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Special Edition: Substance Use Disorders

Dr. Maté is a renowned addiction expert who 
believes that the source of addiction is not 

found in genetics but in early childhood experiences. 
His most recent book, In the Realm of Hungry Ghosts, 
he draws on cutting edge science and true stories to 
depict the origins of addiction in trauma and emotional 
loss. 
How did you enter the field of trauma treatment?

As a family practitioner for 27 years, and a 
palliative care physician for 7, I learned to see in the 
people who got sick, whether with physical or mental 
illness or addiction, the impacts of multi-generational 
trauma. I just could not miss it. As a family physician, 
you get to see families and people before they get ill, 
unlike specialists, who see only individuals, only after 
they’re diagnosed. I then worked with a highly addicted 
population. Here everybody was highly traumatized.  
Unfortunately, this is not talked about in medical school. Medical schools just don’t 
talk about trauma. The word is not even mentioned in four years of most medical 
students’ education. In practice, if your eyes are open, you can’t help but see it. 
The other side is my own personal history, with my own diagnosis with ADHD and 
depression and how I transmitted my own unresolved trauma to my children; so I 
saw it both in my clinical practice and when I had to come to terms with it in my own 
personal life. I reviewed all the research and it came together. It is clear to me now 
that trauma is the fundamental template for virtually all human dysfunction.
Over the span of your career, what revelations have most influenced your beliefs 
about trauma?

It was recognizing that when the origins of people’s dysfunctional patterns 
are traced, one ultimately always discovers adverse childhood experiences. It was 
recognizing how the new science reveals that the development of the brain itself 
is heavily influenced by the environment and the quality of child-parent/nurturer 
relationships.  In a society such as what we live in, parents are so stressed and often 
so traumatized themselves that what results in their offspring is a preponderance 
of childhood conditions that predispose to adult mental or physical problems. The 
flow of experience and information became overwhelming such that it became 
completely clear to me that everything I was treating as a physician from mental 
to physical illness to addiction and to ADHD had to do with what we call childhood 
trauma, and it is all preventable. These conditions that we think we’re stuck with 
are not genetically determined nor are they random events. They are actually 
preventable human experiences.
What advice would you impart to practitioners on how to  effectively treat those 
who’ve experienced trauma?

What mental health practitioners need to understand is that the diagnoses that 
we make are descriptive conveniences but they don’t explain anything. Whether it’s 
ADHD or personality disorder or PTSD they describe a set of symptoms or a syndrome 
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but they say nothing about causation nor explain the 
internal experience of the individual. The constellation of 
symptoms we call diagnoses are really either attempted 
compensations for or direct responses to traumatic 
experiences. Unless we deal with the underlying trauma 
issues we are not really helping people. We’re dealing with 
surface manifestations. I have nothing against medications. 
I’ve taken them myself.  They provide symptom relief. 
They don’t address causes. We can address them. Those 
causes are reversible with the proper treatment, even with 
adults. Dr. Judith Lewis Herman wrote in her book Trauma 
and Recovery that there’s only one psychiatric diagnosis: 
Complex Post Traumatic Stress Disorder. I’ve just reread 
that book recently and she was talking about the victims 
of trauma. She does not talk about the perpetrators of 
the trauma. Actually the perpetrators of the trauma are 
also victims of trauma. The point is, I totally agree with 
her that there’s only one Psychiatric Diagnosis, C-PTSD 
and that can take many forms, more than the forms 
that she listed, those of the perpetrators. It is all about 
the multi-generational transmission of trauma.  The 
people that perpetrate trauma on others are themselves 
traumatized. The message to health care and mental 
health practitioners is that so long as we’re focused only 
on a diagnosis and what we call symptom management, 
we’re not dealing with underlying causes. 

We tend to think of trauma as the terrible things that 
happened--trauma is being beaten, or abused or sexually 
mistreated. That’s not the trauma. The trauma is what 
happens to the individual as a result of those events. In 
other words, the trauma is not just some past event, the 
trauma is what lives with us and determines the way we 
function. 

That can actually be transformed. That can actually be 
healed. If we recognize that the borderline personality’s 
fear of commitment is simply a defensive compensation, or 
that the depression was a way of coping with unbearable 
emotions or that the ADHD was the way of somewhat 
dissociating from stressful circumstances, all of which 
become programmed in the brain and personality, now 
we’re talking about reversible dynamics. We’re not talking 
about diseases. The disease model is one way to look at it 
and helpful to a certain degree but ultimately it fails as it 
does not look at the whole conglomeration. These things 
are reversible dynamics, and if you focus on controlling 
identified disease or suppressing or mitigating symptoms, 
we’re not dealing with the whole individual and we’re not 
giving them the best opportunity to heal.
So within the given context of how trauma is not taught 
adequately, for example in medical school, what advice 
would you recommend for clinicians to become better 
healers of trauma?

We like this phrase very much--we keep talking about 
it-- Evidenced Based Practice. That’s a great phrase, if 
only we applied it. Let’s look at the evidence. Let’s look 
at the voluminous evidence on early experience, including 
intrauterine and perinatal and postnatal first years and 
how those experiences shape the brain. The circuitry and 
neurochemistry of the brain, the neurotransmitter levels, 
receptor numbers, circuitry, system integration are all 

these key circuits that are involved in mental health or mental 
dysfunction and  are actually shaped physiologically by the 
interactions of genes and the care-giving environment. 
When we talk about biological psychiatry, let’s look at the 
source of the biology in human experience and then let’s 
look at the evidence on early childhood experiences and 
adversity and the outcomes, in terms of physical and mental 
illness. Let’s look at the child developmental literature and 
the attachment research that has been done so elegantly 
now for decades. Let’s bring this all together. Let’s bring the 
interpersonal neurobiology, to quote Dan Siegel’s phrase, 
and the developmental biology of the brain together with 
attachment theory, they’re both really different sides of 
the same coin along with the adverse childhood experience 
studies and so many other extensively researched dynamics. 
So let’s look at the evidence, let’s base our practice on the 
evidence, not base it on outmoded theories of genetic 
diseases and narrow biological entities and by simply 
categorizing people by DSM criteria. 

So my fervent wish is that medical and all health care 
practitioners actually look at the evidence. Unfortunately, 
we don’t have evidenced-based practice right now. We have 
practice that’s based on a very narrow definition on what 
evidence is.  None of what I am saying is controversial: if 
you look at the research evidence which has been published 
in bona-fide major medical journals and psychiatric and 
psychological journals. It’s not like you have to dig far for it. 
It’s available. We need to get over our ideological limitations 
and the limitations of specialization and look across the 
board at all these fields that really complement each other 
and need to be clinically coordinated and brought together 
to fully serve our clients.
Do you have any recommendations regarding treatment 
approaches that you value or support in your practice?

Trauma is a very complex phenomenon and 
fundamentally it reflects a disconnection from oneself, 
in the psychological, emotional and physical sense. Thus 
treatment needs to include the physical, the emotional and 
the psychological. It needs to include a real exploration 
of an individual’s core beliefs about themselves. In the 
case of traumatized people, there’s always some sense of 
worthlessness and shame, and that’s just one example. On 
the emotional level, our capacity to feel our emotions and 
to be able to have access to them and to be able to act on 
them in a healthy way and to be able to have emotional self-
regulation has to be addressed. The alienation from the body 
has to be addressed. People need to actually get into their 
bodies, get out of their heads and enter their bodies and that 
may involve play and dance and drumming and yoga and/or 
somatic experiencing or sensorimotor processing as well as  
any number of modalities that people have developed and 
are teaching. And, of course, EMDR has been shown to be 
very helpful in dealing with traumatic experiences. 

We need a very broad and nonexclusive multifaceted 
approach – one that is interdisciplinary. There should be 
much more coordination between people who provide care. 
Physicians need to be very humble about the limitations 
of what we know and we need to contribute what we can 
but we need to work with other professionals who are far 
more adept, for example, at addressing body dysmorphia 
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or disconnection from the self or any number of things 
that doctors are just not trained about. We need to have 
a broad approach that needs to look at all facets of the 
individual and some people even say, there needs to be 
a spiritual perspective, which goes beyond the limitations 
of the egoic self and looks at our connections to the larger 
universe.  All these facets have to be brought together for 
a complete treatment.
Can you talk about the book you’re currently writing 
which is about our toxic culture?

It’s titled, “The Myth of Normal, Illness and Healing 
in a Toxic Culture.” People’s problems are regarded as 
individual issues: a person with depression, another person 
with asthma. We must actually understand the science. A 
recent study showed that for black American women, the 
more experiences of racism they had, the greater the risk 
of asthma. That is not big news. We know that stress has a 
lot to do with asthma. That’s been known for decades and 
the physiology of it is very straightforward. It basically has 
to do with the derangement of the body’s immune and 
stress mechanisms, so what we end up treating asthma with 
is stress hormones, adrenaline and cortisol. Stress then, 
relates to asthma, but stress can be found emanating from 
many sources. One source of stress is economic inequality, 
another source of stress is racism. Is asthma an individual 
problem or is it a social problem? Stress on parents; is 
it an individual issue? Is it a social issue? Obviously it’s a 
broader social question. Consider that in the U.S., 70% of 
adults above age fifty are at least on one medication and 
50% have some kind of chronic illness. That’s 50%! If in 
a laboratory, I was growing microorganisms in a culture 
broth, in a petri dish, and 50 or 70 % of them are sick, 
I would say that’s a toxic culture. There’s something 
about that culture that’s making people sick. I would say 
the same about our society. There is something about 
our society, this culture that actually makes people sick. 
In understanding illness, physical and mental, it’s not 
enough to look at the individual. It’s not enough just to 
look at the multigenerational family. You have to look at 
the culture in which that family exists and struggles.  If you 
look at a simple fact like the spreading epidemic now of 
opiate overdoses which is helping to reduce the lifespan 
of the white middle class in the U.S, you need to ask, “Why 
are people turning to painkillers?” Because they’re in so 
much pain – emotional pain. Why are people in emotional 
pain? Because there’s something about this culture 
that’s stressing them 
beyond their capacity 
to cope. So the 
source of addiction is 
not simply individual 
predisposition or 
genetics or just the 
personal history, 
it’s also broad social 
events and social 
dynamics. That is 
what I mean about a 
toxic culture.

Trauma:  
The Root of the Opioid Epidemic

The opioid epidemic is an overwhelming, complex, 
and acute public health and sociological problem. 

The statistics are breathtaking. There are 2.5 million 
Americans addicted to opioids, 1,000 emergency room 
visits a day, and 115 people dying from opioid overdose in 
the United States each day (www.ct.gov/dph). 

The Connecticut Department of Public Health identified 
3,090 suspected overdoses in Connecticut hospitals during 
the first quarter of this year alone: 1,021 in the Greater 
Hartford hospitals and 900 in the Greater New Haven 
county hospitals. The number of overdose deaths in 2017 
was 1,038 with fentanyl involved in 677 of them. Most 
overdose deaths occur in white males between the ages of 
25-50 years old. Eighty-two percent of these deaths occur 
in private residences. (www.ct.gov/dph).

If you ask any audience of 100 people or more, how 
many of them know someone, are someone, or have heard 
of someone within their community who has overdosed 
on opioids, a surprising number of hands are raised. As 
a coordinator of a Connecticut Healthy Campus Initiative 
to increase awareness and education within Gateway 
Community College, the number one question that stands 
out is this: “What can be done? How do we stop this?”

To date, we have not developed an absolute and 
definitive response. A myriad of “solutions” have been 
proposed from increasing Medication Assisted Treatment, 
employing Hospital Emergency Room Recovery Coaches, 
stopping the supply, limiting medical prescriptions, 
developing non-addictive pain medications, increasing 
Narcan availability, even going as far as punishing those 
who provide the drugs with death. Those who do not 
understand the neurobiology and genetic basis of addiction 
often project negative attitudes about people who don’t 
stop simply because “they don’t want to”.  Those who 
are engaged in the criminal justice component may seek 
interdiction and criminalization of those engaged in 
addiction.  Those who see this as a moral issue will seek 
punishment as a solution.

Please understand, I do believe that we need all of 
our best minds and experienced peers and professional to 
combat the epidemic. I merely believe that a comprehensive 
trauma-informed social policy plan includes three 
components: prevention, intervention, and treatment. 
What I am proposing is comprehensive, expansive, and 
long term. Without addressing the underpinnings of this 
epidemic, we will continue to see future “epidemics” grow 
from the roots of this trauma.

We need to reduce the stigma of substance use 
disorders by providing education around addiction as a 
medical condition, a chronic, relapsing, brain disorder, 
rather than a moral issue. We need to understand this to 
stop blaming the person with the substance use disorder, 
and break down the “tyranny of shoulds” which exist within 
families and communities. Parents and loved ones discuss 
guilt, shame, and hopelessness around the substance 
user and their disorder. Those who have lost loved ones 
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Trauma, Substance Use Disorders & 
Families: A Literature Review

Incorporating Trauma-Informed Care 
Principles with Hope & Healing:  

About Connecticut Community for 
Addiction Recovery

The Connecticut Community for Addiction Recovery 
(CCAR) was established in 1998 with a vision that 

has carried us for the last 20 years: “CCAR envisions a world 
in which the power, hope and healing of recovery from 
alcohol and other drug addiction is thoroughly understood 
and embraced.” Our two-part mission is this: 
1. Put a “face on recovery” through advocacy.
2. Provide recovery support services. 

CCAR puts a face to recovery by offering ourselves and 
our participants as living proof that recovery is not only 
possible, but a reality in the lives of millions of Americans. 
We participate in many state and community groups, 
making sure that the voice of recovery is represented. We 
offer community-based, recovery support services that 
are primarily provided by peers. We have three Recovery 
Community Centers and a Young Adult and Family program 
where various recovery support services are offered 
including All Recovery Meetings and our Telephone 
Recovery Support program. In 2017, we launched our 

through overdose, have difficulty moving through “normal 
experiences of grief” due to the shame, guilt, self-blame 
and stigma.

Research identifies clear and specific intersections 
between addiction and trauma. The 1998 ACE study by 
Kaiser Permanente and the CDC found that “the compulsive 
use of nicotine, alcohol and injected street drugs increases 
proportionally in a strong, graded, dose response manner 
that closely parallels the intensity of adverse life experiences 
during childhood” (www.ctipp.org). Furthermore, those 
reporting childhood trauma more often report chronic pain 
and are consequently more likely to be prescribed opioid 
pain relievers in adulthood. In a 2016 study, persons with 
scores of 5 or more ACEs are three times more likely to 
misuse prescription pain meds and five times more likely 
to engage in injection drug use (www.ctipp.org). Over 80% 
of patients seeking treatment had experienced at least one 
childhood trauma (Munchel, 2017). 

The brain is wired for survival, with common 
responses including: help me, fight, flight, freeze, submit 
or comply. The brain’s response to the original trauma can 
get “stuck” in a recurring response pattern to danger or 
trauma. Treatment for an opioid use disorder requires the 
integration of trauma-informed care and evidence based 
treatment models such as Seeking Safety, TREM/M-TREM, 
EMDR, Healing Trauma, Mindfulness, and many more. The 
brain can change by developing positive, safe experiences 
and cognitive rewiring. As neuroscience continues to 
inform our clinical practices, we will be better able to 
provide comprehensive, compassionate, trauma-informed 
care.  
Submitted by Cher A. Shannon, MHSA, LADC 
Professor/Program Coordinator, Drug and Alcohol 
Recovery Counselor Program, Gateway Community 
College

Disentangling the causes and consequences of 
trauma and substance use disorders on children 

and families is not a straightforward task. Scientific 
advances paint a complex picture of risk and protective 
factors that contribute to intergenerational patterns of 
addiction. We know that genetics play an important role 
in the development of substance use disorders (SUD) 
(Courtney & Polich, 2009; Malone, Taylor, Marmorstein, 
McGue, & Iacono, 2004). One recent study found that 
children with a biological marker of familial alcoholism at 
age 9 were three to eight times more likely to develop a 
SUD in young adulthood compared to children without 

newest program where trained peers, Recovery Coaches, 
are dispatched to hospital emergency departments when 
a patient is admitted for an overdose or other alcohol/
substance use related crisis. CCAR’s Recovery Coaches 
are trained to ask good questions, actively listen, discover 
and manage their own biases and to treat the recoveree 
(the individual that they are working with) as the best 
resource on their own recovery. You can see how these 
simple concepts line up with the five principles of trauma-
informed care adapted from Roger Fallot, PhD and Maxine 
Harris, PhD (Community Connections, Inc):

1. Safety (physical and emotional);
2. Trustworthiness and transparency (meaningful 

sharing of power and decision-making);
3. Choice (voice and choice);
4. Collaboration and mutuality (partnership and lev-

eling of power differences); and,
5. Empowerment. 

Recovery Coaches seek to empower individuals in their 
own recovery process; not to instruct or inform. They are 
motivators and cheerleaders, allies and confidants, truth 
tellers, role models and mentors, partners in problem 
solving, resource brokers and advocates. 
CCAR instinctively practices trauma-informed care as 
evidenced by our foundational principles:

1. You are in recovery if you say you are.
2. There are many pathways to recovery.
3. Focus is on the recovery potential, not the 

pathology.
4. Err on the side of the recoveree.
5. Err on the side of being generous.

By promoting recovery from alcohol and other drug 
addiction through advocacy, education and service, CCAR 
strives to end discrimination surrounding addiction and 
recovery. CCAR aims to open new doors and remove 
barriers to recovery, maintain and sustain recovery 
regardless of the pathway, all the while ensuring that all 
people in recovery, and people seeking recovery, are 
treated with dignity and respect…and love. 

For more information on CCAR, a local nonprofit  
organization, please visit: https://ccar.us  
Submitted by Rebecca Allen 
Director of Recovery Support Services, CCAR



-5-

the marker (Hill, Steinhauer, Locke-Wellman, & Ulrich, 
2009). However, we are beginning to understand that the 
mechanics of neurobiology are not as simple as having 
or not having an “addiction gene”. Epigenetic research 
points to an interaction between a child’s genetic make-
up and life experiences that result in risky genes “turning 
on”. For example, extensive research links trauma in 
childhood to SUD in late adolescence and adulthood. Felitti 
et al.’s (1998) seminal study on the impact of adverse 
childhood experiences (ACEs) and adult health found 
that adults exposed to four or more ACEs were 12 times 
more likely to develop a SUD compared to adults without 
those experiences. Stone, Becker, Huber, and Catalano 
(2012) conducted a systematic review of risk factors for 
problematic substance use among emerging adults and 
similarly found that abuse and neglect history, family 
conflict and poor family management, and stressful life 
events predicted later development of SUD.  

Unfortunately, the intergenerational nature of 
addiction and trauma means that parents with SUD were 
once themselves children exposed to the same risk factors. 
A cycle emerges where parents who have experienced 
childhood adversity and biological risk for SUD later 
develop such disorders, engage in behaviors stemming 
from trauma and SUD (e.g., emotional dysregulation, 
domestic violence), and expose their children to the 
same combination of adversity and biological risk they 
themselves were subjected to. Their children are then at 
high risk for emotional and behavioral issues in childhood, 
along with SUD in adolescence and adulthood (Douglas 
et al., 2010). Earlier studies suggest that internalizing and 
externalizing problems in children can improve when the 
child’s environment is consistent and low conflict, and 
when the parent-child attachment is secure and warm, the 
vulnerabilities of parents with trauma and SUD decreases 
their ability to foster this type of home environment (Table 
1, refer to p.8 in online edition).  

Practitioners seeking to treat these complex concerns 
may be left with a bleak outlook on interrupting this 
cycle. However, several evidence-based interventions 
now exist to treat adult and child trauma, 
improve parent-child attachment, 
and provide children with the secure 
base that reduces the likelihood their 
biological predisposition for addiction 
will manifest. Effective practice begins 
with a comprehensive biopsychosocial 
assessment of the parent(s), children, and 
family to appropriately match services to 
existing needs. Parents with SUD are often 
referred for too many services, which 
can be overwhelming particularly for 
someone early in recovery (D’Andrade & 
Chambers, 2012). Additionally, providing 
services to a parent but not children, or 
vice versa, will not adequately interrupt 
the mechanisms of intergenerational SUD 
and trauma (Lander, Howsare, & Byrne, 
2013). In Connecticut, the Department 
of Mental Health and Addiction Services 

(DMHAS) utilizes five evidence-based trauma treatment 
models including Seeking Safety, an intervention designed 
to address both trauma and substance use disorders. 
This model has outperformed treatment-as-usual in four 
randomized controlled trials, a multi-site trial, a controlled 
trial, and eight pilot studies (Najavits, 2007). 

Family skills training programs range in format 
and content, but several have performed strongly in 
randomized controlled trials.  In Connecticut, four levels of 
Triple P, the Positive Parenting Program, are offered through 
the Office of Early Childhood. For families with children 
exhibiting severe behavioral issues that may arise due to 
exposure to trauma and parental SUD, Standard Triple-P 
(Level 4) is appropriate. Once concerns are stabilized, but 
intensive therapeutic intervention is still needed, Primary 
Care Triple-P (Level 3) becomes appropriate. Randomized 
controlled trials of Triple P reveal its efficacy for reducing 
child abuse and neglect, hospitalizations and emergency 
room visit, behavioral problems in children, parent stress 
and depression and improving parenting skills and parental 
well-being; in turn, reducing use of harsh discipline (Nowak 
& Heinrichs, 2008; Prinz, Sanders, Shapiro, Whitaker, & 
Lutzker, 2009; Sanders, 2008). The anticipated synergistic 
effects of these interventions is displayed in the figure 
below.

Healing intergenerational trauma and addiction in 
families is a non-linear process that will involve both 
positive change and relapse to familiar, although harmful, 
behaviors.  Practitioners have an opportunity to meet 
clients where they are from a non-judgmental, trauma-
informed stance, educate children, parents, and families 
about the common patterns present in their family, and 
gently guide each family member through the appropriate 
interventions. Joining the art of therapeutic practice with 
the science of evidence-based interventions can create 
lasting transformation and stop the cycle of addiction and 
trauma.  
Submitted by Margaret H. Lloyd, PhD
Assistant Professor, UConn School of Social Work
Figure 1
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At the end of 2017, the Connecticut Department of Mental Health and Addiction Services (DMHAS) launched 
a website providing real-time information on bed availability for addiction services. Including approximately 

1,000 DMHAS-funded beds, this website gives users real time information about the availability of detoxification 
services, residential addiction treatment, and recovery housing. Information on the site is updated multiple times 
each day. Part of DMHAS’ infrastructure improvement, the website is funded through the federal Substance Abuse 
and Mental Health Services Administration (SAMHSA) as part of its grant to expand Medication Assisted Treatment for 
Prescription Drug and Other Opioid Addiction. “This website will be a tremendous help to people looking for addiction 
services funded by DMHAS. It gives current information on the availability of inpatient and recovery house beds 
available throughout the state,” said DMHAS Commissioner Miriam Delphin-Rittmon. “A wide range of treatment and 
community supports are vital in helping people with substance use disorders live in recovery.” 

The website allows users to access information 24-hours per day on their phones, tablets, or desktop computers. 
You can access this service by visiting the DMHAS website (www.ct.gov/dhmas) or directly by going to www.
ctaddictionservices.com. 

The Office of Intimate Partner Violence and Substance Use Treatment Recovery supports DCF’s mission of “healthy, 
safe, smart and strong” families by providing a recovery-oriented system of care to all children in Connecticut and DCF 
involved parents/caregivers experiencing difficulties with substance misuse.  Our objective is to provide a recovery-ori-
ented system of care designed to:

• Prevent the negative impact of addiction;
• Promote health, wellness and resiliency for our children, families, and community at large;
• Intervene and support children and caregivers who need services to recover from addiction related problems; and
• Sustain recovery for children, adults and families by providing recovery supports, recognition that recovery is pos-

sible, and the elimination of stigma in our communities.
Our substance use treatment services are culturally informed; engaging, empowering, and strengths-based; trauma-in-
formed and gender-responsive, developmenally appropriate; community-based; family driven/centered and child/youth 
guided; evidence-based, flexible, and innovative; and seamless, comprehensive, integrated,  and coordinated. 
For more information visit: http://www.portal.ct.gov/DCF/Substance-Use/Home#AboutUs
Submitted by Mary Painter, LCSW, LADC,  
Director, Office of Intimate Partner Violence and Substance Use Treatment Recovery, DCF
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Table 1.  Parent Vulnerabilities and Child Needs
Parenting Vulnerability from 
SUD

Parenting Vulnerability from 
Trauma

Child Needs

Physical or mental impairments 
due to alcohol or drugs (CWLA, 
2014)

Compromise parents’ ability to 
make sound judgments about 
safety/danger (NCTSN, 2013)

Consistency and consistently 
enforced rules (Clover Park 
2005)

Reduced capacity to respond to 
child’s cues and needs (CWLA, 
2014)

Trauma triggers – extreme 
reactions to “typical” situations 
(NCTSN, 2013)

Clear system of positive and 
negative consequences (Clover 
Park 2005)

Difficulty regulating emotions 
and controlling anger and 
impulsivity (CWLA, 2014)

Interferes with emotion 
regulation (NCTSN, 2013)

Family stability, low family 
conflict (Sanders, 1999)

Disruptions in healthy parent-
child attachment (CWLA, 2014)

Barrier to parent maintaining 
secure and trusting relationships 
(NCTSN, 2013)

Warm, positive parent child 
relationship with secure 
attachment (Sanders, 1999)

Spending time seeking out, 
manufacturing, or using AOD 
(CWLA, 2014)

Impair decision-making; planning 
for future (NCTSN, 2013)

Poor self-esteem and 
maladaptive coping mechanisms, 
such as substance abuse (NCTSN, 
2013)

Parental self-regulation, self-
efficacy, and personal agency 
(Sanders, 1999)

Estrangement from family and 
other social supports (CWLA, 
2014)

Increases vulnerability to life 
stressors (NCTSN, 2013)

Negative event valence; greater 
focus on child’s negative 
behavior (Chemtob, Nomura, 
Rajendran, Yehuda, Schwartz & 
Abramovitz, 2010)

Much more positive 
reinforcement than negative 
reinforcement (Clover Park, 
2005)


