of those classified in preparation at 

pre assessment, and 54% of those classified in action at pre assessment progressed in 

their readiness to change at post assessment. Those who were classified in action at both 

pre and post assessment were considered to have progressed. 

 The hypothesis that pre levels of coping would positively associate with post 

levels of hope and RTC was not supported. It appears that levels of hope and RTC (as it 

relates to being in a preparation stage of change) impact future levels of coping, but in 

this study the effect was not reciprocal. As mentioned, recovering addicts are expected to 

"recycle" through stages of change as they grow in recovery (Prochaska et al., 1992). We 
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hypothesized that family members may similarly recycle from coping to further hope and 

RTC. While short duration between assessments may be one reason this effect was not 

found, it could also be that hope, RTC, and coping have a different structural relationship 

than was hypothesized. It appears in this study that hope may mediate the relationship 

between some aspects of RTC and coping. Being in preparation at pre assessment 

predicted post levels of hope and coping, however, hope and coping did not similarly 

impact any RTC stages from pre to post. Hope's trend level effect on post levels of 

coping may indicate a sequence of change for family members. It may be that they must 

first resolve ambivalence toward change (contemplation) and then plan for change 

(preparation) which may simultaneously ignite hope. Preparation to change and a sense 

of hope may then lead to higher levels of coping. It is not understood however why the 

action stage of change would not be involved in this network of effects. Future research 

might explore this structural relationship further. 

 It is also an interesting finding that female family members were more likely than 

males in this study to classify in the preparation stage of change than in the 

contemplation stage of change at pre assessment. Although this finding is not fully 

understood, this may be a reverse effect of the phenomenon that female addicts receive 

less support in treatment than do their male counterparts and at times even 

discouragement (Thom, 1986). That is, it could be that while women receive less help for 

their own problems, they are perhaps more ready or even conditioned to be available and 

supportive to the recovery of a loved-one. Men on the other hand may retain more 

distance and disengagement because they are not the identified patient. Supporting this 
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interpretation is recent research that addresses how cultural norms in the gamblers 

anonymous (GA) and GamAnon (for spouses of gamblers) fellowships are changing 

(Ferentzy, Skinner, & Antze, 2010). Ferentzy et al. (2010) illustrate how the traditional 

norms of men attending GA for their own problem while their wives/spouses attend 

GamAnon and in essence "take care of their husbands recoveries", is changing. Women 

are now attending GA for their own problems and attendance in GamAnon is decreasing. 

 The direct effect found of having a loved one in the traditional as opposed to the  

collegiate program being associated with higher pre levels of hope is indirectly supported 

by previous research on recovering addicts in treatment. Collegiate track clients have 

been found to enter treatment with higher levels of hope and resiliency than their 

traditional counterparts only to have these differences level out over the course of 

treatment (Shumway, Bradshaw, Harris, & Baker, 2013). These authors interpreted these 

findings as a potential overrating of hope and resiliency by the younger population, an 

"overconfidence" that has similarly been suggested by other research on addiction 

treatment (Jackson, Wernicke, & Haaga, 2003). It should be noted that collegiate age 

clients might also be more likely to go to treatment in the first place as a result of external 

rather than internal reasons (Shumway et al., 2013). Therefore, it may be that parents of 

younger clients perceive the false confidence of their addicted loved one and express 

lower levels of hope at pre assessment. In contrast, spouses of older traditional client's 

may have more hope as their loved ones may have entered treatment on their own 

volition and with a more realistic level of hope. 
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 It is also logical that spouses of addicts are more likely than parents of addicts in 

early recovery to classify in the preparation stage at pre assessment than in the 

contemplation stage. Our clinical experience has shown that spouses of traditional clients 

are often at a point where they have achieved some mental separation from the well-being 

of their recovering loved-one. This separation may come about by necessity in that 

spouses need to make personal changes in order to help the family function amidst chaos, 

or by fatigue after years of involvement with the stresses associated with addiction. 

Parents of younger addicts can often appear more anxious and concerned about how their 

recovering loved ones are doing. These parents may have a belief that their parental role 

is to "provide" recovery for their loved one who is suffering rather than focusing on 

making their own personal changes. 

 Other family members (grandparents, siblings, significant others) in this study 

were less likely than spouses of addicts in early recovery to be classified in the 

preparation stage than in the contemplation stage at pre assessment. It makes sense that 

family members who are more or less "on the outside looking in" might be less likely to 

be preparing to make personal changes, and more likely to be contemplating whether 

there is even a need for them to make such changes. 

Limitations and Future Directions 

 This study would benefit from having follow-up assessment data that would 

provide a third time point to evaluate the relationships between family member hope, 

RTC, and coping. The original data had a follow-up assessment that occurred on average 

approximately 55 days after completion of the family week program. However, attrition 
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at this third time point was approximately 75% of the sample and imputing missing data 

for this time point led to reliability issues with the study measures. Future research with 

more participants at follow-up, more time points, and a greater time span could verify and 

build upon the findings of this study. Nevertheless, this study shows early and important 

empirical and theoretical information regarding our understanding of family member 

recovery and how it may be impacted by intervention. 

 Additionally, future research might evaluate the effect of the family unit as a 

multilevel variable on family member recovery. The original data had a family level id 

number for the participants in this study. However, intraclass correlations showed that 

this variable was not significantly associated with the study outcome variables (ICCs 

ranged from -.013 to .006). This may likely have been due to nearly half of participating 

families (48%) including only one rather than multiple family members. Future research 

that can use multilevel modeling to examine how family member changes in hope, RTC, 

and coping might vary by family would be beneficial to enhancing understanding of 

family recovery. Regardless, the findings of this study hold pertinent information that can 

be generally applied to change and recovery for family members of addicts and the 

associated family system. 

 Another limitation of this study is that the original data did not include assessment 

information on the recovering addicts themselves. Future research might examine how 

family member hope, RTC, and readiness to change relates to important recovery 

variables for the recovering addict. Linking family recovery to aspects of recovery for the 

addict will contribute immensely to the understanding of family recovery from addiction. 
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Future research might also evaluate the constructs used in this study separately. That is, it 

would be important to understand how hope, RTC, and coping solely and individually 

impact family member recovery. Qualitatively and theoretically, these constructs may 

also impact each other in unforeseen ways. 

 The sample in this study is also predominantly Caucasian and the findings of this 

study are not representative of other diverse groups. Partial measurement/factorial 

invariance across time also poses a potential limitation. Our measures appear to partially 

vary overtime and this threat to measurement validity impacts our confidence that we are 

measuring the same construct for hope and coping throughout this study. Nonetheless, 

partial invariance still indicates some validity to the effects found in this study and these 

effects offer a representation of what might be occurring in the true population. Future 

research may build upon this study by recruiting a more diversified sample and by 

examining and potentially altering the study design in effort to reduce the skewness of the 

measures. Overall however, this study provides valuable information regarding the 

change and recovery process for family members of addicts.    

Conclusion 

 Family members are negatively impacted by the addictions of loved ones and are 

in need of personal recovery that will enhance their quality of life and also their capacity 

to support the recovery of their addicted loved one. Research is needed that can help us 

better understand change processes and variables of family member recovery. Family 

members must become ready to change despite homeostatic forces of the family system 

that would otherwise support unhealthy patterns and family functioning. This study 
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confirms that hope, readiness to change, and healthy coping are variables that are 

important to the recovery of a family member. This study offers preliminary evidence 

that hope may in part be a foundation healthy coping skills that are perpetuated over the 

recovery process. Additionally, as addicts move through contemplation and resolve 

ambivalence toward change, they can enter into a preparation phase that may require 

increased hope and coping as well. 

 Additionally, gender appears to play an important role in the family recovery 

process, with females potentially having more readiness to change themselves in an effort 

to support the recovery of their addicted loved one. Other important findings indicate that 

age of the addict (treatment track) and the relationship type of family members to the 

recovering addict impact the processes of hope, RTC, and coping that are evaluated in 

this study.
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Appendix A 

Hope and Coping in Recovery Measure (HCRM) 
(Shumway et al., 2014) 

 

For each question, please circle a number between 1 and 6 that best reflects the level of 

agreement or disagreement you have with the statement as it relates to your CURRENT 

RECOVERY STATUS.  There are no right or wrong answers. 

  

 

YOUR FIRST REACTION TO EACH QUESTION 

SHOULD BE YOUR ANSWER. 
______________________________________________________ 

1 2                  3                    4                 5                6 

Strongly  Disagree   Somewhat    Somewhat     Agree     Strongly 

Disagree           Disagree        Agree         Agree 

 

 

1) The future appears bright to me 1 2 3 4 5 6 

2) I can deal with the problems that arise in my life 1 2 3 4 5 6 

3) I have a reason for living 1 2 3 4 5 6 

4) I reach out to others in times of need 1 2 3 4 5 6 

5) Things are looking up 1 2 3 4 5 6 

6) I am becoming competent in my day-to-day functioning 1 2 3 4 5 6 

7) I am capable of completing things I begin 1 2 3 4 5 6 

8) I see and act upon healthy choices 1 2 3 4 5 6 

9) I see a purpose for my life 1 2 3 4 5 6 

10) I will never get better 1 2 3 4 5 6 
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Notes: *** p < .001 
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Appendix B 

Readiness to Change Assessment 
(adapted from Nock & Photos, 2006; and Rhee, Delago, Arscott-Mills, Mehta, & Davis, 2005) 

 

For each question, please circle a number between 1 and 5 that best reflects the level of 

agreement or disagreement you have with the statement as it relates to your PERSONAL 

BELIEFS AND MOTIVATION TO CHANGE.  There are no right or wrong answers. 

 

YOUR FIRST REACTION TO EACH QUESTION SHOULD  

BE YOUR ANSWER. 

 

__________________________________________ 
1                       2                    3                  4                    5 

Strongly    Disagree       Neutral        Agree    Strongly 

Disagree                               Agree 

 

1) I am willing to work on changing my own behavior as 

 it relates to helping my loved-one's treatment and recovery 1 2 3 4 5 

2)   I am willing to change how I currently manage 

 my relationship with my loved-one and try new things  1 2 3 4 5 

3)   I want to be supportive in my loved-one's treatment/recovery 1 2 3 4 5 

4)   I am motivated to practice the techniques I will 

       learn about recovery with my loved one 1 2  3 4 5 

5)   I am eager to participate in the process of recovery for my 

       loved one 1 2 3 4 5 

6)   I am motivated to seek outside help in order to support my 

       loved one's recovery 1 2 3 4 5 

 

********************************************************************** 

 

7) Are you thinking about making your own personal changes to   □ Yes 

aid in your own recovery from your loved one's addiction?   □ No 

 

 

 8) If "Yes", how likely are you to make these personal changes in  □ Very Likely 

 the next 6 months?        □ Somewhat 

Likely 

          □ Not Likely 

 

 9) If "Very Likely", do you feel that you have made a majority of  □ Yes 

these personal changes already?       □ No 
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CHAPTER III 

FAMILY FUNCTIONING AND READINESS IN FAMILY RECOVERY 
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Abstract 

 Social support is important to addiction recovery and family is one of their most 

important support groups. Families with addiction often suffer from unhealthy family 

dynamics that negatively impact individual and family health. Systemically, family 

member readiness to change (RTC) might positively impact the family's functioning and 

ability to support their addicted loved one. Nevertheless, family member RTC as it relates 

to family members of recovering addicts has not yet been researched. This study 

examined the relationship between family member RTC and family functioning over time 

using an SEM panel model. Pre assessment levels of RTC and family functioning both 

had significant reciprocal effects at post assessment after controlling for changes within 

these variables over time. Gender showed a significant effect on pre levels of RTC and 

family functioning. The importance of family members seeking personal RTC and this 

relationship to family functioning is discussed as are considerations regarding the effects 

of gender. 

 

Keywords: Family, Support, Recovery, Systems, Readiness, Functioning 
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Introduction 

 Social support is an important part of the recovery process for addicts as it can 

serve as a buffer for the effects of stress on recovering addicts’ quality of life (Laudet, 

2006), and it is a critical aspect of recovery maintenance (Wiebe, Cleveland, & Dean, 

2010). One of the most important social support groups for an addict in recovery is their 

own family. It has been argued that increasing family members’ role in addiction 

recovery can enhance the treatment admission and retention of addicts, increase treatment 

outcomes, and aid family recovery from the harmful effects of addiction experienced by 

family members of addicts (Copello & Orford, 2002). These effects may be enhanced 

when family involvement takes the form of "multifamily groups" that support recovery 

(Giuffredi, Di Gennaro, Montanari, Barilli, & Vescovi, 2003; Hendricks, 1971; Shumway 

et al., 2011). Indeed, the family of a recovering addict/mentally ill family member 

provides a “scaffolding” for the addict in recovery, for better or for worse 

(EnglandKennedy & Horton, 2011). Therefore, it is important that individual family 

members and the family as a whole are as healthy as possible so that they better support 

the recovery of their addicted loved one and the health of all family members. 

 As a family disease (Roth, 2010), addiction impacts the functioning of the family 

and as a result the health of individual family members often suffers (S. Brown & Lewis, 

1995; Cruse, 1989; Wegscheider-Cruse & Cruse, 2012). Family members polarize into 

unhealthy roles (Cruse, 1989; Wegscheider-Cruse & Cruse, 2012) and other unhealthy 

family dynamics that create a homeostasis or stability that supports the substance use (S. 

Brown & Lewis, 1995). In these circumstances, family members are more likely to 



Texas Tech University, Spencer Bradshaw, August 2014  

 

52 
 

develop depression or have substance problems themselves (Ray et al., 2007), and are 

therefore less able to provide effective social support and might even possibly hinder an 

addict's recovery. 

 It is important for family members to make personal changes and find their own 

recovery from the effects of addiction on the family and on themselves. Through such 

individual change, family functioning can improve (Bowen & Kerr, 1988) and the family 

unit may better support each individual family member, including the addict. Family 

members may need to find awareness and readiness to change (RTC) despite the deeply 

rooted dysfunctional family patterns that have evolved through the course of the 

addiction. 

While research has emphasized the need of family members of addicts to take 

care of themselves in the process of recovery (O’Grady & Skinner, 2012), research has 

not yet examined family member RTC and the impact such readiness can have on family 

functioning. The aim of this study is to examine the relationship between family member 

RTC and family functioning. This study will also examine the potential reciprocal and 

simultaneous effect that family functioning might have on individual family members' 

RTC over time. Understanding the relationship between these variables may lead to a 

better understanding of helping the family unit become a stronger support system to the 

recovering addict, giving the addict and their families a better chance of recovery. 

Theoretical Framework 

 When it comes to social support groups, the family can be considered a 

predominant group in the life and recovery of an addict. Family systems theory, which 
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was born out of general systems theory (Von Bertalanffy, 1972) posits that the family is a 

strongly connected and potentially reactive emotional unit (Bowen & Kerr, 1988). In the 

case of a family, the whole is greater than the sum of its parts (Von Bertalanffy, 1972) 

and a healthy family system can more effectively promote the health of its members (S. 

Brown & Lewis, 1995; Cruse, 1989). While it can be difficult, the task for any family and 

its individual members is to achieve a balance in the "togetherness" force that promotes 

the whole and the "individuality" force that promotes the needs of each family member. 

Successful balance is possible through individual family members having a healthy 

"differentiation of self" (Bowen & Kerr, 1988). 

 Differentiation of self refers to the ability of an individual to avoid instinctive 

emotional reaction to the family "togetherness" force which gives capacity to more 

carefully consider the needs of the family and each member (Bowen & Kerr, 1988). With 

healthy differentiation of self, family members are able to proactively respond to meet the 

needs of both the family system and its individual members. Through healthy 

differentiation of self among its members, the family as a whole gains flexibility in that it 

can better respond to stressful situations. While differentiation of self is a deeply 

imprinted trait that is not easy to change, it can be changed through intense and conscious 

efforts of an individual family member (Bowen & Kerr, 1988). This is likely the reason 

that the early focus of family recovery from addiction is on the needs and health of each 

individual family member rather than on any set of family relationships (S. Brown & 

Lewis, 1995; Cruse, 1989). For the family to become healthier, individual members who 

make conscious changes can increase in differentiation and have a positive effect on 



Texas Tech University, Spencer Bradshaw, August 2014  

 

54 
 

family health (Bowen & Kerr, 1988) and functioning. This is the ripple effect that is 

spoken of in family systems theory (Schwartz & Nichols, 1991) -- the impact of one 

person's change on the family system as a whole (Bowen & Kerr, 1988; Steinglass, 

1985). 

 However, family members' emotional reactivity to the togetherness force can 

allow addiction to achieve power in the family and enforce a structure that promotes 

continued drinking/drug use (S. Brown & Lewis, 1995). In this emotionally reactive state, 

family members are subject to denial related to the unhealthy drinking and family 

functioning that exists (Wegscheider-Cruse & Cruse, 2012). Family members need to 

gain awareness and personal RTC to make necessary changes. One theoretical model that 

may prove useful to the process of family members becoming ready to make their own 

personal changes despite ingrained family patterns is the Transtheoretical model for 

change (Prochaska et al., 1992). The Transtheoretical model for change describes in part 

the process of moving from a state of denial to a state of readiness to change. 

Readiness to Change. Becoming ready for change is a process that results in 

active change toward a desired goal or outcome. The Transtheoretical model for change 

was developed initially with a population addicted to nicotine (Prochaska et al., 1992), 

however has since been utilized in various fields of study including diet/nutrition 

(Horwath et al., 2013), financial planning (Shumway et al., 2005), the health care 

industry (Campbell, Campbell Eichhorn, Early, Caraccioli, & Greeley, 2012; Lin & 

Wang, 2013), and has even been adapted to fit a bereavement process model 
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(Calderwood, 2011). The Transtheoretical model for change is also likely a helpful 

paradigm in describing how family members of addicts develop personal RTC. 

According to the Transtheoretical model for change, RTC is developed after 

passing through precontemplation, contemplation, and preparation stages of change 

(Prochaska et al., 1992). The precontemplation stage involves a state of denial or lack of 

awareness that there is a problem. However, as awareness is gained, contemplation of 

change is entertained and family members may begin to work through ambivalence 

toward change. With continued progress, preparations may be made about how action 

toward change will be taken. At this point, RTC may be sufficient for active changes to 

be made that will then need to be maintained (Prochaska et al., 1992). 

While RTC has been heavily researched with respect to addiction recovery for 

addicts (Audrain et al., 1997; Bradshaw et al., 2013; Czuchry et al., 2006; Gregoire & 

Burke, 2004; Prochaska et al., 1992; Simpson & Joe, 1993; Woodson, 2011), RTC has 

not yet been studied as it relates to family members becoming ready to make changes that 

will support recovery for themselves and for their addicted loved one. However, RTC has 

been examined with family members of other identified patients that might benefit from 

family support. This includes research on the RTC of parents who have overweight 

children (Rhee et al., 2005) and of parents who have children being treated for 

aggressive, antisocial, and oppositional behavior (Nock & Photos, 2006). Theoretically, 

the RTC of family members who have a loved one with a mental illness has also been 

identified as important to an effective recovery of the identified patient (Sherman & 



Texas Tech University, Spencer Bradshaw, August 2014  

 

56 
 

Carothers, 2005). Readiness of parents to change their smoking habits for the sake of 

their asthmatic child has also been explored (Farber et al., 2008). 

Despite the lack of research, family members who develop RTC as it relates to 

making their own personal changes may positively impact family functioning which will 

improve the ability of the family to be a healthier social support for the addict. 

Family Functioning. The disease of addiction can disrupt family functioning, 

break marriages, destroy parent-child relationships and catalyze abuse, depression and 

other illnesses (Schäfer, 2011). The family develops unhealthy rules, roles, rituals, 

hierarchies, and boundaries that support the alcohol/drug use (S. Brown & Lewis, 1995) 

as well as other unhealthy systemic processes such as isolation, inconsistency, 

indoctrination (e.g., loss of individuality), and inhumane treatment (e.g., trauma inducing 

environment) (Norton, 1994). 

Empirical evidence shows that families with more severe alcoholism show less 

expressiveness, cohesion, and agreement (Moos & Moos, 1984). Additionally, couples 

that relapse or continue to use show higher levels of stress, social isolation, depression, 

physical symptoms, and lower levels of coping and support when compared to couples 

that find alcohol remittance (Moos & Moos, 1984). This pattern of unhealthy functioning 

can occur for families with addicts of various ages (Brennan et al., 1994; Moos, Finney, 

& Cronkite, 1990). Such dysfunction is problematic because addiction and the associated 

family environment can lead to continued substance abuse (Fischer, Forthun, Pidcock, & 

Dowd, 2007) and alcoholism across generations (Chassin, Curran, Hussong, & Colder, 

1996; Norton, 1994). 
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While addiction impacts family functioning in these destructive ways, unhealthy 

family functioning can also fuel addiction and thus a disparaging cycle is formed 

(O'Farrell & Fals-Stewart, 2013). Families are therefore more recently included in 

treatment in different formats including family therapy approaches (O'Farrell & 

Clements, 2012) and multifamily groups (McFarlane, 2002; Shumway et al., 2011). 

While family therapy formats have shown to have a positive effect on treatment 

outcomes (T. C. Martin et al., 2010; O'Farrell & Clements, 2012), effectiveness appears 

to only increase when families facing similar struggles engage in a multifamily group 

format (Giuffredi et al., 2003; Hendricks, 1971; Shumway et al., 2011). In this latter 

setting, family members widen their own social support network as they work toward 

becoming an effective support group for their ill loved one (McFarlane, 2002). 

With regard to single family involvement in treatment, one study found that while 

a specific method of family therapy did not improve abstinence outcomes for adolescent 

users, involving family did increase treatment engagement, retention, and family 

functioning as well as lessened subsequent use (Robbins et al., 2011). Additionally, some 

research indicates that finding abstinence absolves some but not all of the negative 

aspects of couple functioning (Brennan et al., 1994), while other research has found that 

when families find abstinence they can indeed return to more normal levels of 

functioning (Moos & Moos, 1984). 

These contrasting findings may indicate that the effectiveness of family 

involvement in treatment and increased family functioning is moderated by other 

variables. For example, whether or not families are part of a multifamily group format 
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may impact the degree of benefit they retain from involvement. Families that are part of 

multifamily groups build a network of support that can help sustain change after 

therapeutic professionals are no longer involved. These multifamily groups can also help 

reduce stigma and a review of multifamily group research shows additional benefits of 

increased "support and reassurance", and enhanced openness to suggestions and other 

criticisms (McFarlane, 2002). These added benefits of the multifamily group format may 

lead to more lasting changes and treatment benefits. 

Additionally, it has been found that addict autonomy moderates treatment 

outcomes with increases in family functioning predicting outcomes for low but not high 

autonomy alcoholics (McKay, Longabaugh, Beattie, Maisto, & Noel, 1993a). 

Paradoxically and in the same participant sample however, conjoint family treatment was 

shown to benefit high autonomy alcoholics while low autonomy alcoholics are better 

treated  without involving family members (McKay, Longabaugh, Beattie, Maisto, & 

Noel, 1993b). These authors argue that low autonomy alcoholics may need to first work 

on themselves before family is included as a part of treatment. Their autonomy 

measurement is similar to the concept of differentiation of self and therefore these 

findings fit with Bowen’s theory how families change (Bowen & Kerr, 1988) that was 

previously discussed. 

This information indicates that it may be more a matter of how family members 

should be included in treatment rather than if they are included. Without proper education 

and communication, family members can also impede on an addict’s recovery through 

negative communication patterns, poor boundaries, and by stigmatizing the addict. 



Texas Tech University, Spencer Bradshaw, August 2014  

 

59 
 

Family members might also expose the recovering addict to the substance they are trying 

to abstain from, or become overactive on issues they do not understand (EnglandKennedy 

& Horton, 2011). Including families at the right time, and perhaps in a multifamily group 

format may mitigate some of these risks. 

Regardless of the method of their involvement, it is important to understand the 

relationship between family members’ RTC and its impact on family functioning. This 

relationship has added importance as families with addiction often have problematic 

functioning yet retain the ability to either positively support or potentially undermine the 

recovery of their addicted loved one. Furthermore, just as unhealthy family functioning 

can cyclically impact substance use, healthier family functioning may simultaneously 

benefit the addicts' and each family members’ readiness to make recovery oriented 

changes. 

Summary and Hypotheses 

 Social support is an important aspect of addiction recovery (Laudet, 2006; Wiebe 

et al., 2010). The family is one of the most important support groups for an addict, and 

involving families in addiction treatment and recovery can both aid (Copello & Orford, 

2002) and impede on (EnglandKennedy & Horton, 2011) an addict’s recovery. Benefits 

for the addict's recovery are expected if family is involved in family therapy (O'Farrell & 

Clements, 2012) and these can be enhanced by multifamily group formats (Giuffredi et 

al., 2003; Hendricks, 1971). 

 However, the family disease of addiction (Roth, 2010) creates unhealthy family 

dynamics (S. Brown & Lewis, 1995) and functioning (Schäfer, 2011) and family 
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members can become as unwell as the addict (Ray et al., 2007). In this condition, family 

members’ ability to effectively support an addict’s recovery is inhibited. Nevertheless, 

family members who can overcome denial (Wegscheider-Cruse & Cruse, 2012) and 

become ready to make personal changes that positively impact family functioning, might 

in turn enhance recovery for themselves and for their addicted loved-one. This is possible 

because of the rippling effect in a family system (Schwartz & Nichols, 1991) and the 

family  allowing for changes in one individual to impact the entire system (Bowen & 

Kerr, 1988). 

Therefore, the aim of this study is to examine the relationship between the RTC of 

family members who have an addicted loved one and family functioning. Specifically, it 

is hypothesized that baseline (pre) family member RTC will positively predict subsequent 

(post) levels of family functioning. This hypothesized relationship is expected after 

controlling for changes in each these variables over time, family member age, treatment 

program track (collegiate vs. traditional), and family members’ relationship (e.g., parent, 

sibling, etc.) to the addict in treatment. It is also hypothesized that pre levels of family 

functioning will positively predict post family member RTC when controlling for 

changes in these variables over time, and the other study variables previously mentioned 

(see Figure 3.1). 

Methods 

Participants 

 Participants in this study included 270 family members of addicts from 163 

different families as they came to engage in a 2 and 1/2 day family curriculum program  
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Figure 3.1. Hypothesized Structural Model evaluating family member RTC and Family Functioning across time. 

 
Readiness to 

Change 

(RTC) 

Pre 

P1 P2 P3 

Readiness to 

Change 

(RTC) 

Post 

P1 P2 P3 

Family 

Functioning 

(FF) 

Pre 

P1 P2 P3 

Family 

Functioning 

(FF) 

Post 

P1 P2 P3 

Trad. 

Track 

Other 

R-spouse 

Parent 

R-spouse 

Female 

Age 
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correlated as well as with the observed preparation and action dichotomous RTC variables at pre and 

post. Residuals for parcels 1, 2, and 3 for both hope and coping  are self-correlated across time. 
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that attempts to help family members find their own personal recoveries from the effects 

of addiction (Shumway et al., 2011). The family programming took place at a western 

United States inpatient treatment facility and family members attended the majority of the 

program alongside their addicted loved ones. All data used in this study were collected 

over the course of 27 different family curriculum programs that took place between 

September 11, 2013 and May 21, 2014. 

 Family members age ranged from 18 to 77 with a mean age of 47.75 (SD = 

12.15). The majority of family members were female (N = 171, 63%) while there was 

still an adequate sample of male participants (N = 99, 37% ). The majority of family 

members were also parents of an addicted loved one (N = 178, 66% ), while there was 

also a group of spouses (N = 49, 18%), and a smaller group of other relatives such as a 

grandparent, sibling, or significant other (N = 43, 16%). Regarding ethnicity, the sample 

was primarily Caucasian (N = 244, 90%), although there were some of Hispanic (N = 19, 

7% ), African American (N = 1, 0.4% ), Asian American (N = 3, 1% ), or other (N = 3, 

1% ) ethnicity. 

 Clients in treatment were participating in either a collegiate program treatment 

track (N = 93, 57%), or a traditional program treatment track (N = 70, 43%). The main 

differences in treatment track was client age (with younger clients in the collegiate track) 

and duration of treatment, with collegiate track clients having 45+ days of treatment 

versus 28 days for traditional track clients. A few families had variation in treatment 

track reported by the family members in the same family. Female family members' 

reports were used for demographic reporting, while treatment track was allowed to vary 
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by individual within these few families for study analyses. Family members were all able 

to speak and read English. Sample demographic information can be found in Table 3.1. 

 

 

 

 

 

 

 

 

 

 

 

Procedure 

 All eligible family members that participated in this research were informed of the 

voluntary nature of this study and provided written consent before participation. The 

study and consent were previously approved by a University IRB review board. Family 

members completed pen and paper assessment packets of the study measures at the start 

of the family curriculum program (pre) and immediately following the program (post). 

Some participants that were not able to arrive on time to complete the pre assessment 

were allowed to participate in the program and took the post assessment, or they chose 

not to take the pre-assessment (N = 55, 20%). Similarly, there was a group of participants 

Table 3.1 

Family Member Demographics 

Variable N (%)  Variable N (%)  

Female 171 (63) Other Relation 43 (16) 

Male 99 (37) Caucasian 244 (90) 

Traditional Track 70 (43) Hispanic 19 (7) 

Collegiate Track 93 (57) African American 1 (0.4) 

Parent 178 (66) Asian American 3 (1) 

Spouse 49 (18) Other Ethnicity 3 (1) 

Variable M (SD)   

Age 47.64 (12.27)   
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that took the pre assessment and participated in programming, but left the family program 

before the post assessment was made available or chose not to take the assessment (N = 

36, 13%). The missing data for these two groups of people at each time point were 

imputed using multiple imputation techniques (Little, 2009). Data entry and storage was 

carefully attended to in effort to ensure confidentiality.  

Measures 

Readiness to Change. Readiness to change was measured using a 6-item 

subscale that that has been adapted from the Parent Motivation Inventory (PMI; Nock & 

Photos, 2006) and that was part of a 9-item readiness to change assessment used in this 

study (see Appendix A). These six items assess a family members' readiness to take 

action as it relates to them changing their own behavior in effort to support a loved one's 

recovery. Responses to these items were given on a 5 point Likert-type scale ranging 

from 1 (strongly disagree) to 5 (strongly agree). A sample item includes "I am willing to 

work on changing my own behavior as it relates to helping my loved-one's recovery". For 

data screening purposes, a mean score of the six items was used as an overall score with a 

higher mean indicating a higher level of readiness to change. Original Cronbach 

reliability estimates were not provided in the measurement publication (Nock & Photos, 

2006). Nevertheless, the six items used in this study showed high Cronbach alpha 

reliability coefficients of .82 (pre) and .91 (post). 

Family Functioning. Family functioning was measured using a 12-item “General 

Functioning” subscale of Epstein, Baldwin, and Bishop’s (1983) Family Assessment 

Device (see Appendix B; FAD, as cited in (Ryan, Epstein, Keitner, Miller, & Bishop, 
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2005)). Family member participants responded on a five point Likert-type scale ranging 

from 1 (strongly agree) to 5 (strongly disagree). A sample item is “In times of crisis, we 

can turn to each other for support”. Six items were reverse scored so that higher scores 

indicated higher levels of family functioning. For data screening purposes, a mean score 

was calculated for any participant answering at least eight of the 12 items (Ryan et al., 

2005). Initial Cronbach alpha coefficients for the general functioning subscale range from 

.83 to .86 (Kabacoff, Miller, Bishop, Epstein, & Keitner, 1990). Cronbach alpha 

reliability coefficients in this study were .85 (pre) and .79 (post). 

Control Variables. Age, gender, the treatment program track (collegiate vs. 

traditional), and family members' relationship to the addict patient (spouse, father, 

mother, etc.) served as control variables. Treatment program track refers primarily to the 

length of the treatment program for the addicted loved one and is heavily based on the 

age of the addicted loved one. With regard to addicts and motivation to change, research 

has found that that women in treatment have a higher motivation to change (Czuchry et 

al., 2006; Simpson & Joe, 1993) but also have less confidence in their ability to change 

(Audrain et al., 1997). Women in treatment when compared with their male counterparts 

have a greater likelihood of being in the action stage of change (Gregoire & Burke, 

2004). Gender may likely also have an effect regarding family member RTC in this 

study. On the other hand, attitudes that create barriers to treatment for female addicts 

(Thom, 1986; Walitzer & Connors, 1997) may not similarly impact the RTC of a female 

family member of an addict. With respect to gender and family functioning, the latter  has 

shown to mediate the relationship between parent psychopathology and adolescent 
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substance use for fathers but not for mothers; however this finding could be due to 

measurement issues (Burstein, Stanger, & Dumenci, 2012). Other studies have found no 

interaction effect between gender and aspects of family functioning that relate to 

resilience (Arokiaraj, Nasir, & Shahrazad, 2011). It is uncertain what effect gender might 

have on the proposed model in this study. 

Analysis 

Originally, the design for this study was to analyze the relationships of family 

member RTC and family functioning across pre, post, and follow-up assessments. In this 

study only statistical analyses on pre and post wave data were used because of a current 

attrition rate of nearly 75% at the follow-up wave and low reliability of measures at 

follow-up after data imputation. This decision was made in effort to increase statistical 

validity (Shadish et al., 2002). Using IBM SPSS 21.0 statistical software (Arbuckle, 

2012), means and standard deviations of the study variables were evaluated (see Table 

3.2). The data were also examined to verify that the assumptions and conditions of the 

appropriate statistical methods were met and to screen for univariate and multivariate 

outliers. Family functioning showed a normal distribution at both pre and post 

assessment, while family member RTC was skewed toward high reports of RTC, 

especially at post assessment. This skewness may have been an artifact of a curriculum 

that encouraged family members to make personal changes toward their own recoveries. 

No variable transformations were made as robust statistical methods were used that could 

manage this deviation from a normal distribution. 
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There were very few univariate and multivariate outliers, and in most cases they 

reflected a family member reporting lower RTC than the majority of the sample, or that 

had a unique combination of high RTC with low family functioning. All outliers were 

included in the analysis as they were representative of potentially important differences in 

the population. To test for multicollinearity, bivariate correlations between all continuous 

study variables were be examined and no concerns were found. These correlations were 

also used to preliminary explore study variable relationships. Using R 3.1.0 (Venables et 

al., 1999-2013), missing data were imputed with multiple imputation, an appropriate 

modern statistical technique for handling missing data (Little, 2009). Auxiliary variables 

of family and multifamily group identification, and whether or not participants missed 

either the pre or post assessment were included in the imputation process. 

 

 

 

Table 3.2 

Study Predictor Variables’ Means and Standard Deviations (M, (SD)) 

 

Continuous Variables        (N = 271) 

M (SD) 

(Pre)  

M (SD) 

(Post)  

 

Paired T-Test 

Value 

 

 

       Readiness to Change 4.58 (.43) 

 

4.70 (.45) 

 

-3.87*** 

       Family Functioning 

 

3.30 (.77)  3.54 (.70)   -5.66*** 

 

Notes: *** p < .001 

 



Texas Tech University, Spencer Bradshaw, August 2014  

 

68 
 

Results 

Measurement Model  

 An SEM longitudinal panel model analyzed the data to examine the hypotheses of 

this study using R 3.1.0 Statistical software (Venables et al., 1999-2013). Prior to testing 

the structural hypotheses, a confirmatory factor analysis (CFA) measurement model 

examined the fit of the data. Latent constructs for family member RTC and family 

functioning were identified using a fixed factor method of identification. The 12 family 

functioning and six RTC scale items were used to create three parcel indicators for each 

construct using a serpentine-like parceling technique in effort to decrease variance and 

maximize parsimony (Little, 2009). The specific items that were combined to create 

parcel indicators did not vary across pre and post assessments. Measurement invariance 

across time of the RTC and family functioning constructs was also examined. Chi-square 

test results showed both configural and partial measurement invariance (Little, 2009) for 

both latent constructs. Parcel residual variances were therefore allowed to correlate with 

like-parcel indicators across time, and parcel indicator factor loadings were constrained to 

be equal across measurement occasions. 

 After review and consideration of the modification indices, it was decided that 

few parcel indicator residuals were allowed to correlate with each other within each 

construct and time of assessment, but not across constructs or with different parcel items 

on the same constructs across assessments. This was allowed as the latent constructs 

demonstrated only partial measurement invariance and slight modifications would 

increase the overall model fit. The final CFA measurement model achieved commonly 
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accepted standards of SEM model fit (Bentler & Bonett, 1980; Browne & Cudeck, 1992) 

with a comparative fit index (CFI) of .96, Tucker Lewis index (TLI) of .94, and a root 

mean square error of approximation (RMSEA) of .08. The standardized root mean square 

residual (SRMR) in this model was .06. The chi-square value of the measurement model 

was significant, χ² (47, N =271) = 128.94, p < .001. While a significant chi-square 

typically indicates poor model fit, it is commonly found in SEM with larger sample sizes 

(Hoyle & Panter, 1995; Hu & Bentler, 1995). This model was determined to have good 

fit when the chi-square was taken into account with all of the other model fit indices 

previously mentioned (Vandenberg & Lance, 2000). The model output also did not have 

any out of range factor loadings or negative variances that would make model fit suspect 

(see Table 3.3). 

Structural Path Model 

 The specific hypotheses of this study were then analyzed as direct regression 

paths were incorporated in a SEM longitudinal panel model (Little, 2009). Family 

member RTC and family functioning at pre and post assessment were endogenous latent 

factors. Family member gender, age, treatment track of their addicted loved one, and 

dichotomous variables of being a parent or other relative with being a spouse as 

comparison group, were observed control variables (see Figure 3.1). This original 

structural model included direct effects of RTC and family functioning at pre assessment 

on these same variables at post assessment. Also included were cross-lagged effects of 

RTC and family functioning across constructs and time (Little, 2009). Non-significant 

paths that did not fit with this baseline model were carefully analyzed and removed from 



Texas Tech University, Spencer Bradshaw, August 2014  

 

70 
 

the analysis. Control variables that did not have any significant direct paths were then 

also removed from the model which resulted in better model fit than leaving them in the 

model correlated with gender, χ² (∆48, N =270) = ∆73.41, p = .01. The resulting and final 

structural model (see Figure 3.2) had improved model fit from the measurement model 

with a CFI of .97, TLI of .96, and much improved RMSEA of .06. The chi-square value 

was again significant, χ² (57, N =109.76), p < .001, however, given the other model fit 

indices this structural model was concluded to be a well-fitting model. 

Table 3.3 

Confirmatory Factor Analysis Results (Configural Model) 

 

Factor Indicator Unstandardized β Standardized  β R² 

Readiness to 

Change (Pre) 

 Parcel 1 .42 .74*** .55 

 Parcel 2 .36 .78*** .61 

 Parcel 3 .38 .82*** .67 

Family 

Functioning 

(Pre) 

 Parcel 1 .77 .84*** .70 

 Parcel 2 .72 .86*** .73 

 Parcel 3 .71 .80*** .64 

Readiness to 

Change (Post) 

 Parcel 1 .42 .99*** .99 

 Parcel 2 .36 .85*** .72 

 Parcel 3 .38 .93*** .87 

Family 

Functioning 

(Post) 

 Parcel 1 .77 .78*** .61 

 Parcel 2 .72 .82*** .67 

 Parcel 3 .71 .82*** .67 

Notes: *** p < .001 

 



Texas Tech University, Spencer Bradshaw, August 2014  

 

71 
 

Figure 3.2. Final Structural Longitudinal SEM Panel Model evaluating family member RTC and Family Functioning across time. 
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 Consistent with the hypotheses of this study, pre levels of family member RTC 

had a significant and positive cross-lagged effect on post levels of family functioning, β = 

.12, p = .03, when controlling for stability in family functioning over time, β = .56, p < 

.001. Conversely, pre levels of family functioning had a significant but negative cross-

lagged effect on post levels of family member RTC, β = -.16, p = .014, also when 

controlling for stability in RTC over time, β = .41, p < .001. 

 Regarding study control variables, only family member gender showed to have 

significant effects, with being female being associated with a significantly higher level of 

RTC at pre assessment, β = .29, p < .001, and significantly lower report of family 

functioning at pre assessment, β = -.13, p = .004. This structural model explained 16% of 

the variance in post levels of RTC, and 36% of the variance in post levels of family 

functioning. Regarding pre assessment levels of RTC and family functioning, this model 

explained only 9% and 2% of each latent construct's variance, respectively (see Table 

3.4). 

Table 3.4 

Final Structural Path Model Results 

Factor/Variable Predictor Unstandardized β Standardized β R² 

RTC (Post)    .16 

RTC (Pre) .47 .41*** 

FF (Pre) -.19 -.16* 

FF (Post)    .36 

RTC (Pre) .11 .12* 

FF (Pre) .51 .56*** 

RTC (Pre)    .09 

Female .64 .29*** 

FF (Pre)    .02 

Female -.26 -.13** 

 Notes: *** p < .001, ** p < .01, * p < .05 
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Discussion 

 This study is rooted in the systemic principles that both individuals and the family 

unit to which they belong can affect each other simultaneously (Bowen & Kerr, 1988). 

Our hypotheses that family member RTC and family functioning would have reciprocal 

effects and simultaneously influence each other across time were based on these systemic 

principles and were supported by this study. 

As mentioned, pre levels of family member RTC significantly predicted post 

assessment levels of family functioning, β = .12, p = .03. Insight regarding this finding 

could be found in Bowen's (1988) theoretical assumptions that as family members 

increase differentiation of self through deliberate efforts they can have a positive 

systemic impact on family functioning. More specifically, this finding has important 

implications for the family suffering the effects of the disease of addiction. Facing the 

devastating effects of addiction on a family (Norton, 1994; Schäfer, 2011) and the 

disrupted family functioning that often accompanies addiction (Moos & Moos, 1984), 

family members may feel overwhelmed when it comes to change. More specifically, 

change as it relates to the family system may seem particularly difficult. Should they 

family members attempt to create change within the family, homeostatic mechanisms 

may cause them to feel discouraged and cease their efforts. This might relate to the size 

and strength of the reliability effect  that pre levels of family functioning had on post 

levels of family functioning,  β = .56, p < .001. 

Existing family recovery theories emphasize the need for focus on individual 

health in the early stages of family recovery (S. Brown & Lewis, 1995; Cruse, 1989). 
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This study confirms that individual readiness for change appears to be one important way 

that family members disrupt the disparaging cycle between negative family functioning 

and continued substance use (O'Farrell & Fals-Stewart, 2013). Although individual 

change presents its own difficulties, family members may find comfort in knowing that 

RTC impacts their personal health can positively impact family functioning. Therefore, 

family members do not have to solve every unhealthy family problem or change every 

destructive family dynamic, they may just need to focus on their own readiness for 

change. Over time, negative family functioning and related cycles might be changed and 

become positive cycles that promote recovery for each family member. 

Our hypothesis that pre levels of family functioning would significantly associate 

with post levels of RTC was supported, however, our expectation that this association 

would be positive was not supported, β = -.16, p = .014.  According to this result, it is 

expected that family members who report high levels of family functioning at pre 

assessment will be likely to report lower levels of personal RTC at post assessment. 

While initially puzzling, this effect may lend support to the theories in which our 

hypotheses were based and can be viewed from several different perspectives. 

 From one perspective, a family with healthier levels of functioning may already 

be performing its primary role of promoting the health and growth of individual family 

members (Cruse, 1989). For individuals in such a family, it is understandable that there 

may be less motivation for personal change efforts because the family as a unit can be 

relied upon. These family members may be more focused on relationship as opposed to 

individual reparation. From alternate systemic perspective however, what appears a 
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potentially positive finding may also have another interpretation. It could be hypothesized 

that family members with higher level of functioning essentially have a mindset of "my 

family is healthy, and therefore I do not need to change". Truly healthy family 

functioning would be expected to generate flexible boundaries that encourages openness 

and willingness for change among all family members. These family members may 

therefore be at risk of focusing excessive attention on the addiction and recovery of the 

identified patient and neglecting change and recovery. 

From an alternative perspective, this finding also suggests that family members 

from families with lower functioning at pre assessment are more likely to report higher 

levels of personal RTC at post assessment. With the help of education and intervention 

such as the curriculum that was part of the context of this study (Shumway et al., 2011), 

members of a family with lower functioning may see the need for and become motivated 

to make personal changes. The author's experience has been that in cases where there is 

very low family functioning, therapeutic efforts are less effective until individual family 

members have found a greater level of individual health. Therefore, intervention at both 

the individual and family level should be flexible and moderated by the health of each 

individual as well as the family unit.  

This leads back to prior discussion about a need for a better understanding of 

moderators that might influence the effective involvement of family members in 

addiction treatment. The explanation above for the effect of family functioning on family 

member RTC may offer theoretical support to previous findings on autonomy as a 

potential moderator of the effectiveness of family involvement. As mentioned, it has been 
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found that low autonomy addicts in treatment benefit more from increases in family 

functioning than high autonomy addicts; paradoxically however, it is the family members 

of low autonomy addicts that should be excluded from having involvement in treatment 

according to McKay et al. (1993a, 1993b). It may be that low autonomy individuals come 

from families that have lower levels of family functioning. Increased family functioning 

would be important to their recovery, but as was considered as it relates to the results of 

this study, early focus for family members with low family functioning should be on 

individual family members' readiness for change. From a systemic perspective, the 

question then becomes when and how to involve family members in treatment, not if they 

should be involved in treatment. 

Educational interventions such as multi-family groups (McFarlane, 2002; 

Shumway et al., 2011) are one possible answer to how family members might be 

effectively involved in the treatment and recovery of an addicted loved one. The family 

members in this study filled out pre post assessments upon starting and completing a 

multi-family group curriculum. We note that the cross-lagged effects of pre levels of 

RTC on post levels of family functioning, and post levels of family functioning on pre 

levels of RTC are small in comparison to the direct effects these variables had on 

themselves from pre to post treatment. Despite their size, it is remarkable that the cross 

lagged effects from one construct to another were detected in a very short window of 

time (2 and 1/2 days) with a group of families that were likely in an early recovery phase. 

This speaks to the potential effectiveness of multifamily group environments. This is 

further evidence that families should not be excluded from participation in treatment, but 
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carefully involved in effective ways. The multifamily group curriculum in this case 

included a mix of interventions that aimed to increase individual and relationship health, 

however the overall message was that individual health would precede relationship health 

(Shumway et al., 2011).  

Female family members of addicts reported lower levels of family functioning at 

pre assessment than did male family members, β = -.13, p = .004. This may in part be due 

to effects of past socialization and cultural norms. For example, research has examined 

how the socialization of women has led to a phenomenon where despite cognitive 

awareness of inequality in gender roles and a desire for change, ingrained sociological 

history leads to women maintaining roles as "gatekeepers" of the family (Allen & 

Hawkins, 1999). This means that conscious or unconscious family dynamics and beliefs 

might operate to keep women more involved with the development of their children and 

the comings and goings of the family. While Allen & Hawkins (1999) acknowledge that 

some aspects of "maternal gatekeeping" are leveling out, it would make sense that 

women might be more engaged in family processes and therefore more aware of family 

functioning, even if unhealthy. While not explicitly stated in the gatekeeping research, it 

may be that because men are often less involved in family matters (Allen & Hawkins, 

1999), they hold differing perceptions of family functioning. It is important to note that 

the motives and causes for these gender dynamics are unknown; they could arise out of 

conscious or unconscious motivations, or even behaviors and beliefs of male spouses that 

direct the gatekeeping behavior (Allen & Hawkins, 1999). 
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This same gender role and socialization perspective might also partly explain the 

direct effects of gender on pre levels of family member RTC, β = .29, p < .001. Many 

women have grown up with expectations that they will be "primarily responsible for 

childcare" (Haas, 1992) and for better or worse, motherhood and domestic caretaking has 

become an important part of their identity (Allen & Hawkins, 1999; Haas, 1992). As a 

function of role and identity, women may be more likely to come to treatment more fully 

engaged and ready to make personal changes on behalf of the identified patient. This 

could be positive in that with a healthy identity that includes providing care for loved 

ones, female family members may be effective support figures for a recovering addict. 

From this perspective, women may be more aware than are men of important aspects of 

the recovery process and also see how their personal changes can make a positive impact 

for themselves and for their addicted loved one. However, this could be somewhat 

negative if the identity of a female family member is unhealthily centered on caretaking 

and their engagement and focus on personal change out is solely out of duty rather than a 

desire for personal recovery.  

Limitations and Future Directions 

 This study has several limitations. First, continued assessments that track these 

families over time would increase confidence and understanding related to cause and 

effect relationships between family member RTC and reported family functioning. The 

original data for this study included a follow-up assessment that participants responded to 

approximately 55 days on average after the family curriculum completed. However, there 

was nearly a 75% attrition rate, and imputing missing data for this wave of assessment 
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introduced reliability concerns with the study measures. Future research might improve 

on the longitudinal design and methodology of this study and assess family member RTC 

and family functioning over a greater period of time. Nevertheless, the results of this 

study offer important preliminary clinical and theoretical information. 

 An additional limitation of this study is that data regarding treatment variables 

and outcomes for addicts were not simultaneously collected/available. Without this 

information, it can only theoretically be implied that changes in family member RTC and 

family functioning can have a beneficial effect on the recovery of an addicted loved one. 

Future research that collects and empirically links family member recovery to outcomes 

in the recovery of the addicted loved one will make a major contribution to addiction 

recovery research. Additionally, family functioning in this study is self-reported and is 

from the perspective of the family member making the report. Future research that can 

more objectively and observationally measure family functioning would be beneficial. 

 Continued research might also examine potential moderators that influence how 

involving family members in treatment can become more effective. Despite an unlimited 

amount of possible moderators that might be examined, research may specifically 

examine the use of multi-family group interventions and their effect on family member 

recovery. To accomplish this, a greater number of multifamily group programs need to be 

peer reviewed and published so that therapeutic processes can be evaluated. Future 

research might also include hierarchical/multilevel variables that examine family 

typologies and latent classes of family members that influence family recovery 

trajectories. The original data for this study included family identification numbers, 
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however, nearly half of the family members that participated came and participated as the 

only involved family member, while others had multiple family members participate. 

This decreased the variance of a family level variable, and intraclass correlations showed 

that family ID numbers were not significantly associated with the study outcome 

variables. These intraclass correlations ranged from -.01 to .00 across the RTC and 

Family Functioning study variables. 

 An additional limitation is that only partial factorial invariance was discovered 

across time, perhaps mostly due to the involvement of an adapted measure. Nevertheless, 

partial invariance validates that some of what was modeled theoretically with this study 

may likely hold with fully invariant measures. Future research may therefore reexamine 

the research hypotheses of this study using a more established construct measure for 

family member RTC as this field of research evolves. The study sample is also 

predominantly Caucasian and may not be generalizable to other diverse populations. 

Future research might also examine the research hypotheses as they relate to a more 

diverse and generalizable sample. Nevertheless, meaningful results were found that 

contribute to research on family recovery from addictive disorders. 

Conclusion 

 Social recovery support is important for addicts in recovery (Laudet, 2006; Wiebe 

et al., 2010), and the family of a recovering addict is one of the most important social 

support groups. However, due to negative effects of addiction on the family and other 

systemic processes (S. Brown & Lewis, 1995), family members may struggle with their 

own wellbeing and may not be able to be effective support for the recovering addict. This 
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study concludes that it is important for family members to find a personal readiness to 

change (RTC) their own behavior as it relates to their addicted loved one and their own 

personal recovery. As family members make these deliberate changes, it is expected that 

family functioning will increase, and the family can become a more effective support 

group for the recovering addict. It appears in this study that family member RTC and 

general family functioning have a simultaneous and reciprocal effect on each other over 

the course of time. It may be most practical that family members work on making 

personal changes as opposed to trying to focus on and change the various unhealthy 

family functioning dynamics associated with addiction. Additionally, professionals who 

both research and work clinically with this population ought to be aware that gender 

appears to have an important effect on family member RTC and perspectives of family 

functioning.



Texas Tech University, Spencer Bradshaw, August 2014  

 

82 
 

Appendix A 

Readiness to Change Assessment 
(adapted from Nock & Photos, 2006; and Rhee, Delago, Arscott-Mills, Mehta, & Davis, 2005) 

 

For each question, please circle a number between 1 and 5 that best reflects the level of 

agreement or disagreement you have with the statement as it relates to your PERSONAL 

BELIEFS AND MOTIVATION TO CHANGE.  There are no right or wrong answers. 

 

YOUR FIRST REACTION TO EACH QUESTION SHOULD  

BE YOUR ANSWER. 

 

__________________________________________ 
1                       2                    3                  4                    5 

Strongly    Disagree       Neutral        Agree    Strongly 

Disagree                               Agree 

 

1) I am willing to work on changing my own behavior as 

 it relates to helping my loved-one's treatment and recovery 1 2 3 4 5 

2)   I am willing to change how I currently manage 

 my relationship with my loved-one and try new things  1 2 3 4 5 

3)   I want to be supportive in my loved-one's treatment/recovery 1 2 3 4 5 

4)   I am motivated to practice the techniques I will 

       learn about recovery with my loved one 1 2  3 4 5 

5)   I am eager to participate in the process of recovery for my 

       loved one 1 2 3 4 5 

6)   I am motivated to seek outside help in order to support my 

       loved one's recovery 1 2 3 4 5 

 

********************************************************************** 

 

7) Are you thinking about making your own personal changes to   □ Yes 

aid in your own recovery from your loved one's addiction?   □ No 

 

 

 8) If "Yes", how likely are you to make these personal changes in  □ Very Likely 

 the next 6 months?        □ Somewhat 

Likely 

          □ Not Likely 

 

 9) If "Very Likely", do you feel that you have made a majority of  □ Yes 

these personal changes already?       □ No 
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Appendix B: Family Assessment Device (FAD) 
(general functioning subscale; as cited in Ryan, Epstein, Keitner, Miller, & Bishop, 2005) 

 

Read each of the following statements about YOUR FAMILY. Indicate the degree to 

which you agree or disagree with that statement, as follows: 

 

A) Strongly      B) Somewhat      C) Neither agree      D) Somewhat      E) Strongly 

      agree                agree                    nor disagree            disagree               disagree 

           

_____  1. Planning family activities is difficult because we misunderstand each other. 

 

_____  2. In times of crisis, we can turn to each other for support. 

 

_____  3. We cannot talk to each other about the sadness we feel. 

 

_____  4. Individuals are accepted for what they are. 

 

_____  5. We avoid discussing our fears and concerns. 

 

_____  6. We can express feelings to each other. 

 

_____  7. There are lots of bad feelings in the family. 

 

_____  8. We feel accepted for what we are. 

 

_____  9. Making decisions is a problem for our family. 

 

_____  10. We are able to make decisions about how to solve problems. 

 

_____  11. We don't get along well together. 

 

_____  12. We confide in each other. 
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CHAPTER IV 

GLOBAL DISCUSSION 

 Addiction is an individual (McCauley, 2004) and family disease (Roth, 2010) that 

has devastating effects on the family members of addicts (Norton, 1994; Schäfer, 2011). 

The addict, the individual family members of the addict, and the family as a collective 

whole all need recovery (S. Brown & Lewis, 1995). Fortunately, family members are 

becoming more involved in the treatment of their addicted loved one and their 

participation has been associated with positive treatment outcomes for the addict  

(McFarlane, 2002; O'Farrell & Clements, 2012). Unfortunately, family members' needs 

are often not part of the focus of treatment interventions (Copello et al., 2005) and the 

recovery of the family members themselves may be neglected. The two studies in this 

dissertation focus on family member recovery as part of an inpatient family program. It is 

important again to note that the original design of the studies in this dissertation included 

data analyses across three waves of data collection, yet both studies were concluded by 

analyzing data for only the pre and post assessment periods. This was decided in hopes to 

better ensure statistical validity (Shadish et al., 2002) that might be threatened by a 

current attrition rate at follow-up of nearly 75% and low reliability of follow-up 

assessment measures after the missing data was imputed. 

  Regarding the first study, it is important to note that family members, like 

addicts, experience denial of the drinking/using behavior and associated problems within 

the family (S. Brown & Lewis, 1995; Wegscheider-Cruse & Cruse, 2012). Therefore, it is 

critical that family members gain awareness and find a readiness to change (RTC) their 
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own behavior as it relates to their loved one's addiction and their own personal recovery. 

With personal RTC, hope that such change is possible, and healthy coping behaviors, 

family members are better suited for this personal and family recovery journey. 

Examining the relationships between hope, RTC, and coping over time as they relate to 

family member recovery was the focus of the first study in this dissertation. The 

hypotheses that hope and coping would each significantly impact each other and family 

member RTC over time was partially supported while the hypothesis that RTC would 

impact hope and coping over the course of time was fully supported. 

 Family functioning also suffers as a result of addiction (Moos et al., 1990; Moos 

& Moos, 1984). Unhealthy family functioning can reciprocally influence continued 

drinking/use which can form a destructive cycle (O'Farrell & Fals-Stewart, 2013). 

However, if family members make deliberate and personal changes that enhance 

wellbeing for themselves and the family, family functioning has a better chance of 

improving (Bowen & Kerr, 1988). Therefore, the second study of this dissertation 

examined the relationship over time between family member RTC and general family 

functioning. The hypotheses that RTC and family functioning would reciprocally and 

simulataneously impact each other over time was fully supported. Collectively, these two 

studies make important academic, theoretical, and clinical contributions to our 

understanding of family recovery from addictive disorders. 

Academic Contributions 

 Research on family recovery from alcoholism and addiction has existed for some 

time. On the other hand, family recovery has not received much attention in comparison 
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to research on the etiology and treatment of the disease of addiction. The two studies in 

this dissertation contribute academically to existing research on family recovery. A 

central construct to both studies is RTC, a construct that has been academically applied to 

other fields of research (Calderwood, 2011; Campbell et al., 2012; Hellman et al., 2010; 

Horwath et al., 2013; Shumway et al., 2005) but has not yet been researched as it relates 

to family recovery from the effects of addiction. 

 Family members express desire to use services that are available to aid them in 

personal recoveries, yet often neglect to take action (EnglandKennedy & Horton, 2011). 

Study one of this dissertation shows the importance of RTC as family members in the 

preparation stage of change demonstrated higher levels of hope and coping at a later time 

point when compared to family members in a contemplation stage of change. There are 

no doubt fewer treatment opportunities for family members of addicts than there are for 

addicts themselves. Nonetheless, there are services available to family members of 

addicts and failure to utilize them may be a product of low levels of RTC. 

 Study one also found that higher levels of hope associated with higher levels of 

healthy coping at a later point in time. Hope, RTC, and coping are all constructs that 

relate to motivation and change and this study increases our understanding of how they 

might apply to family member recovery. Such understanding is important because family 

members of addicts are likely to need to make changes and seek help as they can have 

higher health problems than the general population (Spear & Mason, 1991), including a 

greater likelihood of having their own substance or mental health problem (Ray et al., 

2007). 
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 The findings in study two of this dissertation also contribute to the academic 

understanding and research of family recovery. Family member RTC and family 

functioning were each found to have a significant reciprocal and simultaneous impact on 

future levels of the other, respectively. This supports previous research that highlights 

that individual and family recovery occur together developmentally together over the 

course of time (S. Brown & Lewis, 1995). 

Theoretical Contributions 

 The foundational theories for the studies in this dissertation included Bowen's 

family system theory (Bowen & Kerr, 1988), the developmental model for family 

recovery (S. Brown & Lewis, 1995), and the transtheoretical model for change 

(Prochaska et al., 1992). Results from these studies gave empirical support for each of 

these theories. Regarding family systems theory, the finding in study two that family 

member RTC and family functioning have a reciprocal effect supports the theoretical 

assumption that individuality and togetherness forces simultaneously influence human 

behavior and wellbeing (Bowen & Kerr, 1988). Additionally, the postive association 

between pre levels of RTC and post levels of family functioning relate to Bowen's 

assumption that increases in differentiation of self for one family member may impact the 

entire system. 

 Study two of this dissertation resulted in empirical findings that can be associated 

with the developmental model of family recovery (S. Brown & Lewis, 1995). According 

to Brown & Lewis, the early stages of recovery require a collapse of the existing family 

structure and a sole focus on the needs and health of each individual in the family. Only 
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after this early stage of recovery, which can last up to three to five years, will the focus 

shift to relationship recovery. Other addiction recovery literature has similarly 

emphasized that "recovery is the process of learning first how to be with ourselves, and 

then how to be with others" (Shumway & Kimball, 2012) which indicates a sequence of 

important recovery tasks that culminates with a focus on relationships. 

 Furthermore, the strong effect in study two of pre family functioning on post 

family functioning may be validation of homeostatic mechanisms that create a closed 

family system in which "new information, new people, and new beliefs are rejected" (S. 

Brown & Lewis, 1995). The strength of this effect was large in comparison to the effect 

of pre levels of RTC on post levels of family functioning. However, in the short period of 

time between assessments it is also methodologically expected that pre family 

functioning would largely associate with post family functioning. Additionally the 

inverse relationship between pre levels of family functioning and post levels of RTC 

merit continued discussion and research about potential moderators of family member 

recovery variables. For example, study two identified gender as one potential moderator 

of family member RTC and family functioning processes. 

 Finally, studies one and two of this dissertation both illustrate the potential utility 

of RTC and the transtheoretical model for change (Prochaska et al., 1992) in family 

recovery research and practice. As with recovering addicts (Prochaska et al., 1992), it 

appears that the TTM is also potentially a recursive process for family members seeking 

to make recovery oriented changes. We also interpreted the study one association of 

higher coping at pre assessment with lower likelihood of  being in action than in 
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contemplation as a potential indicator of recursive stages. Gender was also found in this 

study to be a potential moderator when it comes to family member RTC in addiction 

recovery. 

Clinical Contributions 

 While family involvement in treatment has shown to be effective for treatment 

outcomes of addicts (T. C. Martin et al., 2010; O'Farrell & Clements, 2012), there are 

valid reasons to continually assess whether family members are being effectively 

included (Anderson, 1994; D. Martin, 1988). Studies one and two of this dissertation both 

indirectly illustrate that multifamily group settings (McFarlane, 2002) may be one 

potential intervention that positively affects family member hope, RTC, coping, and 

perspectives on family functioning, despite their initial levels of these recovery variables. 

The multifamily group curriculum that was the context of these studies included 

intervention on both individual and relational change, yet emphasized the importance of 

family members finding individual recovery (Shumway et al., 2011). From a clinical 

standpoint, it is impressive that the significant effects in this study were found over the 

short course of two and a half days. 

 Study two also offers clinical implications for professionals working with families 

in recovery. Professional educators can help family members understand that a readiness 

to make personal changes may also have a beneficial effect on the family as a whole. 

Family members without systemic insight may feel a responsibility to fix other family 

members an family problems, which responsibility may likely be a type of emotional 

reactivity to the togetherness force (Bowen & Kerr, 1988). This approach will most likely 
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result in exhausted resources and amplified cycles that further inhibit healthy family 

functioning. 

 From a systemic standpoint and based on the theory and results of these two 

studies, we share the peripheral belief that family members should be involved in 

treatment; the important question is how they should be involved? 

Professionals/clinicians working to help individuals and families find recovery might also 

ask the question of how they might best involve family members. More research will 

need to be done in order to better answer this question. 

 The findings in both of studies one and two also urge clinicians to be sensitive to 

gender differences among family members of addicts as they involve them in the 

treatment and recovery process. Both studies seem to indicate in one way or another that 

female family members present with a higher personal RTC than male family members. 

The reason for this is unknown and therefore, sensitivity is appropriate. Additionally, 

study one advocates for additional consideration to be given to how the family member is 

related to the addict. It appears that parents, relatives, and spouses of addicts all present 

differently for treatment involvement and this will likely influence their recovery and the 

recovery of the family. 

Conclusion 

 More research is needed that contributes to our understanding of various 

processes and variables related to family member recovery from addiction. This 

dissertation is comprised of two quantitative empirical studies that offer academic, 

theoretical, and clinical insight regarding relationships between family member RTC, 
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hope, and coping as well as insight into how family member RTC interacts with family 

functioning over time. Researchers and clinicians can use this information to enhance 

family recovery from addictive disorders. 

 While these studies further our understanding of what we already know about 

family recovery, they also point to the need for future research. Future research on family 

member recovery might follow the variables of these studies over a longer period of time, 

attempt to link family member recovery to important recovery outcomes for the addict, 

and examine potential moderators of the effectiveness of family members’ treatment 

involvement. While the studies' statistical models explained an adequate amount of 

variance in post levels of hope (31.7%), coping (38.5), and family functioning (36.1%), 

there is still much variance unexplained in all study variables which invites exploration of 

additional antecedents and moderators of these important family recovery constructs. 
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