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Abstract Relational processes (i.e., disclosure, stigma, social support) experienced by youth
with substance use disorders (SUDs) and their caregivers may act as barriers to, or facilitators
of, recovery but are understudied. Single-session qualitative semi-structured interviews were
conducted with 19 patients and 15 caregivers recruited by clinicians from a SUD program.
There was variability in disclosure experiences, including how many people knew about
patients’ SUD diagnosis and treatment, whether patients or caregivers primarily disclosed to
others, and feelings about others knowing about one’s or one’s child’s SUD treatment. After
disclosing, patients and caregivers experienced stigmatizing (e.g., social rejection) and sup-
portive (e.g., understanding, advice) reactions from others. Disclosures may have important
implications for relationship and recovery-related outcomes. Moreover, some child-caregiver
pairs have significant disagreements regarding disclosure of SUD treatment. Addressing
relational processes within treatment by encouraging patients and caregivers to share the
disclosure decision-making process may support the recovery of youth with SUDs.
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Substance use disorders (SUDs; i.e., the recurrent use of alcohol and/or drugs that leads to
clinically and/or functionally significant impairment) during adolescence and emerging adult-
hood set the stage for poor health outcomes throughout the lifespan, including chronic brain
changes, escalating addiction, poor functional outcomes, overdose, and death (Brook et al.
2016; Gruber et al. 2012; McCabe et al. 2007; Meruelo et al. 2017; Moss et al. 2014; Squeglia
et al. 2009; Truong et al. 2017). Successful treatment of SUDs among youth may reduce the
risk of these outcomes. Caregivers (i.e., adult biological or adopted family members of youth,
including parents) are often involved in treatment and evidence suggests that treatments that
incorporate caregivers are the most efficacious (Waldron and Turner 2008).

Relational processes, including disclosure, stigma, and social support, experienced by both
patients and their caregivers may play a powerful role in the recovery trajectories of youth with
SUDs, acting as barriers to, or facilitators of, reduced substance use, treatment retention, and
treatment adherence. Yet, these processes are understudied among youth with SUDs and their
caregivers. The current study therefore explored relational processes experienced by youth
with SUDs and their caregivers via qualitative interviews.

Disclosure

Disclosure involves the sharing of information by a patient or caregiver about SUD history,
diagnosis, and/or treatment with others for the first time (Chaudoir and Fisher 2010). SUD
treatment is often concealable, meaning it is not readily apparent to others, and so patients and
caregivers must typically disclose their or their child’s SUD diagnosis and treatment for others
to become aware of it. Patients and their caregivers may disclose for a variety of reasons, such
as to excuse absences from school or work during treatment or explain sobriety in settings
where substance use is normative. The disclosure process model describes disclosure as a
process wherein characteristics of disclosures shape others’ reactions to those disclosures
(Chaudoir and Fisher 2010). In turn, reactions to disclosures lead to long-term behavioral,
psychological, and physical health outcomes, some of which may be relevant to recovery.

Much of the existing theory and research on disclosure focuses on how individuals disclose
concealable information about themselves to others (Chaudoir and Fisher 2010; Derlega et al.
2004). There is far less research on how people in relationships disclose concealable informa-
tion about one member of a relationship to others with whom they are mutually acquainted.
Some research on couples in romantic relationships suggests that members may agree about to
whom and how to disclose health-related information (Leiblum and Aviv 1997). Disclosure
processes among youth with SUDs and their caregivers, however, may be quite different as
these relationships may involve greater conflict and struggle for control over youth substance
use and treatment decisions (Comelius et al. 2017).

Stigma and Social Support

Others may react to disclosures of SUD treatment in stigmatizing and/or supportive ways.
Perceived stigma (i.e., experiences of discrimination in the past or present) from others is
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associated with dropout from treatment and continued substance use among adults receiving
SUD treatment (Brewer 2006; Simmonds and Coomber 2009). Anticipated stigma (i.e.,
expecting experiences of discrimination in the future) from others may further drive people to
conceal their recovery, including by not engaging in treatment behaviors so that others do not
learn about their SUD (Earnshaw et al. 2013). People receiving treatment for SUDs, who are
often in early recovery, report being socially rejected by friends and family, are not hired by
potential employers, and are distrusted by healthcare providers (Anstice et al. 2009; Earnshaw
et al. 2013; Luoma et al. 2007). In contrast to perceived stigma, perceived social support (i.e.,
comfort, information, and/or assistance) from others is associated with outcomes that facilitate
recovery, including decreases in SUD severity over time, greater retention in care, and lower
psychological distress (Dobkin et al. 2002). Examples of social support support for people in
recovery from SUDs may include emotional comfort, information about treatment options, and
assistance with scheduling appointments.

Caregivers also experience stigma and social support from others, which may ultimately
impact their children’s SUD recovery. Caregivers may experience associative stigma due to their
child’s SUD, which is stigma that one personally experiences due to one’s relationship with
another person with a socially devalued characteristic (also called courtesy stigma; Goffiman
1963). Evidence suggests that parents of children with SUDs are viewed as responsible for their
child’s SUD onset and relapses, likely to have substance use problems themselves, incompetent as
parents, and pitiable (Corrigan et al. 2006). Associative stigma may undermine the capacity of
caregivers to support their children’s SUD treatment by harming caregivers’ psychological
wellbeing, leading to anxiety or depression, and/or preventing caregivers’ from asking others
for help or support. In contrast, caregivers who receive social support, including emotional and
tangible support, from others may be better-equipped to support their children’s SUD treatment.

Current Study

Evidence suggests that relational processes, including disclosure, stigma, and social support,
play powerful roles in recovery from SUDs. Yet, little is known about these processes among
youth with SUDs and their caregivers. Greater insight could inform treatment strategies to
address relational processes and support youth recovery. To this end, the current study
qualitatively explored relational processes experienced by youth with SUDs and their care-
givers. The study focused on adolescents (12—18 year olds) and emerging adults (19-25 year
olds; Amett 2000) given evidence that trajectories of substance use and risk of SUDs show
marked increases during these time periods in the USA (Flory et al. 2004; Kann et al. 2014;
Maggs and Schulenberg 2004) and patients of these ages may seek treatment at programs
focused on youth that often include caregivers (Waldron and Turner 2008).

Data and Methods

Participants were recruited from a SUD treatment program for youth in the Northeastern
United States. Eligibility criteria for patients included being 12-25 years old and receiving
SUD treatment. Eligibility criteria for caregivers included caring for a child aged 12-25 years
old who was receiving SUD treatment. The study was introduced to patients and caregivers by
program clinicians. When possible, patients and caregivers were recruited as a pair. Patients
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engaged in treatment without their caregivers were also recruited to gain insight into the
experiences of youth with less engaged caregivers. Contact information of individuals who
expressed interest in the study was given to the research team, who scheduled interviews to
follow an upcoming appointment. After informed consent was obtained, patients and care-
givers were taken to separate spaces where they were independently interviewed. Interviews
were conducted in a single session that lasted approximately 45 min to an hour and were
digitally recorded. Participants received $50 gift cards and parking validation. All study
procedures received institutional review board approval.

Participants

Nineteen patients and 15 caregivers participated. Patients ranged in age from 13 to 25 years
(mean = 18.63, SD =2.95); 11 identified as boys or men and 8 as girls or women; and 14
identified as White, 2 as Black, 1 as Native American, 1 as White and Black, and 1 as White
and Native American. Caregivers included biological parents, adoptive parents, and grandpar-
ents. Caregivers ranged in age from 36 to 67 years (mean = 54.20, SD = 8.80); 2 identified as
men and 13 as women; and all 15 identified as White. Although patients and caregivers were
not required to be related, all caregivers who participated were related to a patient who also
participated. Four patients participated without their caregivers; these patients were older and
their caregivers were not involved in their treatment.

Interview Protocol

Using a grounded theoretical approach, semi-structured interview protocols were followed to
explore participants’ experiences with SUD treatment, focusing on barriers to and facilitators
of treatment success. Protocols for patients and caregivers were very similar, with patients
reporting on their own experiences with treatment and caregivers reporting on their experi-
ences with their child’s treatment. The guide included 17 questions, focusing on experiences
with SUD treatment, disclosure, stigma, and social support (see Table 1 for example
questions). Participants were also asked questions about their goals for treatment, which have
been reported elsewhere (Cornelius et al. 2017) and were not the focus of this analysis.

Analysis

Digital recordings of interviews were first transcribed for analysis. Following standard data analysis
methods (Miles and Huberman 1994), two members of the study team read all of the transcripts to
identify recurring themes across interviews. They then created a codebook listing each theme
accompanied by a detailed description, inclusion/exclusion criteria, and example quotes. The current
paper focuses on a subset of themes from the overall codebook, including (1) disclosure of SUD
history, diagnosis, and/or treatment (i.e., descriptions of disclosures of SUD or SUD treatment to
others, including how one feels about others knowing), (2) negative reactions from others (i.c.,
examples of poor treatment or stigma from others based on SUD or SUD treatment), and (3)
positive reactions from others (i.e., examples of favorable treatment or support from others based on
SUD or SUD treatment). Using Dedoose, a qualitative data management program, the two members
of the team then coded areas of text relevant to each theme (Dedoose 2016). They first indepen-
dently coded the same random sample of approximately 20% of transcript text. Their interrater
reliability was strong (kappa = 0.89). One member of the team then coded the rest of the interviews.
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Interviews were categorized according to two characteristics related to disclosure. First, the
proportion of people in the participants’ social network who were aware of their or their child’s
involvement with SUD treatment was categorized as (a) very few people know (i.e., approx-
imately 5 or fewer, often includes only family), (b) some people know (i.e., greater than 5 but
not everyone in social network, often includes family as well as friends), or (c) almost
everyone knows (i.e., everyone in social network; includes family, friends, school staff,
coworkers, and others). Second, the family member who primarily disclosed to others about
treatment was categorized as (a) caregivers as primary disclosers, (b) caregivers and patients
both as disclosers, or (c¢) patients as primary disclosers. Characteristics were compared at the
dyad level when both the patient and caregiver participated.

Results

Characteristics of disclosures of SUD treatment to others are described from the perspectives
of patients and caregivers, including how many people know, who told, and how individuals
feel about others knowing. Next, perceptions of reactions from others are described, including
stigmatizing reactions, concerns about stigmatizing reactions, and supportive reactions.

Disclosure: How Many People Know

There was variability in the number of people who participants perceived to be aware of their
or their child’s SUD treatment. Among patients, 6 (31.6%) were coded as perceiving that very
few people know, 6 (31.6%) as some people know, and 7 (36.8%) as almost everyone knows.
Among caregivers, 3 (20.0%) were coded as perceiving that very few people know, 6 (40.0%)
as some people know, and 6 (40.0%) as almost everyone knows. As shown in Table 2, 7
patient-caregiver dyads (46.7%) generally agreed about the extent to which others in their
social network knew about their or their child’s SUD treatment. A chi-square test comparing
patient and caregiver responses was not statistically significant [x*(4) = 3.38, p =0.50]. Only 2
dyads (13.3%) held quite different perceptions, with patients perceiving that very few people

Table 2 Patient-caregiver comparisons of disclosure characteristics, n =15 dyads

Caregiver interviewee Patient interviewee
How many people know Very few people know  Some people know Almost everyone
knows

Very few people know 1 (6.7%) 2 (13.3%) 0 (0.0%)

Some people know 1 (6.7%) 3 (20.0%) 2 (13.3%)

Almost everyone knows 2 (13.3%) 1(6.7%) 3 (20.0%)

Who told others Caregivers as primary  Caregivers and patients both Patients as primary

disclosers disclosers disclosers

Caregivers as primary 2 (14.3%) 9 (64.3%) 0 (0.0%)
disclosers

Caregivers and patients bothas 0 (0.0%) 1(7.1%) 1(7.1%)
disclosers

Patients as primary disclosers 0 (0.0%) 0 (0.0%) 1(7.1%)

Chi-square tests comparing patient-caregiver responses: How many people know: x> (4) = 3.38, p=0.50; Who
told others: x° (4) = 10.06, p = 0.04. Dyad count totals to 14 for Who told others because one patient’s response
was not able to be coded into these categories
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know about their SUD treatment and caregivers perceiving that almost everyone knows about
their child’s SUD treatment. For example, a patient emphasized that only some people knew,
including “my parents... the advisor at school, and then a couple of my friends.” Their
caregiver, however, listed many more people who knew, including “all of our family friends,
his close friends and their parents... and at school, his advisor, the school counselor, his
teachers from last year... everybody knows.”

Participants disclosed their or their child’s SUD treatment to several different kinds of
people, including family members, friends, teachers and other school staff members (e.g.,
principals, guidance counselors), and coworkers. Patients and caregivers who were categorized
as very few people know and some people know were able to list who knew about their or their
child’s SUD treatment, described telling others for a specific purpose, and identified stigma as
a reason to not disclose to others. Patients in the very few people know category mostly
reported that only their parents knew (see Table 3, quote 1). Some patients told their parents
because they were concerned about their substance use and wanted help, and others reported
that their parents found out through another means (e.g., finding substances among their
belongings, observing them when intoxicated). Caregivers also reported that only members of
their immediate family knew (see Table 3, quote 2). In contrast to participants in the very few
people know category, participants in the some people know category described telling friends
in addition to family (see Table 3, quotes 3 and 4), often to receive social support. Participants
described relationship factors that helped them decide to whom they should disclose, including
how well they knew others and whether others had experiences with SUDs. One patient noted
that their decision to disclose depended “on the person,” including “whether they know people
who have gone through an experience like mine.”

Participants in the almost everyone knows category perceived that most members of their social
networks knew about their or their child’s SUD treatment and so did not list specific others to whom
they had disclosed (see Table 3, quotes 5 and 6). These participants discussed disclosing for a
variety of reasons, including to receive advice, assistance, and social support. Many participants in
this category also recognized that SUD stigma exists; however, they reported that they were not
concerned about stigma or were resilient to stigma (see Table 3, quote 6). One patient regularly
disclosed on job interviews, saying that “T always decided to tell them. .. honesty is always the best
option” even though “they usually didn’t call me back.” Participants in this category tended to be
living with their own or their child’s SUDs for several years longer than those in the other categories.

Disclosure: Who Told Others

Patients generally perceived that caregivers and patients shared disclosures, whereas caregivers
generally perceived that caregivers were the primary disclosers. Among patients, 2 (10.5%) were
coded as caregivers as primary disclosers, 13 (68.4%) were coded as caregivers and patients both
as disclosers, 3 (15.8%) were coded as patients as primary disclosers, and 1 (5.3%) could not be
classified into these categories. Among caregivers, 11 (73.3%) were coded as caregivers as
primary disclosers, 2 as caregivers and patients both as disclosers (13.3%), and 2 (13.3%) as
patient as primary disclosers. As shown in Table 2, 4 patient-caregiver dyads (28.5%) generally
agreed about who primarily disclosed to others. In the majority of dyads (n =9, 64.3%), however,
patients reported that caregivers and patients were both disclosers whereas caregivers reported that
caregivers were the primary disclosers. For example, a patient reported that both they and their
caregivers both disclosed to others, but emphasized the importance of their role in disclosures by
noting that “the only way (others would) really find out is if I told them.” Their caregiver, however,
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described telling family members and friends, noting that others learned about their child’s
treatment “from us” (i.e., the caregiver participant and spouse). A chi-square test comparing their
responses was statistically significant [X2(4) =10.06, p =0.04].

Patients who perceived their caregivers to be the primary disclosers described having little
control over the disclosure process. One said that they felt “vulnerable and exposed” after their
caregiver told their family members (see Table 3, quote 7). These patients were unsure of to
whom their parents had disclosed, as evidenced by one who said that “whoever else my mom
has told (knows about my SUD treatment)... probably her friends in AA, or Al-Anon, and
maybe some of her relatives.” Caregivers who described caregivers as the primary disclosers
typically felt that others needed to know for a variety of reasons, including to explain their
child’s absences (see Table 3, quote 8) or due to medical or legal emergencies experienced by
their child. Some caregivers described themselves as desperate and needing to talk to other
people so that they could access advice and support.

Patients who perceived that both patients and their caregivers were disclosers felt that they
had more control over the disclosure process. One patient noted that their caregivers were
“respecting” their decision to not disclose to their siblings (see Table 3, quote 9). Disclosure
was perceived to be a shared process among these participants, and patients and caregivers
generally felt that they were aware of to whom their caregivers and children had disclosed. For
example, a caregiver discussed talking with their child about their concerns regarding disclo-
sure and then supporting their child’s decision to not disclose (see Table 3, quote 10). Patients
who were the primary disclosers were often older and/or had several more years of SUD
treatment than patients in the other categories. Both patients and caregivers in this category
described patients having control over disclosure (see Table 3, quotes 11 and 12), with
caregivers sometimes not knowing precisely who knew about their child’s SUD treatment.

Disclosure: Feelings About Others Knowing

Patients and caregivers expressed a range of feelings about others knowing about their or their
child’s SUD treatment. Participants who expressed negative feelings described embarrassment
(see Table 3, quote 13) and concerns regarding experiencing stigma from others (see Table 3,
quote 14). Participants who expressed neutral or ambivalent feelings described not caring about
what others think (see Table 3, quotes 15 and 16). Caregivers emphasized that the well-being of
their child was more important than what others thought of them. Several caregivers noted that
although they were resilient to negative reactions from others, they were concerned that their child
would be harmed by these reactions (see Table 3, quote 16). Patients who expressed positive
feelings about others knowing thought that receiving treatment would reflect well on them (see
Table 3, quote 17). Participants also reported positive feelings about disclosures when they
received positive reactions from others, such as social support (see Table 3, quote 18). Some
patients noted that their feelings about others knowing changed depending on the disclosure
recipient or their recovery status. One said that “at the beginning, like the first time, I felt really
embarrassed kind of. After it set in, like during when it was happening, I didn’t care at all.”

Reactions from Others: Perceived Stigma
Patients and caregivers discussed experiences of stigma after others became aware of their or
their child’s SUD treatment. Patients noted that family members treated them differently (see

Table 4, quote 1) and that friends rejected them (see Table 4, quote 3). Several patients
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emphasized that people who treated them in stigmatizing ways did not understand SUDs (see
Table 4, quote 1). Patients reported that stigma associated with certain substances, such as
heroin, was worse than stigma associated with other substances, such as alcohol or marijuana.
One stated that “A lot of people tend to get scared when they hear heroin. If I said I was an
alcoholic everyone would be like, ‘Oh, you’re doing great... 'm glad you’re staying away
from alcohol’... If I say I was a heroin addict they, ‘Oh...oh, really?” And they look at you
differently.” Patients described these experiences as hurtful and one noted that they coped with
these experiences by engaging in further substance use.

Although caregivers reported experiencing stigmatizing reactions from others, these tended
to be less frequent and extreme than those reported by patients. Caregivers noted that others
gossiped about them and their children (see Table 4, quote 2) and that parents of other children
rejected them (see Table 4, quote 4). Some caregivers described feeling anger and/or distress in
response to stigmatizing reactions whereas others described not caring about stigmatizing
reactions. Caregivers also discussed their perceptions of stigma experienced by their children,
and some expressed greater concern regarding their children’s experiences of stigma than their
own experiences. One caregiver noted that her daughter was released from an emergency room
with a discharge summary reading “STOP TAKING DRUGS BECAUSE THEY WILL KILL
YOU OR HURT OTHERS.” This caregiver said that she “burst into tears and laughter when I
read that. There was no referral to other services... This was a long-term serious problem that
had now almost killed her, and I was sent out with that piece of paper telling her to stop using
drugs.” The caregiver identified this as an example of enacted stigma that her daughter had
experienced and was distressed by it. Caregivers noted that stigmatizing reactions from others
made it more difficult for them to ask others for help and support.

Reactions from Others: Anticipated Stigma

In addition to discussing past experiences of stigmatizing reactions, patients and caregivers
discussed their concerns regarding the possibility of stigmatizing reactions from others in the
future. Patients worried that others would think less of them if they learned about their SUD
history (see Table 4, quote 5). Some patients discussed concerns that others would not want to date
them, including one who said that “I don’t really date at all because I don’t like to date other drug
addicts and any sane person wouldn’t date someone who is in treatment.” Patients identified
concerns about stigmatizing reactions from others as a barrier to accessing treatment. For example,
a patient noted that they did not want to access treatment because they did not want other students
at their high school to know that they had a SUD (see Table 4, quote 7). Caregivers expressed
concerns that others would blame them for their child’s SUD and/or perceive them to be poor
parents (see Table 4, quote 6). They also worried about stigma that their children may experience
in the future and how this may impact their careers (see Table 4, quote 8).

Reactions from Others: Perceived Support

Patients and caregivers reported receiving supportive reactions from family members, friends,
coworkers, and others to whom they disclosed. Some patients noted that people who had
rejected them while they were using substances later supported them when they were in
treatment. One noted that ““You’re going to actually try and better yourself. You know what
your problem is and I think a lot more people are accepting for that.” Patients emphasized that
they have encountered greater support as more people have learned about SUDs as a medical
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issue. Patients identified ways in which supportive reactions facilitated their treatment. One
described that their friends engaged in sober activities and avoided parties with alcohol after
learning of their treatment for an alcohol use disorder (see Table 4, quote 9). Another noted that
they have developed positive attitudes toward treatment because they have received encour-
agement from others (see Table 4, quote 11).

Caregivers described receiving a range of social support from others. Several caregivers
described receiving instrumental and informational support, including advice, from others with
expertise in or experience with SUD treatment (see Table 4, quote 10). They noted that others
who had experience with SUDs tended to be more supportive. One caregiver said that “T have
other siblings who are very understanding, who actually have had issues around substance
abuse themselves, and I think are kind of understanding and supportive and not stigmatizing it.”
Caregivers also emphasized the importance of receiving emotional support from others (see
Table 4, quote 12).

Discussion

The current study provides insight into characteristics of relational processes, including disclo-
sure, stigma, and social support, experienced by young patients in SUD treatment and their
caregivers. Disclosure experiences were diverse in regard to who knew about treatment, who
primarily told others, and feelings about others knowing. The ways in which patients and
caregivers navigated disclosures had implications for their relationships with each other.
Tension was observed in relationships wherein caregivers disclosed information about their
child’s SUD history or treatment without their child’s consent. Although caregivers and patients
both acknowledged that this was necessary at times (e.g., during medical emergencies), patients
described feeling vulnerable due to and angered by these disclosures. In contrast, several
patients and caregivers described sharing the disclosure process by discussing and supporting
each other’s preferences for disclosures. Similar to other decisions during adolescence (e.g.,
college selection), making shared decisions regarding disclosures may be an opportunity to
facilitate growth and independence among young patients with SUDs (Chen et al. 2017).
This study extends previous work on disclosure to the context of child-caregiver relation-
ships and SUD treatment. Results of the current work suggest that disclosure in the child-
caregiver context may be quite different than disclosure in the romantic relationship context
(Leiblum and Aviv 1997), with at least some child-caregiver pairs having significant disagree-
ments regarding disclosure. This study further suggests that disclosures may have important
implications for relationship and recovery-related outcomes. For example, youth felt distress
and anger in response to caregivers who disclosed to others without their permission, and this
distress and anger may affect their relationship with their caregiver and/or their SUD recovery.
The study further characterizes experiences of stigma and social support among young
people with SUDs and their caregivers. Although some research has examined these processes
among adults with SUDs (Conner and Rosen 2008; Dobkin et al. 2002; Earnshaw et al. 2013;
Luoma et al. 2007), little research has examined them among this population. The current
study highlights that young patients may worry about their peers at school learning about their
SUD, and some may avoid treatment to hide their SUD from their peers. Caregivers may
experience social rejection from the caregivers of their children’s peers. Patients and caregivers
often face decisions regarding whether and to whom to disclose at school to excuse treatment-
related absences. Similar to adults with SUDs (Earnshaw et al. 2013), young people report
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being hurt by family members who stigmatize them and some use substances to cope with this
treatment. Caregivers experience a double-burden of stigma: they experience stigma them-
selves and worry that others will think that they are at fault for their child’s SUD, and they also
worry about their children’s experiences of stigma.

Limitations and Future Directions

Findings from the study should be considered in light of some important limitations regarding
sample size and selection, recruitment site, and study design. A relatively small number of
participants in this study were recruited from a treatment setting, and results may not generalize
to all youth with SUDs and their caregivers. Future work should include larger sample sizes
recruited from other venues to better understand these processes among individuals who are not
engaged in treatment, or have fewer healthcare-related resources. Additionally, some patient
characteristics were underrepresented in this sample. For example, all but 2 of the 15 caregivers
who participated identified as women. Future research should strive for more diverse samples of
participants and explore how characteristics such as gender play roles in relational processes.
Future work should continue to explore these topics with quantitative and longitudinal
methods to gain insight into whether relations processes affect SUD recovery outcomes over
time, and whether these relational processes change with time in recovery. Quantitative methods
can also contribute to understanding how characteristics such as age, gender, type of substance
use, duration of SUD, diagnosis severity, and treatment intensity relate to disclosure processes.
Dyadic analyses can continue to compare patients’ and caregivers’ perceptions of disclosure
processes, including their perceptions of how many people know, who disclosed, and how they
feel about others knowing. Guided by the disclosure processes model (Chaudoir and Fisher 2010),
future work may also explore how these characteristics of disclosures within dyadic contexts
affect relationship and recovery-related outcomes among youth with SUDs and their caregivers.

Conclusions

Addressing relational processes including disclosure among youth with SUDs and their
caregivers within treatment settings may reduce patient-caregiver conflict, as well as distress
and anger felt by youth, and ultimately support the recovery of youth. Patient-centered
approaches to disclosure are recommended that acknowledge individual patients’ and care-
givers’ values and preferences. Treatment providers may encourage patients and caregivers to
share the disclosure decision-making process, including by discussing preferences for who
should disclose to others and under what circumstances disclosures should occur. Providers
may further promote understanding of patients’ and caregivers’ unique concerns regarding
stigma and desire for support, and explore ways in which disclosures may be managed to
reduce exposure to stigma and enhance access to social support.

Acknowledgements The authors thank the participants, as well as the care providers and program staff, for their
support of and contributions toward this work.

Role of Funding Source This work was supported by the Agency for Healthcare Research and Quality
(AHRQ; K12HS022986, VAE), National Institute on Drug Abuse (NIDA; K01DA042881, VAE), and UCLA
Center for HIV Identification, Prevention, and Treatment Services (CHIPTS; P30MH58107, LMB). Funders
were not involved in the study design; collection, analysis, or interpretation of the data; write up of the report; or

@ Springer



1548 Int J Ment Health Addiction (2019) 17:1535-1549

decision to submit the article for publication. The content is solely the responsibility of the authors and does not
necessarily represent the official views of its funders.

Compliance with Ethical Standards
Conflict of Interest The authors declare that they have no conflicts of interest.

Informed Consent All procedures followed were in accordance with the ethical standards of the responsible
committee on human experimentation (institutional and national) and with the Helsinki Declaration of 1975, as
revised in 2000 (5). Informed consent was obtained from all patients included in the study.

References

Anstice, S., Strike, C. J., & Brands, B. (2009). Supervised methadone consumption: client issues and stigma.
Substance Use and Misuse, 44(6), 794-808.

Armnett, J. J. (2000). Emerging adulthood: a theory of development from the late teens through the twenties.
American Psychologist, 55(5), 469—480.

Brewer, M. K. (2006). The contextual factors that foster and hinder the process of recovery for alcohol dependent
women. Journal of Addictions Nursing, 17(3), 175-180.

Brook, J. S., Zhang, C., Leukefeld, C. G., & Brook, D. W. (2016). Marijuana use from adolescence to adulthood:
developmental trajectories and their outcomes. Social Psychiatry and Psychiatric Epidemiology, 51(10),
1405-1415.

Chaudoir, S. R., & Fisher, J. D. (2010). The disclosure processes model: Understanding disclosure decision
making and postdisclosure outcomes among people living with a concealable stigmatized identity.
Psychological Bulletin, 136(2), 236-256.

Chen, E., Brody, G. H., & Miller, G. E. (2017). Childhood close family relationships and health. American
Psychologist, 72(6), 555-566.

Conner, K. O., & Rosen, D. (2008). “You’re nothing but a junkie”: multiple experiences of stigma in an aging
methadone maintenance population. Journal of Social Work Practice in the Addictions, 8(2), 244-264.
Cornelius, T., Earnshaw, V. A., Menino, D., Bogart, L. M., & Levy, S. (2017). Treatment motivation among
caregivers and adolescents with substance use disorders. Journal of Substance Abuse Treatment, 75(6), 10—

16.

Corrigan, P. W., Watson, A. C., & Miller, F. E. (2006). Blame, shame and contamination: the impact of mental
illness and drug dependence stigma on family members. Journal of Family Psychology, 20(2), 239-246.

Dedoose (Version 7.5). (2016). Los Angeles, CA: SocioCultural Research Consultants, LLC. Available from
http://www.dedoose.com/.

Derlega, V. J., Winstead, B. A., Greene, K., Serovich, J., & Elwood, W. N. (2004). Reasons for HIV disclosure/
nondisclosure in close relationships: testing a model of HIV-disclosure decision making. Journal of Social
and Clinical Psychology, 23(6), 747-767.

Dobkin, P. L., Civita, M. D., Paraherakis, A., & Gill, K. (2002). The role of functional social support in treatment
retention and outcomes among outpatient adult substance abusers. Addiction, 97(3), 347-356.

Earnshaw, V., Smith, L., & Copenhaver, M. (2013). Drug addiction stigma in the context of methadone
maintenance therapy: an investigation into understudied sources of stigma. International Journal of
Mental Health and Addiction, 11(1), 110-122.

Flory, K., Lynam, D., Milich, R., Leukefeld, C., & Clayton, R. (2004). Early adolescent through young adult
alcohol and marijuana use trajectories: early predictors, young adult outcomes, and predictive utility.
Development and Psychopathology, 16(1), 193-213.

Goffman, E. (1963). Stigma: notes on the management of spoiled identity. New York: Simon & Schuster.

Gruber, S. A., Sagar, K. A., Dahlgren, M. K., Racine, M., & Lukas, S. E. (2012). Age of onset of marijuana use
and executive function. Psychology of Addictive Behaviors, 26(3), 496-506.

Kann, L., Kinchen, S., Shanklin, S. L., Flint, K. H., Kawkins, J., Harris, W. A., et al. (2014). Centers for Disease
Control and Prevention. Youth risk behavior surveillance—United States, 2013. Morbidity and Mortality
Weekly Report — Surveillance Summaries, 63(4), 1-168.

Leiblum, S. R., & Aviv, A. L. (1997). Disclosure issues and decisions of couples who conceived via donor
insemination. Journal of Psychosomatic Obstetrics and Gynecology, 18(4), 292-300.

@ Springer


http://www.dedoose.com/

Int J Ment Health Addiction (2019) 17:1535-1549 1549

Luoma, J. B., Twohig, M. P., Waltz, T., Hayes, S. C., Roget, N., Padilla, M., & Fisher, G. (2007). An
investigation of stigma in individuals receiving treatment for substance abuse. Addictive Behaviors, 32(7),
1331-1346.

Maggs, J. L., & Schulenberg, J. E. (2004). Trajectories of alcohol use during the transition to adulthood. Alcohol
Research & Health, 28(4), 195-201.

McCabe, S. E., West, B. T., Morales, M., Cranford, J. A., & Boyd, C. J. (2007). Does early onset of non-medical
use of prescription drugs predict subsequent prescription drug abuse and dependence? Results from a
national study. Addiction, 102(12), 1920-1930.

Meruelo, A. D., Castro, N., Cota, C. 1., & Tapert, S. F. (2017). Cannabis and alcohol use, and the developing
brain. Behavioural Brain Research, 325, 44-50.

Miles, M. B., & Huberman, A. M. (1994). Qualitative data analysis: an expanded sourcebook (2nd ed.).
Thousand Oaks: Sage Publications.

Moss, H. B., Chen, C. M., & Yi, H. (2014). Early adolescent patterns of alcohol, cigarettes, and marijuana
polysubstance use and young adult substance use outcomes in a nationally representative sample. Drug and
Alcohol Dependence, 136, 51-62.

Simmonds, L., & Coomber, R. (2009). Injecting drug users: a stigmatised and stigmatising population.
International Journal of Drug Policy, 20(2), 121-130.

Squeglia, L. M., Jacobus, J., & Tapert, S. F. (2009). The influence of substance use on adolescent brain
development. Clinical EEG and Neuroscience, 40(1), 31-38.

Truong, A., Moukaddam, N., Toledo, A., & Onigu-Otite, E. (2017). Addictive disorders in adolescents.
Psychiatric Clinics of North America, 40(3), 475-486.

Waldron, H. B., & Turner, C. W. (2008). Evidence-based psychosocial treatments for adolescent substance abuse.
Journal of Clinical Child & Adolescent Psychology, 37(1), 238-261.

@ Springer



	Disclosure,...
	Abstract
	Disclosure
	Stigma and Social Support
	Current Study
	Data and Methods
	Participants
	Interview Protocol
	Analysis

	Results
	Disclosure: How Many People Know
	Disclosure: Who Told Others
	Disclosure: Feelings About Others Knowing
	Reactions from Others: Perceived Stigma
	Reactions from Others: Anticipated Stigma
	Reactions from Others: Perceived Support

	Discussion
	Limitations and Future Directions

	Conclusions
	References


