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Abstract

Methamphetamine, a highly addictive stimulant, has become a major global health concern. In
New Zealand, methamphetamine is the second most used illicit drug, with per capita usage
ranked third highest globally. Although individual impacts are well-documented, the toll on
family members is less understood. Substance abuse places a substantial burden on families,
impacting their physical, emotional, and financial well-being. Additionally, stigma surrounding
substance abuse often discourages families from seeking help, which can worsen the issue.
Despite various treatment options in New Zealand, accessing specialized services for
methamphetamine addiction remains challenging. Using narrative analysis within a constructivist
framework, this research delved into the lived experiences of women in New Zealand as they
supported partners struggling with methamphetamine addiction. Four women participated in a
semi-structured interview to share their insights into the personal, relational and societal factors
influencing their experiences of supporting their partner whilst raising children. The findings
underscore the significant mental, physical, emotional, and financial toll on individuals caring
for partners with methamphetamine addiction. Caregivers experience anxiety, stress, trauma, and
physical distress, alongside emotional turmoil, financial strain, and social isolation, while raising
children. The stigma surrounding addiction exacerbates these challenges, limiting access to
support services. Societal expectations, particularly gender roles, influence caregiving
behaviours, with women often internalizing these roles, leading to co-dependency and difficulty
setting boundaries. Emotional labour and societal pressures contribute to burnout, reinforcing
unhealthy relational dynamics. The research emphasises the need for systemic solutions,
including better access to mental health care, legal protections, and social support.
Comprehensive support systems integrating practical resources, therapeutic interventions, and
peer support groups are crucial. Legal tools like protection orders and professional support
networks are vital for safety and emotional resilience. A collaborative approach involving mental
health professionals, addiction specialists, and policymakers is necessary to provide holistic,

long-term support for individuals and families affected by addiction.



Acknowledgements

This research would not have been possible without the invaluable contributions of the
remarkable women who participated in both my honours project and the current study. Your
courage in entrusting me with such intimate and vulnerable experiences is truly inspiring. | am
moved by the profound insights, wisdom, and resilience you each hold in navigating such
complex experiences. Your profound insights, resilience, and wisdom have not only shaped this
research but have also deepened my understanding of addiction’s impact on families. Your
voices have illuminated this work, enriching it in ways that words cannot fully capture. | am
honoured to have had the opportunity to engage with your stories and to share your perspectives,

ensuring they contribute to a broader conversation. Thank you for your courage, honesty, and
trust—you have been integral to this research, and | am forever grateful.

I am also deeply grateful to my supervisor Dr. Kathryn Mcguigan. Y our unwavering
support, patience, and understanding have been invaluable throughout this journey, which
included navigating the demands of pregnancy, the challenges of early parenting, and the
disruptions of the COVID-19 pandemic. Your ability to offer guidance while giving me the
freedom to work at my own pace made me feel truly supported and capable. Your guidance,
especially in helping me refocus when | became immersed in the finer details or took extended
detours into the literature, has kept me on track and made the entire process feel both achievable
and rewarding. Thank you for being a steady, insightful presence throughout this journey. I am
deeply appreciative of the balance of independence and guidance you provided, as it has enabled

me to grow not only as a researcher but also as a writer and critical thinker.

I would also like to express my heartfelt thanks to my mother, whose patience and

support have been unwavering. Thank you for listening to countless hours of theorising, sharing
insights, and spending precious mornings with Roman to give me the dedicated time to write.

Finally, to my partner, Billy — perhaps the biggest thank you goes to you. Your support
has been boundless, and | am immensely grateful. Thank you for embracing full-time dad duty,
for all the healthy brain food, the endless cups of coffee, and above all, for your encouragement,
patience, and unconditional love. This journey would not have been possible without your
steadfast support and belief in me.



Table of contents

AADSTIACT ...t b bbb bRttt renn e neas i
ACKNOWIBAGEIMENTS. ....c.eeeii ettt e e st e b e e s e sae e teeseeeneesaeesneeneenreenneans iii
TaDIE OF CONTENTS ... bbb v
Chapter ONe: INEFOUUCTION ......c.voiviiiiiieie ettt 1
Methamphetamine: A Growing Global Threat ... 1
REGIONAI VANALIONS ...ttt e e s b e e s rae e naeesnaeeree s 3
Methamphetamine's Grip on New Zealand ..........cccoooiiiiiiiiiiiieee e 4
The Physical and Psychological IMPAC..........c.ccecviiiiiiicece e 8
Beyond the Individual: Family Impacts of Substance USe .........ccccoovveiiiiiiiiie i 9
Seeking Recovery: Treatment Options in New Zealand............cccccovveveniieiinsieens e 10
RESEANCN RALIONAIE ...ttt 13
RESEAICI AIMS ... bbbt b b 13
Chapter TWO: LItErature FEVIEW .......ccuveieiieiieeie e stie s e ste e ee st steesee e e nte e saeenaesraesteeneesneenaeeneennee e 14
PEISONAL ...t b bbb bt e bt bRttt n e 15
The Emotional Burden of Addiction on Families...........ccoovviiiiiininiiiicceee e 15
The Physical Price of AddiCHION..........coiiiiiiicce e 16

The Silence of Stigma: Family Isolation in AddiCtion...........ccceiiiieiieiiiieie e 18

The Weight OF SeIf-BIame..........cov i 19
INEEIPEISONAL. ..ot a et e e st e et e e e beesbeeabe e reeannaens 20
Financial and Violent Burdens of AAICHION..........cccooiiiiiiiiiiie e 20
Grieving the Living: The Hidden Pain of AddiCtion..........cccccoviiieiiieiiiie e 21
Family and Social SUPPOIt NETWOTKS........ccooiiiiiieieeee e 23
Children Affected by Parental SUDSTANCE USE.........cccoiiiiiiiiiiiicee e 25



RS 0 7= SRRSO 28
The Evolving Understanding of Addiction: From Moral Failing to Chronic Disease .......... 30
The Intersection of Addiction and DOmMeStIC VIOIENCE ........cceoveiiiiiiiiiiiiee e 33
The Burden of Care: Gender Roles and AddiCtion............ccocooeiiiiinciieiiisceeeee s 35
Chapter Three: MetNOAOIOGY ........ccveiiiiiieieeie e 38
CONSEIUCTIVISITI ...t b et n e r ettt 38
NAITALIVE TNQUITY .ottt e et e e b e et e e sae e e b e e anbeesbeeesreesaeeenes 40
PIOCEUUIE. ...ttt bbbt b bt bbbt h e se et b e bt e bt e s s e e et e bbb b 42
Recruitment and PartiCIPaNTS...........coiveiiiieiieie e 42
INEEIVIBWWS ..o bbbttt bbbttt e e b bbb nre s 44
RETIEXIVILY ....veeeee ettt et et e st et e e e e st e saeesre e teeneesneesreeneennee e 45
ENICS bbbt n 47
DALA ANBIYSIS ...ttt bbb bbb 49
Chapter FOUP: ANAIYSIS .....cvveieiieiiece ettt s b e e s e steeteena e s e e nreenreanee e 53
PEISONAL ...t b bbb bt e bt bRttt n e 53
Vicious cycles: Addiction, anxiety, and physical decline in intimate relationships.............. 53
Broken promises to balanced lives: Stories of transformation ..............cccoceveeieie e, 56
The art of manipulation: The psychological impact on SUPPOITErS .........cccoveieieiercrieneenns 58
From shield to cage: How secrecy and isolation impact SUPPOIErS..........cccvvevievvereereesnnenn, 61
Working in Mental Health: How did | not see the flags?........ccccoooviiiiiiici e, 63
INEEIPEISONAL.......c. ittt bbbt e ettt 64
Intimate relationship AYNAMICS ..........coiviiiiicie e re e 64
The weight of judgement: How addiction alters friendships and social life ......................... 69
Shifting blame: The complexities of family dynamics in addiction............cccceevieniiennnnnn. 70



Dual realities: Children navigating the love and pain of an addicted parent..............cc.c....... 73

SOCIELAL ...t 76
Redefining abuse: Beyond physical violence in relationships ..........ccccoovvevieiieciiecinc s, 76
Reframing addiction: The role of education and empathy ...........ccocoviiinininiiien s 77
Breaking the silence: Challenging the stigma of addiction ............cccccoveiiiivi i 79
Beyond the individual: The urgent need for family-centric addiction support ..................... 81
Reclaiming control: How protection orders and legal support restore safety ....................... 87

(@0 R0 [=T o100 =1 Tox PSPPSR 89
From survival to self-awareness: A journey of boundaries, recovery, and growth............... 90
The cost of caregiving: Gendered roles, co-dependency, and self-discovery ...........c.ccooeu.... 92

Chapter FIVE: DISCUSSION .....c..ouiiiitiiiiaiteiiee ettt ettt bbbttt eb e enes 96

The TOI 0N the PAMNET........coiiiiice e 96

The intertwined emotional and practical costs of supporting addiction.............c.ccccceveeveenene 97

"Am | crazy?": The psychological toll of gaslighting in substance-affected relationships... 99

The Price of Addiction: The Emotional and Psychological Toll on Children ........................ 101
Navigating 1501ation and STIGMAL...........coouiiiiiiiieiieeee e 102
Supporting in silence: The emotional isolation of partners.........c.cccceeevivervrieviesieese s 102
Caught in a cycle: Internal, secondary, and societal stigma’s impact on families .............. 103
(Of0 R0 [<To1<] 010 [=T 00y YT TP R PO URTRPRPR 105
The entanglement of love and addiCtion.............cooveiiiieii i 105
Exploring the role of personality and gender in co-dependency..........cccccceevveiieeiiesiieennn. 108
Chaos, Recovery and Renewal: Family Stability in the Aftermath of Addiction.................... 111
Support and Practical IMPlCAtIONS .........ccoiiiiiiicicce e 112
Navigating addiction: The Role of practical and emotional resources for families ............ 112
Breaking down barriers: Towards comprehensive and accessible support ..........c.ccoceveene 115

Vi



LimitationS anNd FULUIE DiITCTIONS. .....eeeeeeeeeeeeeeeeeeeeeeee e eeeaeeeeeeeeeeeeseeenesneeeennennnnnnnnnnnnnnes 116

RETEIBNCES ... bbbt bbbttt 119
Appendix A — NZ P Pull FAceboOoK POSE ..........coiiiiiiiiieieeese e 143
Appendix B — INFOrmation SNEET..........ccoiiiiiii s 144
APPENIX C — CONSENT FOIM ...ttt sre e sreenaenree e 148
AppPendiX D — CoNFIAENTIAITY .........coviiiieieie e 149
APPENIX E — INTEIVIEW GUITE ......eoeeiceieeee ettt 150
Appendix F — Authority for the Release of TranSCriptS........ccccevvviiiiviiiiie e 151

List of table and figures

Figure 1: Revised Ecological Model Highlighting the Levels of Impact on Supporters.............. 15
Figure 2: Participant Quotes 0n SUPPOIt SEEKING .......c.civeieiieiieiecie e se e 116

vii



Chapter One: Introduction

This introduction provides an overview of global methamphetamine statistics before
delving into the situation in New Zealand. The introduction then moves to the general side

effects and consequences of addiction, including their impact on families, before introducing
the research objectives.

Methamphetamine, a powerful stimulant in the amphetamine-type category, directly
impacts the central nervous system (United Nations, 2022). The National Institute on Drug
Abuse (NIDA, 2013) describes methamphetamine—commonly known as meth, crystal meth, or
ice—as highly addictive, producing intense pleasure and heightened energy by releasing a
massive surge of dopamine in the brain. This surge delivers a level of pleasure far greater than
typical experiences, but with repeated use, the brain’s dopamine receptors adapt and become
less responsive. As a result, users require increasing doses to experience the same euphoria.
Quitting methamphetamine proves especially difficult, as reduced dopamine levels make
everyday activities less enjoyable. Withdrawal often brings anhedonia (inability to feel
pleasure), irritability, fatigue, depression, impaired social interactions, and powerful cravings
(Cantwell & McBride, 1998; Newton et al., 2004). In New Zealand, methamphetamine is
classified as a Class A drug, with serious penalties for its possession, manufacture, and supply
(Foulds & Nutt, 2020).

Methamphetamine: A growing global threat

Methamphetamine abuse is a global health concern, linked to numerous health issues.
Dependence on psychostimulants, including cocaine and amphetamines, contributes
significantly to the global disease burden, with varying levels of impact across different regions
(Degenhardt et al., 2014). The United Nations World Drug Report (2022) estimates that in
2020, approximately 34 million people used amphetamines globally, making them among the
most widely used drugs worldwide. Global seizures of amphetamines reached a record high in
2020 with over 525,000 kgs seized (United Nations, 2022). Of those seizures, 72% were
methamphetamine (United Nations, 2022). North America had the highest prevalence of

amphetamine use at 3.9% of the population, followed closely by Australia and New Zealand at



1.3% (United Nations, 2022). Methamphetamine use has spread rapidly worldwide, increasing
from 84 countries between 2006-2010 to 117 countries between 2016-2020, as demonstrated by
seizure data (United Nations, 2022). Wastewater analyses confirm methamphetamine presence

in Europe and Southern Africa, in addition to its well-established concentrations in North
America, East and Southeast Asia, Australia, and New Zealand (United Nations, 2022).

Criminalizing drug use complicates the collection of reliable data on usage patterns and
associated harms. Illicit drug use appears to be most prevalent in high-income countries and
regions close to major drug production areas, but data from low-income countries is often
lacking (Degenhardt & Hall, 2012). Legal repercussions often discourage honest disclosure
from research participants in regions with strict drug laws, making it difficult to estimate illicit
drug use accurately. There is no universally accepted gold-standard method for estimating the
true size of the population of illicit drug users, nor a single approach suitable across all drugs
and countries (Degenhardt & Hall, 2012). Compounding this issue, data collection disruptions
during the Covid-19 pandemic after 2019 have further complicated trend analysis. These
inconsistencies and potential biases create substantial challenges for meaningful cross-national

comparisons.

The most effective approach for estimating drug use combines results from multiple
estimation methods (Degenhardt & Hall, 2012). Direct methods include general population or
household surveys, which ask participants about their past month, year, or lifetime drug use.
These surveys provide accurate estimates if representative samples are obtained, participants
are truthful, and drug users are evenly distributed. However, individuals may be hesitant to
participate and admit drug use, and are often concentrated in urban areas, leading to
underestimations, particularly for stigmatized drugs (Degenhardt & Hall, 2012). School
surveys, targeting drug use among school-aged youth, offer similar insights but exclude youth
who have left school—a group more likely to have used drugs (Degenhardt & Hall, 2012).
High-income countries often utilize such direct methods, yet these may underrepresent highly
stigmatized drug use, which causes the most significant harm (Degenhardt & Hall, 2012).
Indirect methods provide estimates by using existing data across multiple sources to estimate
drug use prevalence (Hickman et al., 2002). Routinely collected mortality and morbidity data

can track trends related to drug use, but even in well-resourced countries, illicit drug use may



not always be accurately recognised or recorded as a contributing factor in deaths or
hospitalizations (Hickman et al., 2002). Despite challenges in obtaining precise statistics,
methamphetamine use remains a critical global issue with high rates and adverse effects in

many regions. Understanding these regional variations is crucial for developing effective
prevention and treatment strategies due to their influence on social determinants of health.

Regional variations

Methamphetamine use has surged in the United States. In North America, amphetamine
use has reached the highest regional prevalence globally, at 3.9% (United Nations, 2022),
creating a significant public health burden with rising rates of addiction and overdoses (Frank,
2024). According to the 2012 National Survey on Drug Use and Health (NSDUH), 12 million
Americans (4.7%) have tried methamphetamine, and 1.2 million (0.4%) used it in the past year.
While Johnston et al. (2018) found a decline in methamphetamine use among youth, Radatz et
al. (2015) reported stable usage rates in Nebraska, suggesting that social determinants, like
after-school programmes, impact regional differences (Radatz et al., 2015). Further research is

essential to uncover racial and ethnic variations and tailor public health strategies to meet the
needs of diverse populations.

In Vancouver, Canada, methamphetamine use remains notably high among vulnerable
youth. The 2006 Vancouver Youth Drug Survey revealed that 4.1% of youth aged 14-25
reported using crystal methamphetamine in the past year, with 2.2% reporting use within the
past month (Vancouver Coastal Health, 2007). Usage disproportionately impacts marginalized
groups, including LGBTQ+ youth, Indigenous youth, and homeless youth. The At-Risk Youth
Study (Wood et al., 2008) found that 71% of street-involved youth had used methamphetamine,
linking it to homelessness, sexual abuse, sex work, incarceration, and mental illness. These
findings underscore an urgent need for targeted interventions that address the complex social
and economic factors driving methamphetamine use among vulnerable youth.

Methamphetamine use, once concentrated in the Czech Republic and Slovakia, is
spreading rapidly across Europe. The European Drug Report (2021) highlights its growing
prevalence, with Czechia, Germany, Slovakia, and Turkey reporting the highest user

concentrations (European Monitoring Centre for Drugs and Drug Addiction, 2021). In many
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European regions, methamphetamine has even surpassed heroin as the second most commonly
used illicit substance (Alniak et al., 2022). A 2022 study by Hartnett et al. (2022) analysed
emergency department data in England revealing a surge in methamphetamine-related visits—
from just four cases in 2005 to 294 in 2018. The study also revealed a significant gender
disparity, with males accounting for 94.9% of the 850 presentations recorded between 2014 and
2018.

Methamphetamine has become a global public health issue, with distinct regional
patterns in production, usage, and associated challenges. East and Southeast Asia have emerged
as a major hub, accounting for over 70% of global methamphetamine seizures in 2019
(UNODC, 2019). This dominance is reflected in the high rates of methamphetamine use
documented in countries like Thailand and the Philippines (UNODC, 2019). Africa, while still a
developing market for methamphetamine, is experiencing a concerning rise in production and
use, particularly in West Africa and South Africa (United Nations, 2022). Australia stands out
globally, with some of the highest methamphetamine use rates, particularly since the rise of
‘ice’—the crystalline form—around 2010 (United Nations, 2022). Rural and Aboriginal
communities have been disproportionately affected by this surge in methamphetamine use
(United Nations, 2022), highlighting the need for targeted interventions to address these

disparities.

Overall, methamphetamine is a significant problem globally with high rates of use seen
across many countries. Understanding regional variations in methamphetamine use is crucial to
developing effective public health responses tailored to the unique cultural, demographic, and

socioeconomic needs of each area. This will require ongoing research and collaboration
between governments, public health authorities, and international organizations.

Methamphetamine's grip on New Zealand

In New Zealand, methamphetamine, commonly referred to as 'P' or 'pure,’ first surfaced
in the late 1990s, marking the country's most significant drug issue since a surge of heroin use
during the mid-1970s (Pates & Riley, 2009). The United Nations Office on Drugs and Crime
(2003) ranks New Zealand as having the third-highest per capita prevalence of
methamphetamine use globally, following Thailand and Australia. Initially confined to
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subcultures, particularly within the dance party scene, methamphetamine use rapidly expanded,
becoming the second most commonly used illegal drug by 2001, after cannabis (New Zealand
Police, 2002; Zander, 2002; Wilkins et al., 2002).

Over time, the availability of methamphetamine in New Zealand has surged, as
evidenced by the sharp increase in police seizures. In 1999, authorities confiscated only 1.3
kilograms; a mere three years later, that number had skyrocketed to a staggering 83.3 kilograms
(Ministerial Action Group on Drugs, 2003). Notably, the location of these seizures shifted, with

a growing number occurring within New Zealand rather than at international borders. This trend
suggests a concerning rise in domestic methamphetamine production.

While user numbers in New Zealand and Australia appear to be on a downward
trajectory since 2011 (United Nations, 2022), wastewater analysis reveals a concerning shift in
consumption patterns. Those who continue to use methamphetamine are reportedly doing so
with greater frequency and use is present in every community tested throughout the week (New
Zealand Police, 2020; NZ Drug Foundation, 2022b). Further complicating the picture,
wastewater testing indicates that methamphetamine consumption is higher in towns and
regional areas compared to major cities (Price, 2021). Several factors may explain this regional
disparity. Clandestine methamphetamine laboratories are often hidden in remote areas to evade
law enforcement detection, and criminal gangs may target smaller towns for their operations.
Additionally, these regions typically have fewer police resources and face greater
socioeconomic challenges, which may make them more vulnerable to methamphetamine use
(Price, 2021). This troubling pattern mirrors trends seen in rural communities across Australia
and the United States (Banta et al., 2009; Lai et al., 2016).

Over the past decade, the increased supply of methamphetamine across Southeast and
East Asia has made the drug more accessible and lowered prices in both Australia and New
Zealand (UNODC, 2017). This concerning trend is evidenced by declining methamphetamine
prices within New Zealand (Wilkins et al., 2019), raising serious public health concerns. Lower
costs are linked to increased consumption and harmful use patterns, especially among
vulnerable populations like youth, those with lower socioeconomic backgrounds, and
individuals struggling with dependence (Babor., 2018). This concern is amplified by

methamphetamine's widespread availability and highly addictive nature, which fuels a



persistent usage pattern. Unlike other drugs, which typically see spikes in use on weekends,
wastewater analysis indicates that methamphetamine consumption remains steady throughout
the week (Price, 2021). This steady pattern likely stems from the drug's prevalent availability,

fuelled by both imports and local production. The concerning aspect of this consistent use is the
high dependency rates associated with methamphetamine (Shearer et al., 2002).

Methamphetamine use in New Zealand varies significantly across different
demographics. Ministry of Health data (2014; 2016; 2019) indicates that men are two to three
times more likely to use methamphetamine than women, with the highest prevalence observed
in the 25-44 age group. Additionally, people living in the most deprived neighbourhoods are
five times more likely to use methamphetamine than those in the least deprived areas. Maori
communities experience disproportionate levels of methamphetamine use and criminalization
compared to non-Maori (Mercier & Jarret, 2022). This disparity is rooted in the lasting effects
of colonization and systemic racism, which contribute to higher rates of mental health issues,
addiction, and poorer health outcomes among Maori (Y asbeck et al., 2022). Consequently,
methamphetamine use has a more severe impact on Maori, who also face greater challenges
accessing adequate healthcare (Yasbeck et al., 2022). Furthermore, Maori communities grapple
with the cultural repercussions of widespread methamphetamine use, and community leaders
highlight it as a pressing issue (Yasbeck et al., 2022).

Methamphetamine is the second most commonly used substance in New Zealand, yet
according to United Nations qualitative questionnaire reports it is associated with the highest
rates of substance use disorders (SUDSs), treatment admissions, and injection use (United
Nations, 2022). In 2021, methamphetamine offenses accounted for nearly half (51%) of all drug
charges in New Zealand (Ministry of Justice, 2021). The New Zealand Drug Foundation
estimates that the government spends over four times more on drug law enforcement for all
illicit substances than on treatment and support services for SUDs (NZ Drug Foundation,
2022a). Specifically, enforcement costs for police, the Department of Corrections, the Ministry
of Justice, and customs range from $365 to $410 million per year, while drug addiction
treatment services (excluding alcohol) receive about $93 million (Yasbeck et al., 2022).

Among frequent methamphetamine users in New Zealand, injecting the drug is the most

common method of consumption (Yasbeck et al., 2022). Other common ingestion methods
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include oral swallowing or smoking, and intranasal consumption (Mcketin et al., 2008). In
2020-2021, methamphetamine was the most injected drug among clients of needle exchanges,
accounting for 29% of injections (Yu et al., 2021). The percentage of people injecting
methamphetamine increased from 28% in 2006 to 52% in 2016 (Wilkins et al., 2017). Maori
clients, particularly those aged 16-24, were more likely to inject methamphetamine than other
ethnic groups, with 68% of Maori clients in this age range reporting injection use compared to
just 30% of clients aged 50 and older. Injection drug use carries significant health risks,
including overdose, infectious diseases such as HIV and hepatitis C, and serious social and
economic consequences (Wood et al., 2006).

Understanding the effects of methamphetamine use in New Zealand is essential for both
public health and shaping effective policy Media coverage plays a pivotal role in influencing
public perceptions of this issue. Prior to 2002, New Zealand media focused on
methamphetamine’s rise as a party drug. However, in 2002, the narrative shifted dramatically to
emphasise its impact on users, particularly linking methamphetamine to high-profile violent
crime (Pates & Riley, 2009). Methamphetamine was identified as a factor in a triple and double
homicide in 2002 where both killings were notable for their callous nature and perpetrator
history of methamphetamine use (Gower, 2002). In January 2003, methamphetamine was
linked to a samurai sword attack leaving two women with their hands severed and another man
murdered, culminating in a home invasion and police standoff (Wall & Horwood, 2003). Later
that year, in December, methamphetamine was connected to the fatal beating of a 6-year-old
child after the perpetrator had been on a five-night binge of methamphetamine (Gardiner,
2003). These incidents significantly influenced public perception, leading to increased media
focus on methamphetamine’s link to violent crime and its mental health effects (MacLeod,
2003; Zander, 2002). This pattern of media portrayal persists in New Zealand, as seen in recent
cases. In 2017, a violent teenager, under the influence of methamphetamine, assaulted a
woman, stole her vehicle, and committed a ram-raid on a service station (New Zealand Herald,
2017). During her arrest, she violently resisted, inflicting a severe bite on a police officer. The
teenager exhibited no remorse, instead expressing a desire to gain notoriety through
imprisonment. More recently, in 2024, the pervasive influence of methamphetamine has
emerged in the court proceedings of Philip Polkinghorne, who stands trial for the alleged

murder of his wife (Radio New Zealand, 2024). These recurring portrayals in the media
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continue to shape how the public perceives the relationship between methamphetamine use and

violent crime in New Zealand.

Methamphetamine remains a significant public health challenge in New Zealand,
despite a potential decline in user numbers (United Nations, 2022). The drug's easy availability,
frequent use patterns, and association with injecting raise serious concerns (UNODC, 2017,
United Nations, 2022; Yasbeck et al., 2022). Moreover, the aforementioned disproportionate
impact on Maori communities necessitates a multifaceted approach (Mercier & Jarret, 2022;
Yasbeck et al., 2022). This comprehensive approach should include culturally appropriate and
community-led interventions, such as Maori-centred addiction treatment services, harm
reduction strategies, and public awareness campaigns. These efforts are crucial to mitigating the

negative consequences of methamphetamine use in New Zealand.

The physical and psychological impact

Consistent methamphetamine use is linked to numerous negative physical health effects.
Prolonged and high-dose usage introduces more complex challenges that can lead to the
development of a SUD (Haber et al., 2015). Weight loss is a common consequence, often
accompanied by sleep disturbances (Darke et al., 2008; Sommers et al., 2006). These persistent
sleep issues can lead to a range of health problems, further compounding the toll on an
individual's overall well-being. Additionally, oral health is significantly compromised, with dry
mouth (xerostomia) and rapidly progressing cavities reported as prevalent issues among
methamphetamine users (Hamamoto & Rhodus, 2009; Kaye et al., 2007; Sommers et al., 2006).
Cardiovascular problems, including hypertension and increased risk of heart attacks, have also
been documented in association with methamphetamine use (Hamamoto & Rhodus, 2009;
Sommers et al., 2006). While some physical consequences are well-documented, others are
more severe and less frequently cited in the literature. Methamphetamine use has been linked to
an increased risk of seizures, convulsions, and, in extreme cases, the potential for fatal overdose

(Herbeck et al., 2015; Sommers et al., 2006). These serious physical health risks underscore the
urgency of addressing methamphetamine use from both a public health and clinical perspective.

Beyond its impact on physical health, methamphetamine use is associated with a range

of psychopathological consequences. High rates of depression, anxiety, and paranoia have been
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consistently reported in individuals using methamphetamine (Darke et al., 2008; Sommers et
al., 2006). Hallucinations, violent behaviour, and cognitive deficits further contribute to the
complex mental health challenges faced by individuals caught in the grip of methamphetamine
addiction (Hall et al., 1996; Sommers et al., 2006). Furthermore, there is a correlation between
methamphetamine use and an increased incidence of underlying psychiatric disorders, as well

as greater utilization of health services (Glasner et al., 2008).

The interplay between physical and psychopathological consequences creates a
challenging landscape for healthcare professionals and underscores the need for integrated and
multidisciplinary approaches in addressing the health impacts of methamphetamine use.
Understanding the intricate connections between physical and mental health can inform
targeted interventions aimed at mitigating the comprehensive toll of methamphetamine
addiction on individuals and communities.

Beyond the individual: Family impacts of substance use

Substance addiction and misuse are frequently framed as individual issues in both
research and treatment, yet their impact extends far beyond the individual, affecting the entire
family (Orford et al., 2010; Schultz & Alpaslan, 2020). A family member's substance use
significantly affects the family's physical, social, emotional, and financial well-being, often
heightening the risk of family violence (Fereidouni et al., 2015; Lander, 2013; Schultz &
Alpaslan, 2020). Research shows that these families often face unmet emotional and
developmental needs, in addition to struggling with economic hardship (Fereidouni et al., 2015;
Lander, 2013).

Estimating the number of families impacted by substance addiction and the extent of the
harm is a complex challenge. One method involves considering the prevalence of substance
addiction worldwide and adding an average of one impacted family member per individual,
although this is likely an underestimation (United Nations, 2019). The 2019 World Drug Report
estimated that around 35 million people worldwide suffer from SUDs, with only one in seven
receiving treatment (United Nations, 2019). In 2020, 34 million people reported using
amphetamines in the past year (United Nations, 2022). This suggests that millions of families

worldwide are impacted by substance use, with an estimated 35 million individuals affected and
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potentially a similar number of family members experiencing the consequences of addiction

and harmful drug use.

Existing research on the impacts of addiction within families has predominantly focused
on the partners of men who engage in alcohol abuse (Orford et al., 2013). Much of this research
tends to portray the supportive spouse in a negative light, often attributing character defects to
them, implying a role in attracting dysfunctional men and facilitating their deviant behaviours
(Orford et al., 2013). Similarly, research on parents of young adults with drug problems adopts
a critical perspective, holding the parents accountable for perceived inadequate parenting or
dysfunction within the family (Orford et al., 2013). Although husbands of women with
substance problems have received limited attention, the available research tends to view them
negatively, characterizing them as unsympathetic or disinterested in their wives' issues (Orford
et al., 2013). The literature review covers this research and the potential impacts on family

members in more depth.

Family members of those struggling with addiction often experience significant stress
due to erratic behaviour, financial strain, and the ongoing uncertainty surrounding the addiction
(Fereidouni et al., 2015; Orford et al., 2010). In addition, the stigma associated with substance
abuse prevents many families from seeking help or disclosing the issue, which ultimately
hinders both the addict’s recovery and the well-being of the family as a whole (Corrigan et al.,
2006; McCann & Lubman, 2018a, 2018b, 2018c). Addressing negative perceptions and
reducing the impact of stigma is critical for supporting both individuals with addiction and their
families. The following literature review will delve deeper into the complexity of these factors.

Seeking recovery: Treatment options in New Zealand

Many methamphetamine users delay seeking treatment, even when they want to reduce
their consumption, until they face severe consequences (Halkitis, 2009). This delay is often
attributed to the enjoyment of the drug's effects and the development of addiction over time
(Jenner & Lee, 2008). Various barriers, including stigma, financial limitations, privacy
concerns, lack of information, limited-service accessibility, and insufficient support, can

prevent users from accessing treatment (Halkitis, 2009). Additionally, the shortage of
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specialized providers and appropriate services further hinders the effectiveness of treatment
(Cannon, 2018).

Despite the availability of services in Aotearoa New Zealand to address drug and
alcohol issues, methamphetamine users face a significant challenge due to the lack of
specialized services and providers (Gordon & Stephens, 2021). The New Zealand government's
2009 action plan established treatment guidelines and created Matua Raki, the national centre
for addiction workforce development (Gordon & Stephens, 2021). These guidelines promote
the use of modalities used internationally, including the Matrix Model, Contingency Model, and
utilising rehabilitation centres for high-dose users (Ministry of Health, 2010). While these
guidelines offer a valuable foundation, there is still a need for more comprehensive services and
greater public awareness. In response, grassroots initiatives, such as volunteer-run drop-in
centres for people in recovery and their supporters, have emerged (Gordon & Stephens, 2021).

However, these centres are often overwhelmed, with limited capacity and long waiting lists.

There are a few specialised units to support recovery from methamphetamine. Located
in the Hutt Valley near Wellington, Red Door Recovery rehabilitation centre offers the Pipe
Down Meth Recovery Programme, tailored to address the unique challenges of
methamphetamine addiction (Red Door Recovery, 2018). In Auckland, Higher Ground has an
eight-bed capacity and accommodates methamphetamine clients in other funded beds within its
broader programme (Gordon & Stephens, 2021). The Higher Ground outcome review (2011—
2014) showed promising results, with 94% of clients remaining abstinent after three months and
87% after twelve months (King, 2014). Additionally, Te Whare Oranga Ngakau, a residential
alcohol and drug treatment centre in Rotorua, operates within a Kaupapa Maori framework
(Maori and Addiction Treatment Services, 2012). The centre offers a 24-hour residential
programme with 15 alcohol and drug treatment beds and two methamphetamine-specific beds.

Their programme runs for 12 weeks, with extensions available if needed (Maori and Addiction
Treatment Services, 2012).

The most used interventions for methamphetamine treatment across six agencies in
Aotearoa New Zealand are Te Whare Tapa Wha and Cognitive Behavioural Therapy, followed
by harm reduction, motivational interviewing, relapse prevention, behaviour therapy, brief

therapy, as well as group and person-centred (Cobzaru, 2010, as cited in Gordon & Stephens,

11



2021). Increasingly widespread use of Te Whare Tapa Wha highlights its cultural relevance for
Maori, aligning with Maori values and cultural identity (Ministry of Health, 2010).

Narcotics Anonymous (NA) follows the 12-step programme of Alcoholics Anonymous
(AA) (Welham, 2011). Established in the 1950s in response to the rising opioid crisis in the
United States, NA is now the second-largest 12-step programme, with over 58,000 weekly
meetings held in 131 countries as of 2010 (Welham, 2011). NA originated when some AA
members recognised drug use issues among participants and sought to create dedicated
meetings to address these concerns. The first NA meeting was held in California in 1953,
marking the beginning of the fellowship that continues today (Budnick et al., 2011; Narcotics
Anonymous World Services, 1998). NA was formally established in Aotearoa in 1982,
although early efforts to create a recovery community for addicts began in the late 1960s
(Welham, 2011). Today, more than 100 NA meetings are held weekly across the country, often
in public venues such as libraries, maraes, or council buildings. A key component of NA is
sponsorship; this is where experienced members mentor newcomers, providing support through

daily, weekly, or as-needed communication (Welham, 2011).

The philosophy of NA emphasises free access to meetings, providing support for
individuals seeking to overcome addiction (Narcotics Anonymous, 1986). Currently, there are
around 76,000 weekly NA meetings across 143 countries (Narcotics Anonymous World
Services, 2022). The only condition for membership is the desire to stop using substances. Key
principles include total abstinence, regular attendance, and following the 12 steps to achieve
well-being. Although NA meetings are not formal therapy, they rely on the idea that support
from fellow members offers therapeutic value (Narcotics Anonymous, 2008). Members share
their personal experiences and messages of strength and hope rather than responding to each

other’s stories (Narcotics Anonymous, 2008).

There is very little support offered routinely for family members in New Zealand. Nar-
Anon is a dedicated 12-step programme designed specifically for those impacted by someone
else's addiction (Nar-Anon Family Groups, 2014). Nar-Anon New Zealand is part of a global
fellowship that includes parents, spouses, children, siblings, and friends of addicts. This
programme offers valuable insights to help individuals improve their attitudes, behaviours, and

emotions, focusing on regaining personal well-being and mental health. Nar-Anon emphasises
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that addiction affects the entire family, and just as the addict needs recovery, family members
can also benefit from a recovery programme, and they suggest that participants may find relief
in learning more effective coping strategies and finding hope and peace of mind. The group
members often share similar experiences of hurt, anger, and anxiety, offering a sense of
solidarity and support. The fellowship is filled with people who understand what they are going
through and are ready to offer their experiences, strength, and hope to help others. Narateen, a
branch of Nar-Anon, is specifically designed for teenagers affected by the addiction of a family
member or friend. In specially arranged meetings, teens share their experiences and offer
support to one another as they navigate similar challenges (Nar-Anon Family Groups, 2014).

Research rationale

The stigma associated with addiction takes a toll on families, resulting in adverse mental
and physical outcomes and fostering a sense of isolation (Barnard, 2006; Condry, 2007; Orford
et al., 2013; Sampson et al., 2020). This impact extends not only to the substance user but also
to extended family members. It is therefore imperative to conduct further research to delve into
the repercussions of methamphetamine addiction on families to understand the effects of this
particular drug. Recognising the significant impact of this pervasive stress on families is critical
for formulating effective strategies to enhance support for relatives contending with substance
use. Additionally, a thorough examination of these stressors can offer valuable insights,
facilitating the development of resources that promote the overall health and well-being of
family members affected by their relatives' substance use. In consideration of these insights, a
sole focus on the substance-using individual in research and treatment neglects the devastating

consequences that reverberate throughout the entire family system.

Thus, the primary objective of this research is to fill the gaps in the literature by
exploring the impact of methamphetamine addiction on families, with the aim of developing
strategies to alleviate the harm and reduce the stigma faced by these families.

Research aims

The main aim was to explore the impact of methamphetamine addiction on women who

have supported an intimate male partner with methamphetamine addiction. The inclusion
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criteria for this research also stated participants had to have shared parenthood with this partner

or ex-partner to one or more children.
1. Explore personal impacts including those on mental and physical health.

2. Explore interpersonal impacts including relational impacts on children, family, and

friends.

3. Explore the societal factors contributing to the experience including stigma and access

to support.

Chapter Two: Literature review

Although limited research specifically explores the qualitative experiences of women
whose partners are addicted to methamphetamine, a substantial body of literature examines the
broader psychosocial impacts of addiction on families, including partners, children, and
extended family members. This review will summarize these broader findings, with a particular
focus on studies directly relevant to this research. An ecological framework will guide the
organisation of this section, starting at the personal level, expanding to interpersonal and
relational factors, and concluding with societal influences to reflect the interconnected nature of
these levels. A visual model of this framework is provided below.
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Figure 1: Revised Ecological Model Highlighting the Levels of Impact on Supporters
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Evidence consistently shows that family members are significantly impacted by their
partner's addiction, regardless of the substance involved, and this holds true across various
cultures worldwide (Rane et al., 2017). Family members commonly experience both physical
and mental health issues, alongside challenges related to finances, employment, and parenting
responsibilities. These impacts underscore the widespread and multifaceted nature of
addiction's toll on the family unit.

The emotional burden of addiction on families

Substance use profoundly impacts families, often making them the overlooked victims

of addiction. Orford (2017) argues that the closer an individual is to a loved one struggling with
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substance use, the greater the emotional burden they experience. Family members frequently
endure chronic stress, leading to depression, severe anxiety, and persistent fatigue (Barnard,
2006). Research conducted by Olafsdottir and colleagues (2018) on Icelandic families affected
by substance use found that more than a third dealt with depression, anxiety, and stress
Similarly, Dawson et al. (2007) analysed epidemiological data involving over 10,000 married
or cohabiting women and found that those with partners exhibiting problematic alcohol use
were significantly more likely to develop mood and anxiety disorders. These findings paint a
clear picture: substance abuse's impact extends far beyond the individual, leaving a trail of
emotional distress within families.

Highlighting the emotional toll on families, Asante and Lentoor (2017) conducted a
study in South Africa focusing on mothers of male adolescent methamphetamine users. The
mothers reported heightened feelings of panic and anxiety due to the unpredictable behaviour,
aggression, and frequent disappearances of their children. A recurring concern was the fear of
receiving bad news about their sons’ addiction or safety, alongside worries about protecting
their other children. These persistent anxieties placed them at considerable risk for developing

anxiety disorders and post-traumatic stress disorder (Asante & Lentoor, 2017).

Similarly, women living with partners struggling with substance use experience a wide
range of negative effects. Persistent anxiety, loneliness, and emotional exhaustion become
defining features of their daily lives, severely undermining their well-being (Dawson et al.,
2007; Wells, 2021). Financial difficulties are also common, stemming from hidden spending,
job loss, or the partner's neglect of financial obligations (Wells; 2021; Wilson et al., 2018).
Trust becomes a battleground as partners scrutinize for signs of relapse while dealing with the
emotional toll of past betrayals (Wilson et al., 2018). This cycle of suspicion, combined with a
longing for honesty, fosters emotional exhaustion, despair, and even co-dependency within the
relationship (Orford et al., 2010; Johannessen et al., 2022). Thus, the impact of substance abuse
extends far beyond the individual, creating a complex web of emotional, financial, and

relational hardship for those closely involved.

The physical and practical costs of addiction

In addition to the mental health impact, the physical well-being of family members is

also significantly affected by living with someone struggling with substance use. Spouses face
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numerous challenges, including heightened anxiety, financial strain, and ongoing trust issues
(Dawson et al., 2007; Wilson et al., 2018). These stressors can contribute to various physical
ailments, such as chronic fatigue, sleep disturbances, and, in severe cases, anorexia (Butler &
Bauld, 2005; Orford et al., 1998; Salter & Clark, 2004). Families also report suffering from
long-term conditions, including high blood pressure, digestive issues, and tension

headaches (Salter & Clark, 2004). Additionally, disruptions in sleep patterns, changes in dietary
habits, and increased reliance on substances—such as smoking or prescribed medications—are
frequently reported among family members (Orford et al., 2013). Other physical symptoms
include anaemia, back pain, asthma, heart palpitations, migraines, and diarrhoea (Orford et al.,
2013). My honours research found that spouses experienced profound sleep disruptions, leading
to extreme exhaustion (Wells, 2021), which resulted in serious health consequences, including

fainting, hair loss, weight loss, and dental issues due to inadequate nutrition.

Johannessen et al. (2022) found in a qualitative study varied physical responses among
participants who had lived with an affected family member for an extended period, including
feelings of exhaustion, fatigue, self-harm, eating disorders, and post-traumatic stress disorders.
Importantly, these observations resonate across diverse cultural contexts, as evidenced by
consistent reports from countries such as Finland, the United States, the Czech Republic
(formerly Czechoslovakia), and South Korea (Student & Matova, 1969; Wiseman, 1991; Yang,
1997). This effect has been shown in a range of addiction substances including alcohol
(Caswell et al., 2011; Laslett et al., 2010). These findings highlight the far-reaching
consequences of addiction, demonstrating its ability to negatively impact the physical health of
not just those struggling with the addiction but also those around them, even outside the

immediate family unit.

Parents are another population affected by a child’s substance use, often enduring severe
physical and emotional health challenges as a result (Smith & Estefan, 2014). The emotional
impact extends beyond the immediate family, with mothers of addicted sons frequently
reporting heightened fear and anxiety (Asante & Lentoor, 2017). Many parents develop health
issues linked to the stress of raising a child with SUDs (Mathibela & Skhossana, 2019; Orford
et al., 2010). Common stress-related conditions include high blood pressure, chronic headaches,

and disrupted sleep patterns (Smith & Estefan, 2014). The constant worry about their child’s
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behaviour and lifestyle imposes considerable emotional and physical strain on parents. As
Teater (2014) highlights, the effects of substance abuse permeate multiple areas—biological,
psychosocial, health, and social—impacting not only individuals but also their families. In

response to these challenges, many caregivers turn to support groups, therapy, or self-care
practices as coping mechanisms to manage the ongoing stress.

The silence of stigma: Family isolation in addiction

Due to the stigma associated with addiction, family caregivers supporting loved ones in
active substance use often find themselves isolated from their social support systems (Condry,
2007; Sampson et al., 2020). Fearing judgement and disapproval, they may withdraw and
become consumed by managing the addiction, hindering their ability to establish new
connections (Cornille & Boronto, 1992; Fathi et al., 2020). This social isolation can manifest in
many ways within family dynamics. Hudson et al. (2014) found that women married to partners
with alcohol use disorder experienced significant difficulties adjusting to social situations.
Participants reported difficulties at work, including impaired performance and strained
relationships with colleagues, withdrawal from social and leisure activities, and increased
dysfunction within their families. The fear of gossip, embarrassment, and unpredictable
behaviour from the addicted relative further exacerbated social withdrawal (Fathi et al., 2020;
Joolaee et al., 2014; Orford et al., 2013; Straussner & Fewell, 2011).

Parents, particularly mothers, often feel hesitant to leave their substance-using child
alone, adding another layer of isolation to their lives (Orford et al., 2010; Wells, 2021). Despite
being in relationships, they frequently feel solely responsible for their children due to concerns
about trust, financial support, and safety (Wells, 2021). This isolation, while detrimental,
becomes a coping mechanism to avoid the sting of stigma—a stark reminder that while support
systems are crucial, they remain out of reach due to societal attitudes. Ironically, research
shows the significant role families can play in aiding recovery (Avery & Avery, 2019).

Families grappling with substance abuse often experience a paradoxical loneliness
despite being surrounded by loved ones. This contradiction arises from their conflicting desires
for privacy and the urge to share their struggles (Lindeman et al., 2022). Lindeman and
colleagues (2022) found that families described the daunting challenge of discussing addiction,

likening it to walking a precarious tightrope. While they yearn for relief and support, the
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pervasive fear of further damaging their fragile familial bonds looms large (Werner &
Malterud, 2016). As one participant described, it was a catch-22 situation—speaking openly
risks tearing the family apart, yet the suffocating silence feels hopeless (Lindeman et al., 2022).
This fear of exacerbating family breakdown manifests as intense silence within the home,
leaving members emotionally distant and grappling with their burdens in solitude (Lindeman et
al., 2022). Schultz and Alpaslan (2020) and Wells (2021) found that supportive partners view
secrecy as a coping mechanism, resorting to deception and fabricating excuses to maintain an
illusion of normalcy, particularly to preserve the family unit. This isolation intensifies feelings
of loneliness and despair, perpetuating a vicious cycle.

To cope with the stigma surrounding addiction, families often resort to secrecy
(Arcidiacono et al., 2009), striving to uphold a positive public image while fearing judgement
from peers and extended family (Lindeman et al., 2022). Keeping secrets becomes a survival
strategy, a desperate attempt to shield themselves from shame (Wells, 2021). The repercussions
of this isolation are extreme. Families lose access to the support systems they desperately need
during such trying times. The silence prevents them from reaching out to friends, support
groups, or therapy, perpetuating the cycle of loneliness and despair. Combating stigma is
essential to ensure families receive the support they desperately need.

The weight of self-blame

One of the most insidious consequences of addiction is the profound sense of
responsibility and self-blame it often fosters within family members. Studies reveal a
heartbreaking pattern of loved ones internalizing guilt for the addict's behaviour (Asante &
Lentoor, 2017; Peled & Sacks, 2008; Wilson et al., 2018).

Parents, for instance, may struggle with feelings of guilt, believing they are somehow
responsible for their child's addiction (Asante & Lentoor, 2017). In Asante and Lentoor’s study,
mothers of sons addicted to methamphetamine reflected on how they might have overindulged
their children, offering excessive material possessions and feeling personally responsible for the
outcome. These feelings extend beyond parenting doubts, with some parents regretting past
decisions and wishing they had been more positive role models for younger children (Asante &
Lentoor, 2017).
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This sense of responsibility extends to partners of individuals struggling with addiction,
who often feel a similar burden. Many partners describe taking on caregiving roles, feeling an
overwhelming duty to manage the situation, but this often leads to guilt and self-blame for
making things worse (Wilson et al., 2018; Wells, 2021). Peled and Sacks (2008) found that
female partners of alcoholics experienced immense self-blame for their loved one's drinking,

compounded by feelings of helplessness, sadness, anger, and a diminished sense of self-worth.

These studies highlight the emotional toll addiction inflicts on families. The burden of
responsibility and self-condemnation can be overwhelming, undermining self-worth and
straining familial relationships. It is crucial to recognise that addiction is a multifaceted disease,
and loved ones are not at fault. Rather than shouldering blame, their focus should be on

prioritising their own well-being and seeking professional assistance to navigate this
challenging journey.

Interpersonal

The negative impact of addiction extends beyond the individual, affecting partners,
children, and extended family members. Substance abuse disrupts family cohesion, fragments
communication, and reduces the ability to adapt to changing circumstances (Shamsaei et al.,
2019). Research also highlights feelings of abandonment, anxiety, fear, anger, concern,
embarrassment, and guilt among family members (Shamsaei et al., 2019). Additionally,
significant differences have been observed in families regarding somatization, interpersonal
sensitivity, depression, anxiety, and phobias, further demonstrating the broad psychological toll
of addiction on the family unit (Shamsaei et al., 2019). The interpersonal costs of addiction
highlight how the behaviour of an addicted family member can strain finances, breed violence,
and erode trust within the household. This broad impact is explored below in terms of finances,

violence, grief, family systems, and the effects on children.

Financial and violent burdens of addiction

Caring for a loved one struggling with addiction places a significant burden on family

members, extending beyond emotional stress to include considerable financial strain. For
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example, in a study on male adolescent methamphetamine users in South Africa, mothers
reported that their sons' habitual stealing drained family resources and led to job losses (Asante
& Lentoor, 2017). Furthermore, much of their sons' income was spent on methamphetamine,
limiting their ability to contribute to household expenses (Asante & Lentoor, 2017). Caregivers,
including mothers and grandmothers, often felt manipulated and blackmailed, unsure of how to
respond to requests for money (Orford et al., 2010).

For spouses supporting an addicted partner, financial challenges, job instability, and
housing insecurity are common (Fathi et al., 2020). One participant in my honours research
highlighted the financial strain, sharing that they couldn’t afford to meet friends for a coffee or
participate in social outings due to lack of funds, deepening their isolation (Wells,

2021). Conflicts over finances and possessions often arise, including scenarios such as buying
items for the addicted relative only to see them sold for quick cash, theft of household items
with sentimental or monetary value, failure to pay rent or contribute to the family budget, or the
addicted individual taking control of family finances, leaving the primary caregiver financially
vulnerable (Orford et al., 2010).

The emotional and financial stress of living with a person prone to unpredictable mood
swings stressful for family members (Fereidouni et al., 2015; Lewis, 2018; Mitchell & Burgess,
2009; Weimand et al., 2020). Research has shown a significant correlation between SUDs and
an increased likelihood of domestic violence, which can affect both children and spouses
(Donohue et al., 2006; Freisthler et al., 2017; Gruber & Taylor, 2006; Hartley, 2002). Johnson
(2004) suggests that common couple violence often stems from relational dissatisfaction or past
grievances, with severity ranging from mild to moderate. Even in the absence of physical
violence, increased aggression, irritability, verbal abuse, and domineering behaviour are
prevalent (Orford et al., 2010). In extreme cases, this aggression escalates to physical

altercations and property damage (Orford et al., 2010). The presence of addiction fosters a toxic
environment within families, jeopardizing the safety and well-being of all members.

Grieving the living: The hidden pain of addiction

Grief is a common experience for family members supporting a loved one
through addiction. Much of the current research examines either the grief experienced by

individuals using alcohol or other drugs, or the experiences of families grieving the death of a
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person who used drugs (Field, 2014; Sampson et al., 2020). However, there is a need for further
investigation into the grief that can arise while a person using drugs is still alive. Emerging
concepts like ambiguous loss and disenfranchised grief offer valuable insights into the unique
challenges faced by families dealing with addiction (Boss, 2010; Sampson et al., 2020). This
discussion explores these concepts and examines their relevance to the experiences of those

affected by addiction.

Boss (2010) defines ambiguous loss as a state where a part of a person remains present,
while another part is definitively lost. This manifests in several ways. An individual might be
physically absent but psychologically present, as is common with missing persons. Conversely,
they might be physically present but emotionally distant due to various conditions like
dementia, mental illness, or substance abuse disorders (Boss, 2010). In the context of substance
use, emotional distance may emerge as a result of personality changes, cognitive decline
induced by substances, or a breakdown in communication and trust (Boss, 2010). This type of
loss presents a unigue challenge — the loved one remains physically present in the family unit,

yet their true essence seems lost or obscured by the addiction (Sampson et al., 2020).

Another important concept is disenfranchised grief (Attig, 2004; Bailey, 2018; Simpson,
2013). Disenfranchised grief arises from societal norms and perceptions that dictate the
perceived legitimacy of certain losses to be openly mourned (Sampson et al., 2020). Individuals
experiencing such losses may be inadvertently denied the acknowledgement or validation of
their grief due to cultural expectations surrounding the significance of the loss (Sampson et al.,
2020). In the context of substance use, the stigma associated with addiction can contribute to

feelings of disenfranchisement, leaving family members struggling to express their grief openly
for fear of judgement or dismissal (Sampson et al., 2020).

Sampson et al. (2020) explored ambiguous loss in families affected by
methamphetamine use revealing a consistent theme of loss among participants. Families
described a profound sense of loss for the person their loved one once was, highlighting the
dramatic personality shifts and behavioural changes brought on by substance use. This grief
extended to the future, encompassing shattered dreams and aspirations — both for the individual
and the family unit. Participants mourned the unrealised potential of their loved one's life,

fearing their ability to maintain a healthy and fulfilling future (Sampson et al.,
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2020). Additionally, families noted a disconnect between the past persona of their loved one

and their current addiction-driven identity, further deepening feelings of ambiguous loss.

The frameworks of ambiguous loss and disenfranchised grief illuminate the intricate and
frequently unrecognised experiences of families confronting addiction. Acknowledging these
distinct forms of grief is a critical first step in developing appropriate support systems and

fostering open communication within families navigating the challenges of SUD.

Family and social support networks

Family Systems Theory, or the family system model, emphasises the interconnectedness
between family members and the influence of external systems on family dynamics
(Olafsdttir, 2020). He conceptualized the family as a complex system of emotional and
relational subsystems, positing that symptoms—whether emotional, physical, or social—are
often adaptive responses to shifts within the family dynamic (Metcalf, 2023). The addiction of
one family member therefore can be viewed as a symptom that impacts the entire family unit.

This perspective underscores the need to understand addiction not merely as an individual
problem but as a multifaceted issue that profoundly impacts family dynamics.

The impact of addiction often radiates beyond the immediate family, disrupting
extended family relationships and contributing to intergenerational stress. Studies on families
dealing with methamphetamine addiction illustrate this ripple effect, showing that addiction can
intensify existing conflicts and create new tensions. For example, Asante and Lentoor (2017)
documented frequent disagreements among parents over how to handle their child's addiction.
In some cases, the aggressive behaviour associated with substance use led to confrontations
with siblings and other relatives, fracturing family unity (Asante & Lentoor, 2017). Research
highlights how addiction may introduce or exacerbate violence within the family, with reports
of verbal abuse, aggression, and physical violence as common challenges faced by family
members (Sampson et al., 2020). These findings underscore the pervasive disruptions addiction

can bring into the family environment, affecting safety, trust, and cohesion.

Beyond the immediate challenges of managing addiction-related behaviour, partners
often grapple with complex dynamics within the broader family network. These dynamics may

include feeling pressure from their own families to abandon the relationship with the person
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struggling with addiction, as well as encountering judgement or conflicting advice on how to
handle the situation (Wilson et al., 2019). Wilson and colleagues (2019) found that such
partners often feel isolated, lacking support and acknowledgment from the extended family,
which can further hinder their efforts to provide meaningful help. This isolation is compounded
when family members do not recognise the severity of the addiction or when they show a

perceived bias toward the person struggling with substance use (Wilson et al., 2019).

Many supporters’ express uncertainty about managing the wide-ranging effects of
addiction, citing a lack of information and resources as a significant barrier (Kane, 2020).
Nebhinani et al. (2013) found that caregivers not only face emotional challenges but also bear
financial burdens due to treatment costs and other addiction-related expenses. In Kane’s (2020)
research, caregivers frequently voiced frustration over the limited public understanding of
addiction, which often prevents family and friends from providing meaningful support.
Additionally, caregivers reported dissatisfaction with healthcare support, noting that many
primary care providers lacked the necessary training to address addiction adequately. Over one-
third of participants (Kane, 2020) encountered barriers to accessing care, including lack of
information, cost, availability, privacy restrictions, and stigma. When services were available,
privacy laws often limited caregivers’ access to critical information about their loved one’s

condition, further complicating their ability to offer appropriate support.

Emotional support, which bolsters self-worth and identity, is crucial for supporters
(Caplan, 1974; Toner, 2009). Kane’s (2020) study found that 34% of respondents reported
receiving constructive emotional support—through listening, offering advice, showing respect,
and validating decisions. This type of support was valued most when provided without
judgement or fear. However, slightly more respondents (35%) indicated receiving little to no
emotional support, describing experiences of misunderstanding from family, friends, and
healthcare providers, as well as receiving negative comments or unhelpful advice on how to
manage the situation (Kane, 2020). This lack of support can negatively affect caregivers,
diminishing their self-worth and eroding their sense of identity (Caplan, 1974). These findings
underscore caregivers' need for increased social support, access to accurate information, and
empathetic understanding (Caplan, 1974; Kane, 2020). Additionally, supporters express the

importance of healthcare professionals being adequately educated about addiction, as well as
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the need for affordable, reliable, and effective treatment options for their loved ones (Caplan,
1974; Kane, 2020).

Children affected by parental substance use

The devastating impact of SUDs profoundly affects families, particularly children
within the household. Data from the National Surveys on Drug Use and Health paints a
concerning picture, revealing that a staggering 8.7 million children aged 17 or younger in the

US were exposed to substance use within their homes between 2009 and 2014 (Lipari & Van
Horn, 2017).

Research by Velleman and Templeton (2003) underscores the long-lasting effects of
growing up in such households. Children exposed to addiction in the family often face
emotional, behavioural, and educational challenges that can persist into adolescence and
adulthood. These adolescents are more prone to early initiation of alcohol or drug use. While
some may develop excessive substance use patterns as young adults, the majority do not follow
the same path as their parents. Instead, they found, many become abstainers or light drinkers,
although they may be more likely to engage in heavy smoking. Living with a parent struggling
with addiction can lead to emotional, behavioural, and educational difficulties during childhood
and adolescence. The constant turmoil and dysfunction can lead to maladaptive coping
mechanisms such as avoidance, shutting down emotionally, self-blame, or feelings of guilt
(Velleman & Templeton, 2003). These experiences can have long-lasting impacts on the mental
and emotional well-being of the children as they navigate their formative years and beyond.

Insecure attachments and behavioural concerns are common among children living with
an addicted parent. Schultz and Alpaslan (2020) found that the emotional distance between
children and their parents struggling with substance use can lead to a lack of meaningful
connections, as these parents may fail to fulfil the role of a warm and reliable caregiver. This
lack of connection stems from the parent's failure to fulfil the crucial role of a positive role
model, one who provides essential warmth, security, and care. Consequently, children of
parents with SUDs are susceptible to a spectrum of adverse emotions, such as guilt, self-blame,

embarrassment, helplessness, anger, and anxiety (Copello et al., 2005; Lander et al., 2013).
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Parental concerns about the effects of addiction on children extend beyond the physical
risks of substance use to the emotional and psychological impacts of exposure to a chaotic and
hostile environment. Research by Wilson et al. (2019) highlights that supportive partners often
express significant worries about their children's well-being, noting instances of verbal abuse,
loss of temper, and belittling behaviours from the parent struggling with addiction. These
partners feel heightened anxiety over their children’s safety, especially when the parent with
substance use issues is left alone with the children, creating a deeply unsettling environment
that can lead to long-term distress for the young ones. Children exposed to such environments
often display signs of emotional distress, either by acting out through argumentative behaviour
or by concealing their true emotions to create a semblance of normalcy. In extreme situations,
some children may even choose to leave home as an escape from the toxic atmosphere (Wilson
et al., 2019). One significant concern among parents is the possibility that their children may
adopt similar unhealthy coping mechanisms, as children often model behaviours observed from
their caregivers (Catalano & Hawkins, 1996). This worry adds to the stress parents feel, as they
fear that their actions may inadvertently teach their children maladaptive responses to stress.

Parental conflict exacerbates these issues, with children witnessing frequent, heated
arguments filled with yelling, insults, and a hostile atmosphere (Wilson et al., 2019). Such
exposure can be damaging to a child’s sense of security, leading to anxiety, depression, and
behavioural problems (Grych et al., 2004). In cases where abusive behaviour is directed at a
partner in front of children, the psychological impact is even more profound, influencing a
child’s future ability to form healthy relationships and regulate their emotions (Barrett et al.,
2016). This ongoing exposure to conflict and aggression can hinder a child's emotional
development and leave long-lasting effects that extend into their adult relationships,
underscoring the need for interventions to protect and support children in these challenging

family situations.

Foster and Macchetto's (1999) study revealed a concerning trend, with children of
parents who abuse alcohol and drugs three times more likely to experience abuse and over four
times more likely to suffer neglect compared to their counterparts in non-substance-abusing
families. These disparities extend beyond the realm of physical harm. Peleg-Oren and

Teichman's (2006) research indicates that children of parents with substance disorders often
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contend with lower socioeconomic status and encounter more challenges in academic, social,
and family functioning compared to their peers. Furthermore, many of these children take on
caretaking responsibilities for their parents and siblings, all while grappling with the profound

effects of stigma associated with their home environment (Avery & Avery, 2019).

The detrimental effects of substance use extend beyond the substances themselves. The
dangers faced by children in homes where methamphetamine or other drugs are manufactured
are concerning. Methamphetamine production frequently occurs within private residences,
exposing children to the hazardous manufacturing processes Messina et al. (2014) observed a
disturbing increase in the number of children brought to emergency rooms due to such
exposures, highlighting a critical public health concern. A report by the National Drug
Intelligence Centre (Horton et al., 2003) reinforces this concern, highlighting that over 2,000
children were found at locations where clandestine methamphetamine laboratories were seized.
Worryingly, 35% of these children tested positive for harmful chemical levels. The report
outlines the direct hazards faced by these children, including inhalation of toxic fumes and
burns from chemicals, alongside indirect risks such as neglect, malnutrition, and abuse (Horton
et al., 2003). Additional challenges include neglect by caregivers who are preoccupied with
drug production, exposure to dangerous weapons, and the heightened risk of sexual abuse. The
physical health consequences for children in such environments are equally concerning.
Symptoms include respiratory distress, agitation, hyperactivity, gastrointestinal issues, chemical
burns, potential brain damage, headaches, and skin and eye irritation (Irvine et al., 1997;
Messina et al., 2014). Kolecki's (1998) review of paediatric patients accidentally poisoned with
methamphetamine revealed common presentations such as tachycardia, agitation, inconsolable
crying, irritability, and vomiting. These findings underscore the heightened vulnerability of

children, particularly infants and toddlers who are heavily reliant on their caregivers for safety
and well-being.

These statistics encompass a wide range of physical, emotional, social, and academic
challenges. Recognising the at-risk status of children in families affected by substance use is

crucial for the development of effective intervention strategies and support systems. Early
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intervention may help mitigate the negative impacts of parental addiction and promote positive

outcomes for vulnerable children.
Societal

Supporting a family member with addiction is further complicated by broader

community and societal issues.

Stigma

Stigma significantly impacts individuals with SUDs and their families. While the term is
widely used, its definition varies. Goffman (2009) describes stigma as an attribute that deeply
discredits a person, reducing them to a diminished version of themselves. Building on this, Link
and Phelan (2001) emphasise that stigma labels, stereotypes, socially separates, lowers status,
and discriminates, often arising within unequal power structures. In addiction contexts, stigma

can be categorized into several types:

1. Public Stigma: Negative societal attitudes and beliefs about individuals with addiction
(Avery & Avery, 2019).

2. Self-Stigma: Internalisation of societal negativity by those with addiction, resulting in

shame and reduced self-esteem (Matthews et al., 2019).

3. Stigma by Association: Stigma experienced by family members due to their

relationship with the person struggling with addiction (Goffman, 1963; Larson &
Corrigan, 2008).

4. Structural: Manifestation of stigma on a systemic level within systems such as housing,
law or education (Hemeida & Goldberg, 2022).

Public Stigma

Public stigma, characterized by negative attitudes and beliefs towards individuals with
SUDs (Avery & Avery, 2019), often stems from misconceptions that label them as selfish,
lacking willpower, or dangerous (Room, 2005; Keyes et al., 2010). These misconceptions

significantly impact the physical, psychological, social, and professional well-being of those
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affected (Avery & Avery, 2019). Major and O’Brien (2005) emphasise the psychological toll of
stigma, noting that it creates unique stressors and emotional distress, primarily due to the loss of
social status experienced by individuals facing such judgement. This stigma intensifies the
marginalization of individuals with addiction, surpassing the stigma faced by those with mental
illnesses or physical disabilities (Corrigan et al., 2009). Alcohol dependence, in particular,
attracts heightened stigma (Keyes et al., 2010), with perceptions of blame and dangerousness

increasing social exclusion and creating significant barriers to seeking treatment (Corrigan et
al., 2009).

Self-Stigma and the Psychological Toll

Self-stigma occurs when individuals internalize society’s negative perceptions, resulting
in harmful self-views and feelings of shame (Avery & Avery, 2019). Matthews et al. (2019)
found that internalized stigma can perpetuate substance use, as individuals may turn to drugs or
alcohol to cope with overwhelming emotions. Shame plays a pivotal role in this cycle, with
research showing that guilt often exacerbates substance use (Flanagan, 2013; Lewis, 2017).
This creates a vicious cycle, where substance use fuels self-blame, making recovery even more
difficult.

Research underscores the disproportionate burden of addiction stigma on individuals
with SUDs. Compared to those with mental illnesses or physical disabilities, individuals with
addiction experience even greater social exclusion and marginalization (Corrigan et al., 2009).

Alcohol dependence, in particular, carries a more intense stigma than many other mental health
conditions, compounding the challenges faced by those seeking help (Keyes et al., 2010).

Stigma by Association: The Impact on Families

Families of individuals with SUDs endure stigma by association, facing societal
judgement and blame for their loved one’s addiction (Goffman, 1963; Larson & Corrigan,
2008). This stigma diminishes the family’s social status and triggers feelings of shame, guilt,
and social withdrawal (McCann & Lubman, 2018). Condry’s (2007) concept of contamination
illustrates how society unfairly holds family members accountable for the actions of their loved
ones. Family members often lose respect and status, facing unjust blame and perceptions of

perpetuating the problem (Corrigan & Miller, 2004). Additionally, they may be viewed as
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contaminated or less capable, and experience deeper shame compared to families dealing with
other mental health challenges (Corrigan et al., 2006; McCann & Lubman, 2018).

Social Stigma and Isolation

The interplay of public, self, and associative stigmas drives individuals with addiction
and their families into social isolation. Facing judgement, families often hide their
circumstances, which worsens their mental and physical well-being (Room, 2005). Orford et al.
(2010) emphasise that the shame linked to addiction severely restricts family members' social
lives, discouraging them from seeking help or sharing their struggles. This secrecy prolongs
isolation, amplifying distress throughout the family unit.

Barriers to Help-Seeking and Long-Term Consequences

Stigma poses a significant barrier to individuals and families seeking professional
support. Supporters indicate that stigma—whether experienced directly, perceived, or
anticipated—discourages them from accessing assistance from healthcare professionals, social
networks, and even their own families (Sampson et al., 2020; Wilson et al., 2019). Fear of
judgement further complicates help-seeking, leading many supporters to avoid available
resources (Sampson et al., 2020; Wilson et al., 2019). Additionally, stigmatizing laws and
punitive policies prioritise punishment over rehabilitation, intensifying these challenges
(Hemeida & Goldberg, 2022). For instance, San Francisco County permits employers to
terminate employees based on past substance use, even when they are sober (Hemeida &
Goldberg, 2022). Keyes et al. (2010) argue that the pervasive societal belief of once an addict,
always an addict, reinforces stigma, prolonging social exclusion even after recovery. This

enduring stigma undermines one of the most powerful motivators in recovery: support from
family.

The evolving understanding of addiction: From moral failing to
chronic disease

The stigma surrounding addiction, intensified by the criminalization of drug use, shapes
public and institutional responses, reinforcing the belief that punitive actions, rather than
medical interventions, are the primary solution to addiction (Avery & Avery, 2019). This
perspective persists despite clear evidence: punitive approaches are ineffective, and the criminal

justice system is not suited for addiction recovery (Duncan et al., 2014). For over 50 years,
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policymakers have staunchly supported the aggressive ‘war on drugs’, allocating more funding
to punitive measures than to expanding treatment options (Avery & Avery, 2019; Lopez, 2017).
This emphasis on punishment is particularly concerning considering the high prevalence of
addiction within prison populations, with estimates suggesting that half of all prisoners in the
United States meet criteria for drug dependence (Karberg & James, 2005; Mumola & Karberg,
2007). Furthermore, despite evidence that addiction is a treatable medical condition, the vast
majority of drug arrests involve possession, not sale or manufacture (Glaze & Boncar, 2002;
Avery & Avery, 2019). While a sizeable portion of the prison population struggles with
addiction, only a small fraction receives treatment. Estimates suggest that 80-85% of prisoners
who could benefit from drug abuse treatment go without it (Karberg & James, 2005; Mumola &
Karberg), 2007. This lack of access to treatment significantly hinders their chances of recovery

and successful reintegration into society.

The case of Portugal offers a compelling example of the success of alternative
approaches (Ford & Bressan, 2014; Hughes & Stevens, 2010). Following decriminalization in
2001, Portugal prioritised treatment and harm reduction, leading to positive outcomes. Hughes
and Stevens (2010) report a decrease in drug-related deaths, lower HIV transmission rates, and
an increase in individuals seeking treatment — all following decriminalization. Portugal's
success is echoed in other European nations like Belgium, Germany, and Spain, which have
adopted some form of decriminalization (Ford & Bressan, 2014).

The National Institute on Drug Abuse (2020) promotes a biomedical model of addiction,
which conceptualizes addiction as a chronic, relapsing brain disease characterized by
compulsive drug-seeking behaviour despite negative consequences. This model emerged as a
counterpoint to earlier perspectives that viewed addiction as a moral failing, advocating for a
shift towards treatment within the medical framework rather than punishment within the
criminal justice system (Pickard et al., 2015). However, the effectiveness of the biomedical
model in reducing stigma surrounding addiction remains a subject of debate. While the model
aims to destigmatize addiction by framing it as a medical condition akin to diabetes or asthma
(Heather et al., 2018), the terminology of disease can itself be stigmatizing (Hammer et al.,
2012). Some individuals report feeling labelled as having ‘weak genes’ or battling a ‘filthy’

condition, suggesting a potential for the stigma to simply shift form. Furthermore, critics argue
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that the disease model undermines personal responsibility, a crucial element for successful
recovery (Davies, 1998; Walker, 2010).

Recent advancements in addiction research have introduced models that integrate both
individual life experiences and broader social influences. One such model, proposed by Maté
(2012), emphasises the role of stress-response mechanisms. Maté posits that adverse childhood
experiences and trauma can alter the functioning of brain regions responsible for attachment,
reward processing, motivation, and self-regulation, leading to maladaptive responses to stress in
adulthood (2012). Building upon this foundation, Lewis (2017) offers a neuroplasticity model,
portraying addiction as a learned habit reinforced by intense motivation and shaped by past
experiences, particularly those rooted in childhood adversity. Lewis likens addiction to
Pavlovian conditioning, where repeated drug use becomes a deeply ingrained habit due to the
powerful reinforcement it provides. This pattern of learned behaviour often coincides with
personality traits cemented by early negative experiences, leading individuals to seek external
sources of comfort and relief (Lewis, 2017).

Neuroscience offers an alternative framework for comprehending addictive behaviour,
contrasting with the perspective of moral weakness often implied by the justice system (Kosten,
1998). By uncovering the neurological underpinnings of addictive behaviour, we gain a more
rational understanding because it shifts the focus from moral judgment to the biological
processes that drive addiction. Neuroscience shows that addiction involves changes to brain
mechanisms involved in decision-making and reward processing, explaining why individuals
with SUDs may engage in compulsive behaviour despite negative consequences (Chandler et
al., 2009). This does not absolve individuals with SUDs of responsibility for any illicit actions
but rather illuminates how addictive substances impact brain mechanisms involved in decision-
making (Chandler et al., 2009). The persistence of neurologic impairments in addiction
underscores its classification as a chronic disease, emphasizing the need for ongoing care
similar to the treatment approach for other chronic illnesses, such as asthma or hypertension
(Baler & Volkow, 2006).

When addiction is framed as a criminal issue, the burden falls heavily on families
(Avery & Avery, 2019; Duncan et al., 2014). This perspective fosters shame and secrecy,

hindering open communication and delaying intervention (McCann & Lubman, 2018). Families
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become isolated, fearing judgement and legal repercussions (Orford et al., 2010; Room, 2005).
Instead of focusing on supporting their loved one's recovery, they grapple with the emotional
and financial strain of addiction-related problems (Asante & Lentoor, 2017; Fathi et al., 2020;
Orford et al., 2010). This misplaced emphasis on punishment creates a lose-lose situation,
neglecting the health of the individual and inflicting significant hardship on their support
system (Karberg & James, 2005; Mumola & Karberg, 2007). Newer models, such as those
proposed by Lewis (2017) and Maté (2012), shift the focus by emphasizing individuals' agency
and capacity for change. These approaches recognise the interplay between individual
experiences and social determinants of addiction, offering a more holistic understanding. This
shift in perspective is crucial for dismantling the stigma surrounding addiction and fostering a
public health approach that prioritises support and evidence-based interventions over

punishment.

The intersection of addiction and domestic violence

Substance abuse and intimate partner violence (IPV) often intersect, particularly in
family settings, creating complex challenges for individuals struggling with addiction and their
loved ones (Chermack et al., 2008; Lipsey et al., 1997). Societal perceptions of trauma and
abuse, along with the nuanced ways these issues intersect, further complicate efforts to
understand and address them effectively. Recognising the interplay between IPV and substance

abuse is essential for developing more comprehensive approaches to intervention and support.

While substance abuse and 1PV frequently co-occur (Chermack et al., 2008; Lipsey et
al., 1997), their connection is not always straightforward. While severe addiction frequently
leads to family conflict, it does not guarantee an escalation to domestic violence (Orford et al.,
2013). Similarly, domestic violence is strongly linked to excessive alcohol, cocaine, or other
substance use, but it can also occur in families where there are no such dependencies (Orford et
al., 2013). This highlights the complexity of the issue, where both problems can influence each

other, but neither is solely dependent on the other.

Supporting someone battling substance abuse can be incredibly challenging, often
involving struggles with IPV (Petra, 2020). IPV is a pattern of controlling behaviours aimed at
dominating a partner. This can manifest as physical, sexual, or psychological abuse, often

accompanied by attempts to control the partner's finances, time, behaviour, and social
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interactions (Pokman et al., 2014; Tanha et al., 2010). The prevalence of such violence is
particularly high among drug users, possibly linked to their disproportionately high rates of past
trauma (Cohen et al., 2003; Edalati & Krank, 2016). This underlying trauma can create a

vicious cycle, where substance abuse fuels violence and past abuse contributes to addiction.

Research reveals a troubling trend: most individuals entering treatment for
methamphetamine dependence report experiencing past or current intimate partner violence
(IPV) as part of their lifestyle, including perpetrating violence themselves (Cohen et al., 2003).
Problems with spouses and intimate relationships are often cited as one of the most apparent
issues among drug treatment programme respondents (Sommers et al., 2006). Moreover, men in
substance treatment centres show far higher rates of IPV perpetration than the general
population (O’Farrell et al., 2003; Radcliffe & Gilchrist 2016). A study on IPV victims found
that perpetrators were more likely to use alcohol and methamphetamine, revealing a troubling
link between substance use and IPV (Ernst et al., 2008). Many children, unfortunately, witness
these violent episodes, facing long-term impacts on their mental health, including increased
risks of anxiety, depression, and future substance use (Ernst et al., 2006; Ernst et al., 2007;
Kernic et al., 2003; McCloskey et al., 2005). This experience often perpetuates a cycle, where
children raised in violent homes may develop substance abuse issues, increasing their risk of
IPV in adulthood.

The impact of IPV particularly affects women. A South African study on
methamphetamine users showed a gender imbalance in 1PV, with women more frequently
experiencing violence from male partners. While both genders reported irritability and
aggression linked to methamphetamine, the study found that women often used violence in self -
defence, highlighting the complexities of abuse in these relationships (Watt et al., 2017). This
gender disparity is further supported by statistics from Iran (Fathi et al., 2020). Here, addiction-
related issues are a leading cause of divorce, often cited by women as the primary reason for
separation. These findings emphasise the devastating impact of addiction on families,

particularly for women who may face violence and choose to leave the relationship.

Despite the strong link between substance abuse and 1PV, current drug policies often
overlook this connection. Instead, policies focus on criminal behaviour, social disorder, and

label affected families as troubled or toxic (Radcliffe & Gilchrist, 2016). Treating violence and
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substance use as separate issues disregards their overlap, leading to several negative outcomes.
First, by viewing families solely as enablers rather than as sources of support, policy overlooks
the critical role they play in recovery (Radcliffe & Gilchrist, 2016). Second, families dealing
with both IPV, and addiction rarely receive adequate support. Lastly, treatment providers lack
clear guidelines on handling IPV disclosures from individuals seeking help for substance abuse
(Radcliffe & Gilchrist, 2016). We need a major shift in perspective, recognising individuals
with addiction as vulnerable and potentially victims of abuse (Cohen et al., 2003; Edalati &
Krank, 2016). This approach could challenge punitive narratives and pave the way for more

comprehensive drug policies that address the complex interplay of substance abuse, domestic
violence, and family dynamics.

The intertwined nature of substance abuse and IPV in family contexts calls for a unified
intervention approach. Research shows their significant overlap and impact on individuals and

communities, emphasizing the need for integrated support systems.

The burden of care: Gender roles and addiction

While societal attitudes towards gender roles within families have changed somewhat
(Scott & Braun, 2009), traditional views persist. Men are still largely seen as the primary
earners, while women are expected to handle caregiving duties (Gershuny et al, 2005; Zuo,
2004). These expectations are reflected in negative evaluations of those who deviate from these
norms. Studies consistently show less favourable views toward fathers who are primary
caregivers and mothers who are the primary breadwinners compared to those who conform to
traditional roles (Brescoll & Uhlmann, 2005; Coleman & Franiuk, 2011; Etaugh & Folger,
1998). For instance, Brescoll and Uhlmann (2005) found that couples with employed mothers
and stay-at-home fathers were judged less favourably, with fathers perceived as less competent
and mothers as more selfish. Similarly, Coleman and Franiuk (2011) reported that women who
continued working after childbirth were viewed with less warmth and less positivity than men

in the same situation.

Some women supporting their spouse through addiction have mentioned the burden of
assuming dual parental roles (Fathi et al., 2020). The mental strain of meeting the needs of their
children, along with their other responsibilities, results in hardship for these women. They

sometimes find themselves neglecting their children's emotional needs while filling the void left
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by an absent father figure (Fathi et al., 2020). This caregiving role, while serving as a coping
mechanism for the supporter, is maladaptive as it enables the using partner to continue abusing
substances with no consequences for their actions (Schultz & Alpaslan, 2020). Some women
report caregiving extending to the needs of not only their own children, but to the biological
children of the substance using partner (Wilson et al., 2019). These struggles illustrate the

broader societal cost of clinging to outdated gender norms within families.

The societal expectation of intensive mothering creates immense pressure for mothers to
be omnipresent and all-knowing when caring for their children (Afflerback et al., 2013; Byrt &
Dempsey, 2020). It is assumed that a mother's constant physical presence and expertise are
crucial for fulfilling a child's needs (Carter & Anthony, 2015). This expectation is particularly
burdensome for mothers supporting partners with addictions, who are left managing the
household, caring for children, and potentially working outside the home (Fathi et al., 2020).
The impossibility of meeting the ideal mother standard in such circumstances often leads to
self-blame and guilt (Peled & Sacks, 2008; Wilson et al., 2018). Social norms like ‘mother
knows best” further cement this pressure, discouraging mothers from seeking external support
or delegating tasks, hindering their ability to cope with the challenges at hand (Cowdery &
Knudson-Martin, 2005).

Orford and colleagues (2010) review the pathologization of family members in
professional discourse, which often portrays wives of individuals with alcohol use disorders as
psychopathological or co-dependent and parents of young adults with substance use issues as
inadequate or abusive. Husbands of women with drinking problems were frequently portrayed
unsympathetically, often stereotyped as abandoning their spouses. Additionally, other
concerned family members, such as siblings, grandparents, aunts, uncles, and cousins, were
typically overlooked in professional discourse until more recent times (Orford et al., 2020).
This negative portrayal continues in both academic and mainstream literature, often relying on
outdated gender roles that place undue blame on wives for their husbands' addictions or

mothers as solely responsible for their children's well-being (Orford et al., 2020).

Parents, particularly mothers, of children with substance use disorders (SUDSs) often
face harsh societal judgement (Avery & Avery, 2019). Substance abuse is commonly attributed

to character flaws, leading to the assumption that parents have failed in instilling proper morals
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and values in their child (Avery & Avery, 2019). This aligns with the societal expectation,
particularly for mothers, to be the primary caregivers and moral compasses of the family
(Gershuny et al., 2005). Research shows that many parents feel blamed for their children’s
addiction issues, and public attitude surveys indicate that a significant portion of people think
parents are at fault for not preventing their children’s substance abuse (Francis, 2012).
Similarly, studies indicate that parents of children with hidden disabilities, including SUDs, feel
labelled as bad parents (Francis, 2012; Struening et al., 2001). Accusatory remarks, such as
being labelled an enabler when seeking support, further solidify families' belief that they are
responsible for their loved one's addiction (Avery & Avery, 2019). These negative judgements
further reinforce the belief that parents, especially mothers, are responsible for their children's
behaviours (Francis, 2012; Struening et al., 2001).

Addiction’s impact on families is profound, often resembling trauma with lasting
psychological, social, and physical health consequences (McGovern et al., 2020). These effects
contribute to interpersonal conflict, financial stress, caregiving burdens, and family discord.
Furthermore, the strong link between substance use and IPV highlights the need to address
these issues together. Intervention studies show that supporting all family members can
improve outcomes, but support systems must be carefully tailored to avoid unintended negative
consequences and account for the complexities of individual family dynamics (McGovern et al.,
2020). Families are often the hidden victims of substance abuse, bearing significant emotional
and financial burdens (Barnard, 2006; Orford, 2017). This underscores the urgent need for
better support systems and resources to help families navigate these challenges (Caplan, 1974;
Kane, 2020).
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Chapter Three: Methodology

This chapter will begin by outlining ontological and epistemological assumptions
followed by the rationale for using narrative inquiry. The data collection procedures are then
outlined followed by ethical considerations, reflexivity and data analysis.

Constructivism

This study delves into the intricate world of women supporting partners battling
methamphetamine addiction, employing a constructivist approach. Constructivism views 'truth’
as a product shaped by socio-cultural factors and the perspectives of observers (Shaffer &
Robbins, 1991) and recognises that reality is not a fixed, objective truth but a dynamic tapestry
woven from individual experiences and social contexts (Crotty, 1998). Scientific truths, much
like personal narratives, are constructed, maintained, and revised through the interaction
between social influences and belief systems, echoing the broader scientific understanding that
reality is a social and cultural production (Casti, 1989). Thus, ontologically constructivism
suggests that there are multiple realities and each of these realities comes from the
‘construction’ of meaning and understanding. These meanings adapt based on an individual’s
context, knowledge, attitudes, previous experience, and beliefs (MacLeod et al., 2023).
Qualitative research focuses on interpreting the meanings participants attach to their
experiences (Denzin & Lincoln, 1998), while constructivism emphasises the value of
knowledge for navigating a world where truth is relative, shaped by individual and social
perspectives (Finlay, 2006). In the same way that therapists working within systems theory
have used social constructions as both conceptual and clinical tools (Shaffer, 1991), this study

treats participants' stories as windows into the complex interplay of individual experience and
larger social dynamics.

Epistemologically, this approach embraces the interconnectedness between the
researcher and the world being studied (Hein & Austin, 2001). The researcher, abandoning the
notion of absolute objectivity, acknowledges that their worldview may shape the research
process. (Hein & Austin, 2001). Instead, the study facilitates a co-construction of knowledge
with the participants (Crotty, 1998), mirroring the constructivist idea that reality emerges

through ongoing social interactions. Through dialogue, the research aims not merely to gather
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data but to guide participants in sharing their unique stories, recognising these narratives as
valuable contributions to understanding addiction and its impact. This was important for this
research as reflexivity and sense making of my own position (addressed in the reflexivity
section) in relation to the stories is important to acknowledge. This is important in this research
project as the study recognises that the participants’ realities are subjective and shaped by the
stories they tell about their journeys (Sikes & Gale, 2006). These narratives—shared through
in-depth interviews—illuminate the unique experiences, while also acknowledging the
influence of social and experiential factors within their specific contexts (Guba & Lincoln,
1994). Just as mental health practitioners have increasingly embraced the constructivist idea
that knowledge and meaning are socially constructed, this study applies these principles to
better understand the personal and relational dimensions of addiction within the lives of women
and their families (Efran et al., 1988).

Constructivism is well-suited for an ecological and narrative approach to understanding
the effects of addiction on families and the experiences of women supporting partners with
addiction. While social constructionism would offer a similar perspective to understand the
same phenomenon, constructivism typically allows for the interpretation of meaning derived
from both environmental objects and social interactions. In contrast, social constructionism
maintains that meaning cannot be derived directly from objects (Crotty, 1998; Kim, 2001).
Therefore, constructivism is a fitting choice for this research, as it is better suited to
acknowledging the interactions of participants with tangible structures like the justice system
and legal frameworks. This approach recognises that each participant actively constructs
meaning as they navigate the complexities of supporting partners with addiction over time.
Their experiences are shaped by social contexts, including the stigma surrounding addiction and
the framing of addiction as a legal issue within the justice system. Additionally, all participants
in this study are mothers, and the experience of mothering is influenced by societal norms and
expectations, which emphasise the importance of protecting children and fulfilling parenting
roles. It is crucial to understand that mothering occurs within a family system, making it
essential to consider these dynamics as well. Furthermore, this approach acknowledges the
tangible physical, social, and psychological impacts on women. These effects are genuine and
vary among individuals, as each woman's social context is unique, leading to no singular truth

across their experiences.
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Constructivism has provided a useful lens for understanding substance use in previous
research (Burrel, 1999; Eriksen et al., 2022), suggesting that people's experiences and
relationships with substances are shaped by meanings they construct both personally and
socially. Within this framework, substance use is interpreted as part of a person's efforts to
anticipate and manage future challenges (Burrel, 1999; Eriksen et al.,2022). Although the
processes involved in substance use are often implicit, substance users are regarded as active
agents who, even when feeling out of control or struggling to understand their behaviour,
possess a level of awareness that may exceed their ability to express it (Burrel, 1999). From an
evolutionary constructivist perspective, substance-centred identities (addictions) develop as part
of an individual’s ongoing efforts to create meaning and adapt within perceived social
environments (Burrel, 1999). In constructing meaning through narrative, people reshape past
experiences and events within various social frameworks, emphasizing elements they consider
significant, while also defining their role within the story and shaping specific social
identities (Larsson et al., 2013a, 2013b; Riessman, 1993, 2008). Thus, this constructivist
approach can similarly provide valuable insights into how female partners of individuals with
addictions construct their lived experiences, uncovering the depth and complexity of their
realities beyond simplistic or one-dimensional portrayals. This perspective has significant
implications for theory, research, and practice. It encourages a more nuanced exploration of
individuals' relationships with substances, emphasizing the subjective meanings they attach to
their experiences. In research, this lens can inform methodologies that centre participants'
narratives and personal insights. In practice, it highlights the need for interventions that respect

individuals' agency and focus on fostering meaning-making processes, supporting healthier
adaptations to life's challenges.

Narrative Inquiry

Narrative Inquiry is the ideal method to explore the lived experiences of women
supporting partners through addiction. It allows them to share their stories in their own words,
revealing complexities unseen in traditional research methods (Oliver, 1998). This approach
also aligns well with the constructivist perspective, which emphasises the importance of
subjective experiences in shaping our narratives (Shaffer & Robbins, 1991). Narrative is

inherent to human existence. We construct meaning through the stories we tell ourselves and
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others (Bruner, 1994). Narrative inquiry prioritises this process, offering a rich lens to explore
human experience (Oliver,1998). Stories invite multiple interpretations, creating a tapestry of
potential meanings (Oliver, 1998). Narrative analysis acknowledges the researcher's
positionality as a collaborator, fostering trust and encouraging participants to share their unique
stories (Lincoln, 1996). This co-constructed style recognises that meaning emerges from the
interplay between researcher and participant (Oliver, 1998). Narrative analysis takes an
inductive approach, identifying themes from the data and allowing relationships to emerge
organically (Polkinghorne, 1995). It aims to construct a holistic narrative that weaves together
individual stories, illuminating the context that shapes their experiences. This approach
provides not only ‘what’ happened but also ‘when’ and ‘why,’ revealing motivations, choices,
and outcomes (Oliver, 1998).

Narrative analysis offers a compelling approach for this research as unlike quantitative
methods, which often rely on standardized questionnaires, narrative analysis delves into the rich
tapestry of context, illuminating the intricate web that connects each participant experience to
the broader cultural and historical backdrop (Oliver, 1998). The importance of physical settings
and sociocultural forces that shape each participants life are given importance within this
method. For instance, women in a geographically isolated community with limited access to
support groups may face unique challenges compared to a woman in a more urban setting with
readily available resources (Douthit et al., 2015). The narrative framework allows researchers to
explore such contextual nuances, providing a more comprehensive understanding of the lived
experience (Oliver, 1998). Furthermore, this method allows the researcher to move beyond a
one-dimensional view of the woman and her family. Characters are understood as individ uals
with complex histories, motivations, and social roles (Oliver, 1998). Narrative analysis can
therefore be used to explore the development of the addiction over time, the internal struggles
of participants, and the societal pressures that may have contributed to their situations.
Additionally, the woman's background can be examined. Did she witness addiction in her own
family? Has she dealt with her own traumas? Understanding these facets of their identity’s
sheds light on their choices and interactions within the relationship. Similarly, narrative analysis
places emphasis on the narrative structure or plot as a valuable tool for understanding how past

experiences shape the present. The choices the woman makes, the conflicts she encounters, and
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the ways she seeks support all reveal how her past has influenced her approach to supporting

her partner.

By delving into these interconnected elements of setting, character, and plot, narrative
analysis offers a nuanced and comprehensive understanding of the lived experiences of women
supporting partners with addiction. This approach transcends the limitations of quantitative

data, revealing the complexities of these women's lives, the societal and cultural factors at play,
and the unique challenges and triumphs they face on this journey.

Procedure

Recruitment and participants

This research project builds upon the findings of my Honours thesis titled Insight into
the impact of methamphetamine addiction on families (Wells, 2021). This explored the
experiences of women supporting partners through addiction and used an Interpretive
Phenomenological Analysis methodology. The current project sought to expand on this work by

employing Narrative Inquiry to gain a deeper understanding of the lived narratives of these
women.

The sensitive nature of the topic, methamphetamine addiction, necessitates a recruitment
strategy that acknowledges the associated stigma (Avery & Avery, 2020). Snowball sampling, a
technique where initial participants refer potential candidates who meet the study criteria, was
deemed most appropriate due to its effectiveness in reaching hidden populations (Orford et al.,
2005). The initial recruitment attempt involved contacting previous participants from the
Honours project to inquire about potential referrals. While this yielded one initial expression of

interest, the participant withdrew upon encountering the formality of the consent form.

Following this, a broader approach was adopted by reaching out to a Facebook group,
NZ P Pull, a grassroots organisation dedicated to supporting whanau (extended family) affected
by methamphetamine use. An introductory post (See Appendix A) was created outlining the
research project, eligibility criteria, and participant compensation and providing a link to the
information sheet (See Appendix B). The post emphasised the researcher's personal experience
in supporting individuals struggling with addiction and the goal of reducing stigma through

increased understanding. The inclusion criteria were as follows:
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e Partner or ex-partner of an individual with a past methamphetamine substance use issue.

e Shared parenthood with this partner or ex-partner to one or more children

e Consider yourself to be in a good place to take part —i.e. in a place of well-being, no
significant mental health distress.

e Have not used methamphetamine.

e Currently reside in Auckland, New Zealand or lived in New Zealand during the affected
period.

e Participants of any ethnicity are invited to participate; however, the interviews will be

conducted in English.

This approach generated greater interest, with numerous inquiries received through
Facebook messenger. However, a recurring challenge emerged: potential participants expressed
hesitance upon receiving the consent form (See Appendix C). It was hypothesised that the
perceived formality of the document might act as a deterrent. In response, the research protocol
was adapted to allow for verbal consent at the interview outset, with participants receiving a
copy of the transcript for review and the opportunity to provide written consent for information
use at that time. The initial Facebook recruitment led to two interviews, after which a snowball
effect emerged. One participant referred a friend from a Nar-Anon support group, resulting in
two additional participants. A combination of snowball sampling and the Facebook post yielded

a total of four participants.
In total four women were interviewed from across the North Island of New Zealand.

Emily (participant alias) is a woman who became aware of her partner's
methamphetamine use approximately six months after the birth of their child. Following
her partner's admission, she immediately ended the relationship. Emily estimates her
partner had been using for 6-7 years prior to their separation, though she acknowledges
there were periods throughout their relationship where she suspected use. Emily

describes multiple attempts to leave the relationship before finally ending it.

Hannah (participant alias) entered a relationship with her partner while he was
in recovery from addiction. Hannah herself works in the addictions field and was aware

of her partner's past struggles. Despite this knowledge, the couple married and had one
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child together. Their relationship cycled through periods of sobriety and relapse for her

partner. Hannah made the decision to separate, though they remain co-parents.

Sarah (participant alias) ended her relationship with her partner nine months
after the birth of their child. They are no longer together.

Sophia (participant alias) remains in a relationship with her partner, who is
currently sober. Her partner has a long history of methamphetamine use, characterized

by extended periods of both addiction and recovery.

Interviews

Upon initial contact with participants via the Facebook post, | provided them with an
information sheet (See Appendix B) detailing the project's outline, selection criteria, and
potential risks. After they contacted me to express their interest in participation, to ensure their
understanding, | sent a follow-up copy of the information sheet asking them to ensure
eligibility. Following confirmation of eligibility, each participant was informed of the
anticipated interview duration. Expressing gratitude for their interest, | provided them with
ample time for deliberation to ensure informed consent, leaving them with the confid entiality
agreement (See appendix D) and consent form (See Appendix C) to sign and return. Moreover,
| reassured each participant of the option to address any reservations or queries, emphasizing
the possibility of granting consent verbally at the outset of the interview. Of the participants,
two opted to return the forms, while the remaining two provided verbal consent. To maintain a
casual rapport and facilitate pre-interview rapport building, communication channels such as
texting and Facebook Messenger were utilized. After receiving the forms, or a request for
verbal consent, | arranged a time that would best fit each person for the interview to take place.
To further enhance participant comfort, participants were offered the option to have whanau
members or other support persons present during the interview, though none utilised this
option. A general interview guide (See Appendix E) outlining potential topics was also
provided. Considering participant safety and the need for a quiet recording environment, Zoom
was chosen as the primary interview platform. While alternative options such as in-home
interviews or library meeting rooms were initially considered, Zoom offered greater
accessibility for geographically dispersed participants and avoided potential power imbalances

associated with university settings.
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The interviews commenced with introductory remarks aimed at establishing rapport and
fostering a relaxed atmosphere. Prior to delving into substantive matters, | explained my
personal interest in the topic and previous experiences supporting partners and loved ones
through addiction to engender a sense of trust. Emphasizing confidentiality, | reassured
participants that all identifiable information would be redacted. Participants were reminded of
their prerogative to terminate the interview or abstain from answering any questions they found
discomforting. Subsequently, consent for recording the session was obtained, with an assurance
that participants would be provided with a transcript for review. Participants were granted

autonomy to suggest edits as deemed necessary.

The interview guide was the same for each participant though there was flexibility
around this to accommodate the natural flow of conversation. The semi-structured format
permitted participants to articulate their narratives in a manner conducive to their comfort. The
interview guide was designed with general opening questions that encouraged the participant to
discuss their experiences of life with their partner. Questions then moved on to discussions
around any support they accessed or needed. Closing questions aimed to end on a positive note

by asking if there were any positives that came from the experience and what they would like
other women in their situation to know.

Following each interview, participants received a copy of their transcript and the
consent form for their review and signature. All interviews were transcribed verbatim. Any
identifying information was removed to safeguard participant anonymity and mitigate concerns
surrounding societal stigma. Once satisfied with the transcript's accuracy, participants signed

and returned the transcript release authority form (See Appendix F). Notably, no participant
requested transcript modifications.

Reflexivity

Qualitative research inherently relies on the researcher's interpretation of data, making
reflexivity a critical tool to ensure the rigor and quality of the work (Berger, 2015; Dodgson,
2020). This introspective practice fosters trustworthiness by acknowledging the researcher's
positionality and how it may influence the research process, outcomes, and participants (Berger,
2015). This process entails continual internal dialogue and critical self-evaluation of the

researcher's positionality, along with an acknowledgment that this position may influence the
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research process, outcomes, and participants (Berger, 2015). Furthermore, reflexivity promotes
relational ethics through a collaborative approach to knowledge construction alongside
participants (Crotty, 1998; Hein & Austin, 2001). Aligned with the research paradigm of
constructivism, the researcher's role is collaborative, focusing on the co-construction of
knowledge with participants (Crotty, 1998; Hein & Austin, 2001). Additionally, the researcher
acknowledges their own background and its shaping of interpretations, prioritizing participant
voices (Gadamer, 1976).

My interest in this topic stems from my insider status; rooted in my firsthand
experiences as both a supportive partner and a witness to familial struggles with
methamphetamine addiction. While my role as a supportive partner did not entail parenthood, it
provided me with intimate insights into the complexities of addiction and the toll it takes on
individuals and their relationships. | also witnessed my father struggle with methamphetamine
addiction. Occupying the roles of a supportive partner and a daughter has shaped my beliefs
about addiction and granted me insight into living with someone in its throes. These roles
shaped my perspectives on addiction as a multifaceted issue that extends beyond the individual.
These experiences have profoundly influenced my perspective, igniting a passion to challenge
the stigma surrounding methamphetamine addiction and advocate for a more compassionate
approach rooted in mental health support rather than punitive measures. This passion propelled
me to embark on my previous Honours research project, and the desire to delve deeper led me

to expand this research by interviewing more women affected by methamphetamine addiction.

In conducting my research, | was acutely aware of the need to prevent my own
experiences from unduly influencing the interpretation of participants' narratives. Therefore, |
conducted flexible semi-structured interviews, allowing participants to express themselves
freely without my biases interjecting. Furthermore, 1 made a conscious effort to refrain from
interrupting participants, ensuring their voices remained authentic and uninfluenced by my own
opinions. Following each interview, | engaged in reflective journaling to capture any emerging
thoughts or emotions. This practice of notetaking persisted throughout my research journey,
serving to maintain a clear distinction between the voices of participants and my own
interpretations, as recommended by Smith and Eatough (2012). Recognising the inevitable

influence of my background on my interpretations, | embraced the importance of
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acknowledging and navigating this influence, echoing the sentiments of Packer (1985). This
process of introspection, often referred to as "turning your gaze to the self" (Shaw, 2010, p.
234), holds significant weight in qualitative narrative research. It underscores the recognition of

how individual-world interactions shape and give rise to diverse realities, as highlighted by
Laverty (2003).

Moreover, | remained mindful of how my background as an insider in this context
inevitably shapes my interpretations. Embracing the notion of self-reflection advocated by
scholars like Packer (1985) and Shaw (2010), I continuously examined my biases and
preconceptions, acknowledging their potential impact on my analysis. | also remained steadily
in contact with my supervisor to query any thoughts that arose while engaging in analysis. This
process of introspection, integral to narrative research, allowed me to navigate the intricate
interplay between individual experiences and broader social realities (Laverty, 2003). While my
insider status facilitated rapport-building during interviews, it also presented challenges during
analysis. Striving to maintain impartial, | centred my analysis on the participants' narratives,
recognising the nuances and unique aspects of each individual story. This approach ensured that

my interpretations remained grounded in the participants' lived experiences, rather than
overshadowed by my own perspectives as a supporter.

In essence, my journey as a researcher navigating the complexities of methamphetamine
addiction has been guided by a commitment to ethical inquiry, reflexivity, and a steadfast

dedication to amplifying the voices of those impacted by this issue.

Ethics

This research was created in line with the standards of the Massey University (2017)
Code of Ethical Conduct for Research, Teaching and Evaluations Involving Human
Participants. The original ethics approval for my Honours thesis (NOR20/20) was extended to
my Masters research due to the similarity in research questions and the building upon previous
work. Minor amendments were made to the information sheet, advertising, and interview
schedule to reflect the expanded scope of the Masters project. The Masters data was collected in
2022, ensuring the continued validity of the ethics approval. To better align with the revised

research focus, a minor amendment was obtained to transition from Interpretive
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Phenomenological Analysis to Narrative Analysis. This methodological shift provided a more

suitable framework for exploring the narrative dimensions of the research topic.

In conducting this research, ethical considerations were paramount and consistently
addressed throughout the peer review process. Emphasis was placed on ensuring cultural
competency, especially with regards to Maori participants. To achieve this, a dedicated meeting
was convened with Dr. Pikihuia Pomare, a Massey University Kaupapa Maori lecturer, whose
expertise provided invaluable guidance on navigating cultural nuances throughout the research
design, data collection, and analysis. In the case of Maori participants, we would have sought
out further cultural advice throughout the process. This would involve collaborating with a
designated cultural advisor throughout the research process to ensure alignment with
participants' values and beliefs. Finally, the Te Ara Tika Guidelines for Maori Research Ethics
(Putaiora Writing Group, 2010) served as a cornerstone for the research's ethical framework. A
thorough review and understanding of these guidelines ensured adherence to the principles of
reciprocity, mana enhancement, whanau (family) involvement, and rangatiratanga (self-

determination), thus fostering a culturally competent and ethical research approach.

An important ethical consideration throughout this study was due to the inherent
vulnerability of the participant population, particularly concerning potential experiences of
domestic violence and the potential for distress arising from discussions about partners'
methamphetamine use. To mitigate these risks, safety plans were collaboratively developed
with each participant, and they were empowered to choose the interview time, ensuring a safe
and comfortable space for open communication. Interview schedules were adapted to

accommodate childcare needs, and interviews were paused if children entered the room.

The anticipated benefits of the research extend beyond the participants themselves. By
gaining a deeper understanding of mothers' perspectives on addiction and recovery within their
families, the research aimed to shed light on a previously under-explored aspect of the issue.
Furthermore, it provided a platform for women to share their experiences, giving voice to a
perspective often unheard in discussions about addiction. This could contribute to a reduction in
the stigma surrounding methamphetamine use and substance abuse in general, fostering greater
public understanding of the broader societal impacts of addiction. Finally, the research

acknowledged the potential therapeutic value of the interview process itself, allowing
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participants to discuss their experiences in a safe space and potentially derive a sense of

empowerment from knowing their stories could contribute to helping others.

Data analysis

The interviews were recorded using Otter software and automatically transcribed. To
ensure accuracy and maintain a close connection with the data, the audio recordings were
played while editing the automated transcripts for each participant. This process involved

listening to the audio files, verifying the accuracy of the transcripts, and then reading and
analysing the transcripts.

As | reviewed each interview, | began to engage more deeply with the stories, paying
attention to their structure, function, and meaning. In narrative analysis, the focus lies on how
people make sense of their experiences through storytelling (Wong & Breheny, 2018). Stories
are a natural part of human cognition because we are socialized through them from childhood.
However, stories do not simply chronologically list events—they are crafted to convey
meaning, shaping how individuals present their identity and expect others to understand them
(Riessman, 2008). The narratives people share provide insight into the unspoken rules of social
interaction, as they reflect the broader narratives of the societies in which we live (Crossley,
2008). This immersion in data therefore deepened through detailed readings and re-readings,
defining, refining, and elaborating on each previous analysis. Key quotes were highlighted and
annotated with my ideas and opinions using Word's comment function. | initially analysed each
transcript separately and then compared them, noting similarities and differences in participant

experiences.

Narratives operate simultaneously across multiple levels, and separating these levels
allows researchers to see how personal stories connect with broader social narratives (Wong &
Breheny, 2018). In narrative psychology, the focus starts with individual stories—accounts of
everyday experiences that sequence events over time and often imply causal relationships
between them (Murray, 2003; Polkinghorne, 1995). However, narrative analysis also requires
shifting from individual accounts to comparisons across all participants. Not every story or
narrative theme will be included in the final analysis. Instead, the researcher must select the
narratives that best address the research aims rather than attempt to summarize everything

participants shared. Therefore, initial insights were organized in an Excel document under three
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broad categories: Personal, Interpersonal, and Societal. These categories were informed by
Murray's (2000) narrative analysis framework in health psychology, which outlines four
interconnected levels of analysis: personal story, interpersonal, positional, and ideological. |
also drew on the work of Stephens and Breheny (2013), who combined the positional and
ideological levels into a public level, distinguishing between personal narratives (individual
experiences) and public narratives (societal beliefs about relationships and moral positioning).
This framework helped structure the analysis, revealing how personal stories are intertwined
with the broader narratives available in society. By focusing on both individual and collective

meanings, the narrative approach provided a deeper understanding of how participants interpret
their experiences within their social contexts.

For this study, | therefore adapted Murray (2000) and Stephens and Breheny (2013)
frameworks to better capture the complexities of participants’ narratives. My revised

framework focuses on three key levels:

o Personal Narrative: This level reflects the individual's personal story, encompassing

their thoughts, emotions, and physical sensations at the time of the events they describe,
along with their interpretation of these experiences.

o Interpersonal Narrative: This level delves into how participants position themselves
within their narratives in relation to others, focusing on the dynamics and power

structures within their relationships.

o Societal Narrative: This level explores the influence of public narratives on the

participant's moral and social identities, examining how shared social narratives have
shaped their story and understanding of their experiences.

This refined framework allowed for a nuanced analysis of the participants' stories,
providing insight into how the women make sense of their experiences within personal,

relational, and social contexts.

As | progressed in categorizing the data, it became apparent that an additional category

was necessary—one that did not fit neatly into the existing headings. | introduced Co-
dependency as a new category and grouped relevant quotes and ideas under this theme.
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To explore these broad categories further, I identified subthemes within each main
theme—Personal, Interpersonal, Societal, and Co-dependency—based on recurring patterns and
thematic connections in the data. This iterative process helped to clarify the relationships
between themes, deepening my understanding of the narratives shared by participants. The
themes and subthemes are outlined below:

Personal:

Mental health and stress
Disbelief, denial, manipulation

Isolation, fear, judgement

H Lo

Working in mental health
Interpersonal:

Relationship with partner
Role as mother
Friendships

Extended Family
Children

g > D

Societal:

Definitions of abuse
Available support and usefulness
Shame and stigma

Framing of addiction

a > D

Justice system and legal issues
Co-dependency:

1. Addiction and recovery

2. Carer role, gendered compassion, managing a household, learning to put self first

By breaking down these categories into subthemes, | was able to gain a more nuanced
understanding of the participants' narratives and the complexities of their experiences. With

these general ideas in mind, | set out to write the analysis section. Extracts were carefully
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selected based on their contribution to the overall narrative. As the writing and editing process
progressed, the themes were refined and honed to accurately represent the data. This inductive
approach allowed for a more authentic and narrative driven analysis, ensuring that the findings

were grounded in the participants' experiences.
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Chapter Four: Analysis

This section maintains the structure of the literature review to ensure continuity.
Accordingly, it is organized following the previously used framework of the ecological model,
beginning with themes at the personal level and subsequently addressing interpersonal and
societal influences. However, the final section introduces a distinct theme that emerged with
particular significance, meriting focused exploration. This section examines participants'

narratives of co-dependency in depth.

Personal

This theme explores the personal experiences of participants supporting their partners
and the resulting consequences. The following sub-themes delve into the profound mental and
physical health challenges experienced by supporters. Participants candidly shared their
struggles with anxiety, stress, and trauma, highlighting the devastating emotional toll of their
relationships. The interconnectedness of mental and physical well-being was evident, as
participants described the manifestation of psychological distress in physical symptoms. These
stories also illustrate the complexity of recovery, marked by shifts from chaos to stability, as
well as the lasting emotional challenges, including loneliness and self-doubt. The accounts
demonstrate how addiction erodes trust, distorts reality through manipulation, and isolates
individuals socially and emotionally. Additionally, participants with mental health expertise
confront the painful gap between professional knowledge and personal experience, grappling
with feelings of guilt and helplessness. This chapter thus explores these themes, illuminating
the nuanced realities of individuals navigating the intertwined challenges of intimate
relationships and addiction.

Vicious cycles: Addiction, anxiety, and physical decline in intimate
relationships

Participants revealed the intricate link between mental and physical health in intimate
relationships, describing struggles with anxiety, stress, and trauma. All participants’ stories

highlighted the significant emotional toll of their partnerships, illustrating the extreme
psychological turmoil they experienced.

53



Hannah candidly expressed the debilitating impact of anxiety stemming from her

partner’s addiction:

Hannah: The level of anxiety that | experienced, the panic, flashbacks and the
level of trauma is definitely a result of his addiction.

Similar experiences of panic and anxiety were outlined by Sarah:

Sarah: Back then, I was in such a state of stress and fight/flight mode, constantly

waiting for the next thing to happen.

The incessant presence of anxious thoughts, coupled with mood fluctuations, disrupted
sleep, and eating patterns, underscored the extreme disruption to Hannah's mental equilibrium.
She further outlined how this created a vicious cycle of overeating as a coping mechanism:

Hannah: The eating thing is kind of like a double-edged sword. It's either you
don't eat at all, or you overeat because you want to compensate for how shit you

feel.

Sarah's testimony echoed Hannah's sentiments, highlighting a continuous state of stress
and hypervigilance precipitated by the unpredictable dynamics of their relationships. Chronic
stress, pervasive anxiety, and overwhelming sadness permeated Sarah's existence, interspersed
with bouts of intense rage and a deep sense of helplessness. Sarah's description of lying beside
her partner, consumed by a volatile mix of emotions, poignantly illustrated the emotional

turmoil festering beneath the surface:

Sarah: Chronically stressed, chronic worry. Lots of anxiety. Lots of sadness. |
remember so much rage, but I couldn't expel it. I remember lying next to him
and just wanting to kill him. No, but you know, just being that enraged. And that
sad, yeah, just that heaving with emotion.

The intimate connection between mental and physical well-being was further
underscored by accounts of physical symptoms arising from prolonged exposure to stressors
within the domestic sphere. Sarah's admission of memory lapses and Sophia's harrowing

depiction of physical deterioration and familial distress painted a stark picture of the toll
exacted by chronic stress on overall health.
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Sarah: | don't have tangible memories because | was in this state all the time.

So, I didn't have any ability to retain any kind of information and the things that
I remember are fucking awful.

Sophia: I lost 23 kg in two weeks. That put me in hospital. Because | was trying
to eat, but I'd want to vomit because the stress was that big in me. I'm a pretty

strong resilient person but this this took my feet out from underneath me.

These experiences underscore the extreme impacts of supporting a partner through
addiction, drawing direct lines between stress and physical side effects. Furthermore, Sophia's
narrative reveals the collateral damage inflicted on her children, who witnessed her suffering
and distress.

Sophia: My children were watching me cry all the time. My children were upset

all the time. Because | just didn't know how or where to get help.

Participants’ inability to seek help exacerbated the sense of helplessness and isolation,
compounding the trauma experienced. Additionally, the strain of addiction intensified existing
stressors, such as the demands of parenthood. Emily recounts the impact of her partner's
addiction on her sleep patterns, exacerbated by the stress and frustrations of early parenthood.
She reflected on how ignorance of her partner's drug use during her pregnancy may have
shielded her from additional stress, highlighting the delicate balance between self-preservation
and the well-being of her unborn child.

Emily: I'm kind of glad that | was a little bit in ignorant bliss during my
pregnancy. | feel like | had quite a good, healthy pregnancy, and if | had found
out about my partner's drug use during my pregnancy, | think that would have
like, really affected my baby.

Notably, Sarah illuminated the lasting impacts of trauma and how this manifested as
physical symptoms. Physiological responses to trauma, such as trembling and heightened
arousal when facing perceived threats emphasise how experiences from her intimate
relationship influence Sarah's present reality. Despite making strides in her personal healing
journey, Sarah acknowledged the persistent nature of the body's stress response, and the

ongoing effort required to manage its impact long after leaving her partner.
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Sarah: I'm just constantly in a state of high alert, even now, with my own
recovery stuff...and my body manifests that trauma. If I think that he's starting to
get a little bit crazy | start to shake or my teeth will chatter, things like that. My

central nervous system remembers, still reacts in the same way. | can pull myself
out and recover faster these days but it's still a lot of work.

All participants' stories underscored the multifaceted impact of supporting a partner
through addiction on one's mental and physical health. From destabilizing emotional well-being
to manifesting distress in physical symptoms, participants' accounts emphasised the extreme
and long-lasting impact of their experiences. The participants also started to highlight how their
own individual suffering was witnessed by their children, pointing to potential intergenerational
consequences. This complex interplay between individual struggle, family well-being, and
long-term health outcomes signals the urgent need for more holistic approaches to wellness and
recovery.

Broken promises to balanced lives: Stories of transformation

This theme provides insights into participants transformative journey from chaos to

stability, marked by shifts in daily life, coping mechanisms, and emotional well-being.

Sophia reflected on the tumultuous nature of her past days, characterized by
unpredictability and broken promises, contrasting sharply with her current experience of a more
balanced and structured routine. She described her previous existence as fragmented and
disjointed, plagued by constant turmoil and her partners unreliability. However, she now finds

solace in the semblance of normalcy and routine, emphasizing the contrast between her chaotic
past and balanced present.

Sophia: A day back then? Would look like a million pieces. Come, go, come, go.
Ring, say you're coming, not turn up. To now I guess, living life. Doing stuff’

around the house and being part of your role, whether it's father, mother, you
know? Absolutely chaotic. To balanced.

Humour emerged as a coping mechanism for Sarah, who employed wit to navigate the
challenges of living with her partner. By likening the situation to dealing with a tantrum-

throwing toddler, Sarah injects levity into what would otherwise be overwhelming
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circumstances. This use of humour serves as a tool for resilience, allowing Sarah to find

moments of lightness amidst the chaos.

Sarah: Daily existence was, waking up, yelled at for not buying the right milk or
the coffee being too hot or just shit. You know? It's like a toddler, exactly like a

toddler, except when they kick and throw it’s with force.

Sarah elaborated on the chaos of her past life, recounting a barrage of rage, outbursts,
and broken promises. Financial instability, emotional strain, and physical destruction marked
this period. In contrast, her current life is a serene, stable environment where her children are
safe and financially secure. This transformation underscores the profound impact of recovery

on the entire family.

Sarah: What it used to look like, was chaos. There was just constant rage,
outbursts, you know, he'd be sleeping for 48 hours... if you woke him up, you’d
bloody get something thrown at you, screaming in your face. If he was up,
there'd be a million different jobs happening, or he'd be gone for a day or two.
You know, there’s always people looking for him or... broken promises.
Everything was unmanageable. Never any money. Holes in walls, like everything

was just awful.

Sarah: My life now is serene... I just have a normal family life, you know?
Financially manageable. | can work. My kids are in a house, a healthy safe

house. You know, their needs are mostly met.... emotionally sometimes not.

Emily reflects on her emotional and psychological transformation since her partner's
recovery, noting improvements in her well-being such as emotional stability, reduced anxiety,
and increased joy and connection. However, alongside these positive changes, she grapples
with feelings of loneliness and the loss of the partnership she once relied on. This nuanced

reflection highlights the complexities of recovery, acknowledging both its benefits and
challenges.

Emily: I'm better emotionally, physically. I can focus on discovering myself and

learning what I want out of life... How to stop my people pleasing. A lot more
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faith, connection, joy. Less guilt...The one area where it's worse is that I do feel
more alone, like before he was there. He helped me, | was in a partnership. |
was a mother with a baby and a dad. It is hard being a single parent like I've got

my parents’ support but it's not the same thing.

These narratives vividly illustrate a journey from chaos to stability, showing shifts in
daily life, coping strategies, and emotional well-being. Sophia reflects on past turmoil,
contrasting it with a current balanced routine. Sarah humorously navigates past chaos, now
enjoying serenity and stability. Emily notes emotional improvements post-partner's recovery
but grapples with loneliness. This narrative shift underscores the profound and lifelong impact
of living with and supporting a partner with addiction. Over time, supporters and their families
undergo their own recovery process, gradually moving toward stability after enduring
prolonged turmoil.

The art of manipulation: The psychological impact on supporters
Participants described their lives with their partners as a profoundly disorienting
experience, filled with disbelief, denial, and manipulation. They found themselves navigating a

shifting reality where personal boundaries blurred, leaving them increasingly vulnerable,
betrayed, and confused. Over time, behaviours once deemed unacceptable became normalized,
highlighting the insidious nature of addiction and the erosion of individuals' perceptions and
judgements.

Emily illustrates how her partner’s behaviour shifted so gradually that she could not
distinguish “this is actually a problem” from what had slowly become her “normal.” This
creeping shift reveals how deeply addiction infiltrates daily life, gradually compromising one's
ability to perceive clearly. Similarly, Hannah shares how her partner’s actions pushed her to a
breaking point, leaving her "sucked into" his world of chaos and prompting desperate

behaviours as she struggled to understand his actions.

Emily: Itall evolved so slowly, and it was hard for me to distinguish, like, this is

actually a problem, versus, this is something that I've become accustomed to, or
that all of a sudden felt normal, when it was never normal.
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Hannah: You feel like you're going insane, because of their behaviour. And you
get sucked into it. And although you're not in their world, necessarily. You start
doing some crazy shit to figure out what the hell they're doing.

A pivotal moment for Sarah came when she reconnected with her cousin, experiencing
her first "normal conversation™ in a year. This moment jolted her back to reality, marking the

beginning of her realisation that her life had drifted far from anything healthy or stable:

Sarah: I didn't realise when | was isolating, but I remember going up to visit him
[cousin], having nice, normal chats. And that was the precursor to me leaving
because | was like, "Oh my God." This is the first actual normal conversation

I've had with another adult outside of [Sarah'’s parmer] for like a year, you
know, it was like this sort of light bulb moment.

The contrast between moments of clarity such as these, and the normalization of abuse
and manipulation, highlights how harmful behaviours can become accepted over time. Sarah

similarly recounts the growing confusion and doubt that came from her relationship, which left
her questioning her own reality and instincts:

Sarah: | just lived in an absolute state of doubt. I still suffer from it. Now I'm
constantly questioning my reality because I was... gaslit for so many years. I'm
trying to learn what is instinctual versus trauma feelings when trying to make
decisions, so I'm still trying to kind of unpack that.

Hannah echoes these sentiments, describing how she was made to feel responsible for
her partner's relapses and was manipulated into believing she was unworthy. This gradual
erosion of self-worth, rooted in psychological abuse, left her questioning her own value and
sanity:

Hannah: For a long time, 1 was made to feel like | was crazy. | was made to feel
like it was my fault, like I did something wrong, that | was the reason why he

relapsed. Yeah, you know, I'm disgusting. I'm not worthy. I'm all these things.
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These narratives illustrate a dangerous gradual erosion of each participants’ perceptions,
judgements and sense of self, leading to a normalization of their partners harmful behaviours
and a disorienting loss of a grip on reality.

Denial also plays a significant role in this gradual shift of normality. Emily expresses
disbelief at finding herself in such a situation, noting the contrast between her reality and the
idealized portrayals of relationships often seen in popular culture. Despite gut instincts warning
her of the truth, she finds herself unable to fully accept the harsh reality, grappling with feelings
of shame and self-doubt as a result.

Emily: You never think that that this would happen to you, like you always think
this is shit that happens in movies. This is stuff that you read about in textbooks.
But never ever in my wildest dreams did I ever imagine being where | am.

These narratives reveal the survival mentality adopted by participants, where the focus
on getting through each day takes precedence over any long-term aspirations. The manipulation
by their partners intensifies this struggle, undermining trust and reinforcing cycles of abuse. As
trust eroded within the relationship, participants also described a growing inability to trust
others, leaving them increasingly isolated. Emily reveals how this shattering of trust has left a
lasting impact, expressing doubt over whether she will ever regain a sense of security in others.
Yet, reflecting on her journey, she also finds a sense of strength and gratitude, seeing her

survival as a testament to her resilience.

Emily: Had you talked to me a year ago. I'd be like, this is the worst thing that's
ever happened. I don't know if I'll ever be able to feel good about life again or
trust anyone. Now | can hands down say this has saved me. This experience has

given me a new opportunity to truly live my life.

Similarly, Hannah highlights the erosion of trust she experienced, describing how
manipulation not only damaged her ability to rely on others but also triggered a lasting shift in
her sense of self. The constant doubt and emotional turmoil left her questioning her worth,

identity, and instincts, creating a deep internal struggle that persists even beyond the
relationship:
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Hannah: I'm a very dark person compared to what | was seven, eight years ago.
Back then | had so much love for life. | had joy. I had things that I looked
forward to, I had, you know, so much enjoyment, whereas now I just feel like I'm

drowning in this poison and sometimes struggle to even breathe.

The personal narratives illustrate how the erosion of trust extends far beyond the
immed iate relationship, impairing individuals' ability to trust others and underscoring the far-
reaching consequences for these women. They depict the psychological warfare inflicted by
addiction, where disbelief and denial gradually give way to a distorted reality shaped by
manipulation and control. Trapped in a relentless survival mode, participants struggle to regain
their sense of agency and identity amidst the chaos. These stories underscore the profound
emotional toll of supporting a partner through addiction, highlighting the critical need for
comprehensive support systems to help individuals rebuild trust, reclaim their autonomy, and

restore their well-being.

From shield to cage: How secrecy and isolation impact supporters

Participants found themselves increasingly isolated and fearful, leading to profound
changes in their personal relationships and mental health. Many felt misunderstood by friends
and family, as their social networks shrank due to their partners' influence and financial
constraints. This isolation—both physical and social—magnified the challenges of supporting

their partners.

Hannah: | isolated myself a lot from social situations. Even now. I find it
uncomfortable, going out and meeting new people. Because | have a lot of
anxiety and trust issues, and | don't like talking about it because | feel very

judged.

The initial sense of anxiety and discomfort in social situations, as described by Hannah,
became compounded with the weight of judgement and fear of being misunderstood. This led to
retreating from social situations and withdrawal from the external world, deepening the sense of
isolation. Furthermore, participants expressed a sense of disconnect from their friends and

family, who seemed unable to comprehend their circumstances and their partners' struggles.
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Stereotypes surrounding drug users and lack of awareness regarding the effects of

methamphetamine fuelled this disconnect.

Hannah: You start justifying why they're doing things to make other people leave
you alone. | found it was easy for me to lie on his behalf. Which goes against me
as a person. | don't like lying, but there were times where | would lie to protect

him.

As addiction tightened its grip, secrecy and deception became survival strategies.
Hannah’s reflection reveals the painful conflict between maintaining a moral compass and lying
to protect her partner—a behaviour that further deepened her isolation and distanced her

socially. These moments of dishonesty became a shield, enabling participants to deflect external
judgement and maintain a sense of control, albeit at the cost of personal integrity.

Sarah: I isolated from most of my friends and family, so they don't really know
him well. 1 kept us closed and I didn't want anyone to know what was going on.

So, people know drips and drabs.

By deliberately keeping her partner's addiction hidden from friends and family, Sarah
erects barriers that prevent others from understanding the full extent of the struggle. This
selective disclosure of "drips and drabs™ reflects a reluctance to confront the harsh reality and a

desire to maintain a facade of normalcy.

The intertwining of social isolation with financial and practical challenges further
compounded participants' mental well-being. Limited financial resources restricted participants'
ability to engage in social activities, deepening their isolation and erod ing any remaining

support systems.

Emily: It was really, really, really hard. If it wasn'’t for Nar-Anon or Al-Anon,

you know, I might still be there.

Emily’s account highlights the critical role of support groups in breaking through the
darkness of isolation. Many participants echoed this sentiment, finding solace and

understanding in Nar-Anon, Al-Anon, and similar spaces where others could empathize with
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their experiences. These lifelines provided participants with hope and community, offering

essential relief from the emotional burdens they carried.

These stories reveal that isolation was both a symptom of societal misunderstanding and
a strategy for coping with the harsh realities of addiction. Participants isolated themselves to
shield their families from judgement and to protect their partners, but this withdrawal also
intensified their own emotional struggles. The overlapping effects of social isolation, secrecy,
financial strain, and the stigma surrounding addiction created a feedback loop, where each

factor worsened the others, leading to a significant decline in mental health.

Working in mental health: How did | not see the flags?

The narratives of three out of the four participants reveal a profound sense of shame and
guilt stemming from their inability to recognise the signs of methamphetamine addiction in

their intimate partners, despite their professional backgrounds in mental health.

Emily, a psychologist herself, expresses deep shame over her failure to recognise the
warning signs and prevent her partner's descent into addiction. This internal conflict highlights
the discrepancy between her professional knowledge and personal experience, leading to a

sense of bewilderment and self-blame.

Emily: I feel so ashamed and | know it's just like a human thing, but I'm a
psychologist myself. And I was like, how did I end up in this situation, how did |

not see the flags?

Similarly, Hannah, acknowledges being aware of the risks associated with substance
abuse but finds herself unprepared for the emotional toll when it becomes personal. Despite her
familiarity with addiction, she emphasises the difference between theoretical knowledge and the

lived experience of supporting a loved one through addiction.

Hannah: I've worked in the addictions field before, so | was aware, there was
always a risk of relapse. | first met him at high school, then we reconnected as
adults. So, when we first got together, he was clean. ...It's definitely a whole
other ballgame when it affects you personally. Like there is no book in the world

that describes how painful that is.
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Sophia, despite working in mental health and suicide prevention, confesses to
experiencing anxiety and stress due to her partner's addiction. Despite professional expertise
and access to coping tools, she finds herself unable to apply these strategies effectively in life,

underscoring the profound impact of personal involvement in addiction dynamics.

Sophia: I work in mental health and suicide prevention work...I still couldn't
stop it from happening. | don't even use my own tools that | teach other people to
use. Even though I know all the tools as well. It's just too hard.

The convergence of professional expertise and personal turmoil underscores the
complexity of addiction and its impact on mental health professionals. Despite their training
and knowledge, they grapple with feelings of inadequacy and helplessness when faced with the
challenges of addiction within their own relationships. The gap between theory and practice
becomes painfully apparent, highlighting the need for greater support and any individual

navigating personal crises.

Interpersonal

This section shifts to explore how the burden of supporting a partner through addiction
extends beyond the relationship itself, affecting connections with friends, family, and children.

Intimate relationship dynamics

To grasp the dynamics of the relationship with the partner, it is essential to recognise the
symptoms associated with their addiction, along with the emotions that accompany these
challenges. While the relationship often presents significant problems, it is not devoid of
nuance; moments of connection, joy, and love still exist amidst the difficulties. Understanding

this complexity helps paint a fuller picture of the emotional landscape shared between partners.

Beyond the surface: Understanding the emotional and financial toll of addiction
The following accounts outline the realities of addiction's toll on intimate partnerships
as the women describe their partner’s behaviour. The descriptions paint a vivid picture of

escalating mood swings, aggression, financial ruin, and unrealistic expectations.

Emily: His moods were getting worse, started getting aggressive verbally and

started drinking more and his behaviour started becoming more erratic.
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Emily: Worrying when he didn't come home when he was out on benders, and
then the benders stopped and I'd think, okay, he's making changes, but then he
just started using alone which was worse.

Emily describes her partner's deteriorating behaviour, noting a concerning escalation in
mood swings, and erratic actions. This behaviour creates a sense of fear and uncertainty, as
Emily worries for his well-being and safety. The shift to solitary use exacerbates her concerns,
highlighting the isolating nature of addiction and the increased risk of harm when individuals

use alone.

Additionally, Hannah recounts how the financial strain her partner’s actions imposed,

adds to the emotional burden:

Hannah: He cleared out my bank account. He maxed out three of my credit
cards that I'm still having to pay off now. He sold pretty much everything that
was of value to us as a family but also to himself. He wrote off our car that |

hadn't paid off, so | had to pay off a car that was crushed.

Emily similarly reflects on her partner's manic energy and unrealistic expectations,
which contribute to the strain on their relationship. Despite experiencing a serious health issue,
Emily finds herself pressured to meet her partner's demands, highlighting the distorted priorities

and self-centred characteristic of addiction.

Emily: He did things at like crazy speed, we bought a house and fully renovated
that within a year. He had really crazy demanding expectations of me, like | was
sick with a really bad chest infection, and he was expecting me to be out there

cementing a fence.

These narratives provide valuable insights into the complexities of addiction and the
challenges faced by supporters in their daily lives. The shared experiences underscore the
interplay between a partner's erratic behaviour, financial devastation, and unrealistic
expectations, all contributing to the emotional burden on women. Understanding these
dynamics is crucial for grasping the full scope of challenges faced by supporters. By

recognising the multifaceted nature of these relationships—marked by fear, pressure, and a
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struggle for stability—one can better appreciate the emotional toll and resilience needed to

navigate such difficult circumstances.

Deception and denial: The struggle for truth in the face of addiction
In addition to observing changes in their partners' outward behaviour, participants
expressed feelings of betrayal, disbelief, and fear as they confronted the complexities of their

partners' secrecy and lies.

Emily's account epitomizes the profound sense of betrayal and disbelief that
accompanies the revelation of a loved one's addiction. Despite spending years in proximity, she
remains oblivious to the extent of her partner's substance abuse, shrouded in a veil of secrecy

and denial.

Emily: I still don't even know the full truth, but | feel like he was using daily. |
think he's been using meth throughout our whole relationship, and I had no idea,
seven or six years of having no idea.

Emily: All his friends were addicts and he made me believe that he was helping
them. There was one who was in and out of rehab and I hated him, | had this gut
feeling every time he came over to my house, I just felt sick and wanted to vomit.
But I didn't know what my instincts were. | had no idea, and I ignored them. So,
this guy had a heart attack, he nearly died. And then my partner was still using
with him even after that, like it blows my mind.

Emily's narrative exposes the depths of manipulation inherent within addiction. Her
partner's ability to maintain the facade of altruism while engaging in self-destructive behaviour
not only deceived Emily but also eroded her trust in herself. This erosion of self-trust, coupled
with the manipulation orchestrated by her partner, illustrates the extreme psychological burden

of addiction on both the individual and their loved ones.

Similarly, Hannah's story underscores the corrosive impact of lies and deception on trust
within a relationship. Despite pleading for honesty and transparency, Hannah is repeatedly

deceived by her partner's actions. The betrayal reaches its pinnacle when her partner exploits
her vulnerability in the aftermath of childbirth, abandoning her to fulfil his own needs.
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Hannah: The morning after | gave birth, he stole my credit card and went off on
a binge and left me by myself. And then he just, you know all the lies, the money

going missing, property going missing.

Hannah: | remember quite vividly having a counselling session around trust and
lying, and how I'd prefer him to be honest with me than lie. I don't care what
you've done. Just tell me and we can work through it but stop lying. And then we
walked out of the session, and he had sold a whole lot of my stuff and had lied

about it. And then continued to lie about it.

The unpredictable nature of addiction, as highlighted by Hannah's experience, fosters a
constant state of apprehension. For supportive partners, such experiences create a climate of
anxiety where each interaction is coloured by doubt and uncertainty, leaving them to question
whether promises of change are merely another form of manipulation. Sarah expands on this

confusion, candidly admitting to living in fear:

Sarah: The unpredictable nature of his behaviour as being an addict, you know,
it means that a lot of our time, I still walk on eggshells constantly with him. I'm

still afraid of him to be quite honest.

This fear stems from the constant uncertainty surrounding the addicted partner's
behaviour, leaving the non-addicted partner feeling perpetually on edge. Despite attempts to
rationalize her partner's behaviour, Sarah is perpetually ensnared in a web of deceit, unable to
distinguish between moments of sobriety and relapse. As she grapples with the painful reality
of her partner's addiction, Sarah is confronted with the sobering truth that recovery is contingent

on his willingness to seek help.

Sarah: Basically, he said, that he was using the whole time, and when | thought
that he wasn't using, he was using. So, | used to think I had an idea, but I don't
think I ever did to be honest. And I still get tricked. You know, I still think, is he
using, is he not using? But I'm trying to just accept the fact that he's an addict.
And so, unless he's in some sort of recovery programme, whatever that looks like
for him. Then he's using. No matter what you know.
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These narratives encapsulate the agonizing struggle to discern truth from fiction amidst
the chaos of addiction.

Holding on: The emotional tug-of-war in relationships for supporters

The impacts of addiction on intimate relationships are multifaceted and deeply nuanced.
As loved ones navigate the unpredictable nature of addiction, they must maintain a delicate
balance of compassion, resilience, and unwavering support amidst the constant push and pull
between hope and despair. Hannah outlines this tension as she discusses moments of hope in

her journey with her partner:

Hannah: He was sober. He had goals. There was hope. And then we found out
that he had a blood clot at in his frontal lobe and he was having seizures. So,
then he got diagnosed with epilepsy, he just didn't cope with things and started
using again.

This glimmer of optimism is swiftly shattered by the revelation of health issues
stemming from substance use. The diagnosis further exacerbates the strain on the family unit, as
they grapple with both the physical and emotional ramifications of addiction. Hannah's
narrative delves deeper, exploring the profound sense of loss and disconnection experienced by

loved ones. She describes a state of "grieving for the living," where her partner's physical
presence is a painful reminder of the person he once was:

Hannah: He's still breathing, but he's not there anymore. My husband doesn't
exist anymore. He's just the shell of the person | married. | don't recognise the
person that he is.

This deep sense of loss and disconnection underscores the devastating impact addiction
can have on intimate relationships, leaving loved ones grappling with a profound sense of
emptiness and longing. Emily's narrative adds another layer of complexity, illustrating the
inherent tension between love and addiction. She portrays her partner as a multifaceted
individual, capable of moments of support and love amidst the chaos:

Emily: He was cooking for me, cleaning and, you know, just being a responsible
person.
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These positive experiences create a sense of normalcy and can serve as a temporary
reprieve from confronting the harsh reality of the addiction. Emily describes how distractions
like home renovations further complicated the process of acknowledging the problem:

Emily: Our house was getting renovated... So, there were a lot of other

distractions to distract us from the reality of what was happening.

These narratives vividly illustrate the intricate dynamics at play in relationships affected
by addiction. The pervasive fear, the strain on the family unit, and the complexities of loving
someone struggling with addiction are all woven throughout these accounts. Navigating such
relationships requires a delicate balance of compassion, resilience, and unwavering support as
loved one’s grapple with the unpredictable nature of addiction and the constant push and pull

between hope and despair.

The weight of judgement: How addiction alters friendships and social

life

These narratives illustrate the significant impact of supporting a partner through
addiction on friendships and social connections, often resulting in isolation and feelings of
judgement. While friends may offer warnings or express concern, their lack of understanding
can strain relationships and create a sense of isolation. Additionally, the stigma surrounding
addiction can exacerbate these challenges, leading to judgement and exclusion within social

circles.

Emily's story highlights the tension that arises when loved ones offer warnings. Friends,
with an external perspective, often detect concerning signs (“red flags™) before the individual
directly involved. Emily recalls how her friends voiced their apprehensions; a reflection of the
common role friends play as a protective support system. However, this discrepancy in

perception can strain friendships, as Emily acknowledges:
Emily: Everyone was always like, Why? Why are you guys together?

Her friends not only questioned the relationship, but also attempted to convince her that
her partner's behaviour would never improve. Even her partner's own friends were perplexed by

the match-up and admitted that Emily was too good for such a relationship. Despite these
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external influences, Emily's perspective remained unchanged. It is worth noting that the reasons
behind her persistence in the relationship may be complex and multifaceted, influenced by
factors such as emotional attachment, hope for change, or a sense of obligation.

Similarly, Hannah's account underscores the strain of her intimate relationship on
friendships. Friends may struggle to comprehend the rationale behind staying in such a
relationship or maintaining concern for the addicted partner. This lack of understanding can
create discomfort and awkwardness in social interactions, prompting individuals like Hannah to

withdraw from discussing their relationship challenges with friends altogether.

Hannah: There's a lot of friends that just don't understand why | stayed with

him ...So it makes it awkward because it's just easier not to talk.

Sophia’s story reveals how judgement from friends compounds the already significant
lack of understanding and support. Despite Sophia's openness about her partner's addiction, she
encountered stigmatizing attitudes and judgement from peers. Sophia's friend's wedding
invitation debacle exemplifies the consequences of such judgement, where Sophia felt excluded
due to the association with an individual grappling with addiction. This experience underscores
the alienation and isolation that can result from the judgement and stigma surrounding addiction

within social circles.

Sophia: 1 wouldn't hide it away. But you still got people's judgement and stigma
anyway. My good friend got married and the invite only came to me. So, I said if

you're going to judge him...then just don't worry. I won't come either.

In summary, these narratives reveal the strain on friendships that arises from supporting
a partner through addiction. From warnings and misunderstandings to fractured relationships
and judgemental attitudes, they highlight the importance of fostering empathy, support, and
education within social networks to cultivate greater understanding and compassion for those

navigating the complexities of relationships impacted by addiction.

Shifting blame: The complexities of family dynamics in addiction

These narratives reveal the profound impact addiction can have on extended family

relationships, marked by tension, betrayal, blame, and denial. Each participant experienced
varying levels of support within their own and their partners families.
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Emily's experience unveils the tension within her family, characterized by differing
levels of understanding and support. While Emily's parents initially exhibited openness and
support towards her partner, their perception shifted dramatically following a significant
incident, leading to ruptures in familial relationships. Despite this, Emily acknowledges the
enduring presence of her partner within their lives due to their shared parenthood, highlighting

the complexities of disentangling familial ties even amidst tumultuous circumstances.

Emily: My parents were actually quite open minded and supportive of him ...until
this last thing. | think that's really ruptured his relationship with my mum and
she's just done. I think she's seen how much he's hurt me. That also brings new
challenges, I'm like he's going to be part of our life, whether we like it or not,
whether he's in recovery or not, because he's the father of my baby, I can't just
extinguish him from my life.

In contrast to such familial acceptance, Hannah's narrative exposes detrimental effects
marked by betrayal, financial exploitation, and profound hurt. The consequences of her
partner's actions reverberate beyond their relationship, impacting Hannah's parents deeply. Her
father’s disassociation and her mother's emotional investment in her partner underscore the hurt

inflicted upon the wider family unit.

Hannah: He's stolen from my parents. My father wants nothing to do with him.
And even if you mention his name, he pretty much just shuts me down
straightaway. My mum took him in like her own son and he doesn't have family

at all. So yeah, my mum's been really hurt by him.

Sophia’s account adds another dimension, exploring the complexities of blame and
denial within the addicted individual's family, highlighting patterns of enabling behaviour and a
lack of understanding about addiction. The trauma and emotional strain faced by Sophia and
her loved ones underscore the profound ways addiction can disrupt and reshape familial

dynamics.

Sophia: The changes destroyed the whole family mentally, physically,
emotionally. Everyone in the family was affected completely.
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Sophia's narrative underscores the lack of support and understanding from her partner's
family, exacerbated by their denial and tendency to shift blame onto Sophia for the

relationship's difficulties.

Sophia: | used to say, educate yourself, understand this. So, I didn't get the
support from them like 1 should have. Like there was a time when he ended up
attempting to take his own life after that first relapse and he got admitted, got
sectioned into the ward, you know, and talking to them then. It's like they still
they had no frickin idea and they're still kind of blaming me that he used. You
know “You guys mustn’t have been good together,” you know like, No - he just

chose drugs.

Furthermore, Sophia's mention of her partner's family's desire to silence discussions
about addiction due to shame highlights the pervasive stigma surrounding substance abuse

within familial contexts. This desire to conceal the issue further compounds the challenges
faced by individuals seeking support and understanding from their wider family networks.

Sophia: They couldn't wrap their heads around it. Plus, they don't want people
to know about it because it's shamed them out. We've done loads of TV and
media interviews... The first thing his sibling said was “Don't fucking do any of
them again.” And he's going well “I'm trying to help still suffering addicts,” you

know, but it was a shame on them.

When seeking support from their partners' families, Emily and Sarah encountered
barriers characterized by blame, denial, and a lack of assistance. Emily's attempt to involve her
partner's parents in the situation was met with denial and minimization of the issue, leaving her

without crucial support:

Emily: As soon as I found out, I called his parents and told them and

unfortunately, they're in complete denial, and they minimize everything. And
they re addicts themselves and that's the reality of it.

This underscores the challenging reality of seeking support from a family already
entrenched in similar issues. Sarah's experience with her partner's family further exemplifies the

detrimental effects of blame and a lack of responsibility. Instead of offering support, they
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deflect accountability onto her. This pattern of scapegoating and blaming the supporter reflects

a broader dynamic observed in families affected by addiction.

Sarah: No interest in any type of responsibility. Conversations when he is in full
flight are, “well what have you done, M? What are you going to do about it?
They're all just traumatized family really and don't know how to support him.

His grandparents just throw money at the problem and blame everyone other
than him.

In summary, the narratives offer insights into the impact of addiction on wider family.
From ruptured relationships and blame to denial and shame, these accounts underscore the
urgent need for increased education, empathy, and support within familial circles to address the
complexities of addiction and its far-reaching consequences.

Dual realities: Children navigating the love and pain of an addicted
parent

These accounts shed light on the profound and enduring effects on children's emotional

well-being and development within participants narratives.

Sarah's depiction of her oldest daughter's experiences illustrates the lasting trauma
resulting from exposure to her father's unpredictable and volatile behaviour. Chronic neglect
and traumatic incidents have left enduring marks on her daughter's psyche, leading to
difficulties in concentration, confidence, and a tendency to disassociate during stressful
situations. Such experiences not only undermine her daughter's emotional resilience but also

hinder her ability to navigate interpersonal relationships and cope with adversity.

Sarah: She’s had a lifetime of neglect from him...The unpredictable nature of his
behaviour and his horrific, violent, aggressive outbursts and stuff, has had a
huge impact on her in terms of her concentration and confidence. She

disassociates if things get hard. There's a lot of trauma there for her.

Furthermore, Sarah's portrayal of her daughter's conflicted emotions and behaviour
highlights the internal struggle faced by children in such situations. Despite longing for a

nurturing and stable paternal figure, her daughter grapples with the dissonance between her
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father's sporadic displays of affection and the distressing reality of his addiction-fuelled
behaviour. This conflict underscores the profound confusion and emotional turmoil experienced
by children attempting to reconcile their perceptions of their parent with societal norms and

expectations.

Sarah: She is kind of happy and anxious at the same time, just wanting to please
him so nothing happens. She looks to me a lot for support if he is around. She’s
not really that comfortable going with him on her own. It is a confusing
relationship dynamic for her because she knows he can be great fun and loves
her, and she really wants a dad. But she knows that he is not like other dads you

know.

The dichotomy between her father's moments of warmth and affection and the reality of
his addiction-induced behaviour presents a formidable challenge for her daughter's sense
making process. In a world where societal norms dictate clear-cut distinctions between good
and bad fathers (Ames, 2014; Furstenberg, 1988), her daughter grapples with the complexity of
reconciling her father's dual nature.

Similarly, Sophia’s account sheds light on the pervasive anxiety and emotional distress
experienced by her youngest daughter. Despite being characterized as “daddy's girl, ” her
daughter grapples with profound feelings of abandonment and fear, necessitating professional
intervention. These experiences not only disrupt her daughter's emotional well-being but also
hinder her ability to form secure attachments and trust in interpersonal relationships.

Sophia: The youngest - she's daddy's girl - but it affected her massively and she
has kind of like reactive anxiety now. So, she's been through loads of

psychologists and stuff like that. And it's the worry, the abandonment, all those
things.

The impact of a partner's behaviour on the child is palpable, as Hannah recounts the
heartbreaking reality of her daughter growing up without the presence and support of her father.
Despite her efforts to shield her daughter from the harsh truth, Hannah grapples with the
delicate balance of preserving her child's innocence while also acknowledging the reality of her
partner's shortcomings.
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Hannah: | was pretty much raising our daughter by myself while healing from an
emergency C section. And then things spiralled significantly. He started
offending, he went from one charge to 28 charges, over a six-month period. He
provided no financial assistance. He was not there physically for our daughter.
He didn't come to any doctor appointments. He didn't try to maintain contact
with her. It was me constantly chasing him to try and keep him in the loop of

what was going on.

Sophia's perspective provides further insight into the frustration and anguish
experienced by partners as they grapple with the seemingly incomprehensible choices made by
their loved ones. The conflict between love for their children and the overpowering grip of
addiction creates a profound internal struggle, as supporters lament the inability of their
addicted counterparts to prioritise their familial responsibilities.

Sophia: Why are you choosing drugs over your kids? Why can't you put our
daughter first? But, when you're in that deep, you can only see drugs. It's not

that you don't love your kids. You just can't choose them over it.

Amidst the turmoil and despair, glimpses of hope and humanity emerge, as Hannah
fondly recalls the moments of joy and connection shared with her partner during periods of
sobriety. The tension between his dual personas — the loving, devoted father and the distant,
addicted figure — serves as a reminder of the complexity inherent within the dynamics of
addiction.

Hannah: He is a really good dad when he's sober. He's the jokester. He's doesn't
mind dressing up and having his nails painted or his makeup done by her and
plaits her hair, plays on the playground with her you know. I try and hold on to
those memories for her. Those are the things that I really miss. And that's the

person that | fell in love with, but he's just not there.

In framing the issue for the child's understanding, caregivers described needing to
navigate the delicate balance between honesty and protection, offering age-appropriate
explanations while ensuring the child feels loved and supported. Hannah's narrative highlights

the importance of preserving positive memories of her partner while also acknowledging the
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harsh realities of his addiction, providing her daughter with a nuanced understanding of her

father's behaviour.

Hannah: I'm trying not to put my feelings onto her about what I've been through
with him. But at the same time, | don't want her to grow up idolizing or thinking

he is this angelic role model? When the reality is he's done nothing for her.

In summary, the narratives vividly portray the significant and lasting impact of
addiction on children. They emphasise the complexities of emotional trauma, disrupted
development, and conflicted relationships experienced by these children. Caregivers grapple
with the delicate balance of preserving positive memories of addicted parents while

acknowledging harsh realities, all while ensuring children feel supported.

Societal

The narratives shared by participants were profoundly influenced by their societal
contexts. The women expressed how societal definitions of abuse shaped their perceptions of
their relationships. Likewise, prevailing understandings of addiction influenced how
participants viewed their circumstances. References to the stigma surrounding addiction and its
enduring effects were prevalent. Discussions also highlighted the availability of support

services and the barriers to accessing them, often in conjunction with the use of the justice
system.

Redefining abuse: Beyond physical violence in relationships

In analysing the narratives of participants, a valuable insight was offered into the
intricacies of defining and recognising abuse within societal contexts. These narratives revealed
how societal norms and expectations of what constitutes abuse, profoundly influence
individuals' experiences. Emily's revelation about her relationship dynamics highlights the
significance of broadening societal definitions of abuse beyond physical violence. Her
acknowledgment of emotional abuse signifies a crucial shift in understanding the diverse forms
of harm present in interpersonal relationships. However, Emily's initial scepticism and
subsequent realisation shed light on the hidden nature of abuse, often obscured by societal

misconceptions and stigma.
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Emily: Someone said to me there's a lot of emotional abuse going on, like abuse
is not just physical, and | never thought I would be in such a cycle. And then I
learned about gaslighting, and | was like, yeah, that's 100% what's happening

like, I think I'm the one going crazy.

Sarah's reflection on societal attitudes towards parental roles and abuse further

illuminates the complexities surrounding the classification of abusive behaviour.

Sarah: “You can't take the children away from their father” and you know, “he
would never hurt them, ” but he is hurting them. It’s that kind of thing like, unless
he is beating them, then he's an okay parent.

The prevailing notion that abuse must manifest in overt physical violence to be deemed
valid neglects the myriad ways in which emotional, psychological, and verbal abuse can
profoundly impact individuals, particularly children. Sarah's frustration with the dismissal of
her concerns underscores the limitations of societal boundaries in addressing the multifaceted

nature of abuse within familial contexts.

These narratives of participants prompt critical examination of the usefulness of societal
definitions of abuse and their efficacy in supporting victims. While established boundaries
serve as important frameworks for identifying and addressing abuse, their rigid adherence may
inadvertently perpetuate harmful misconceptions and invalidate victims' experiences. By
narrowly defining abuse within the confines of physical violence, society risks overlooking the
pervasive harm inflicted through emotional manipulation, and other non-physical forms of

abuse.

Reframing addiction: The role of education and empathy

The accounts shared offer valuable perspectives on how society perceives addiction,

providing insight into the ongoing debate between framing addiction as a mental health concern
versus a moral and criminal issue.

Emily expresses her struggle with her parents' lack of understanding of addiction, noting
their tendency to hold onto resentments and their failure to comprehend her perspective.
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Emily: My parents were people | could always turn to for support. And they
were a huge source of support when I first left him. But now that I can hold the
space of compassion for him and his disease, as well as separation and doing
what's right for me. Yeah, | really struggle. Because my parents are not in
recovery themselves. They don't have the same understanding of addiction as |
do. They hold a lot of resentments. Part of me wishes they could understand and

have some compassion.

Emily's hope for societal progress reflects a growing awareness of the need to shift
away from viewing addiction as a moral choice towards recognising it as a multifaceted
disease. She emphasises the physical, emotional, and spiritual dimensions of addiction,

challenging the notion that individuals willingly choose addiction.

Emily: Hopefully as society we're starting to learn more and not see addiction as
this like, moral choice that people do. Just that it's actually you know, a disease
physical, emotional, spiritual. Like no one has ever said, “hey, | wantto be an

addict. 1 want to just randomly experiment with drugs and end up under a bridge

and lose my family, ” you know...? Noone ever wants that.

Sarah's experience with her mother further illustrates the transformative power of
education and understanding. As her mother comes to recognise addiction as a manifestation of

underlying health issues rather than a personal failing, she shifts from judgement to empathy.

Sarah: My mum now feels sorry for him, you know, because she realises that he
is not a well person and none of this is personal. His problems were here before
I came along.

Sarah's observation about the interplay between addiction and mental health underscores
the complexity of addressing SUDs. The chicken-and-egg dilemma she raises emphasises the
need for comprehensive approaches that consider both addiction and underlying mental health

issues:

Sarah: We went into the [ mental health service] because of his mental health
stuff, because of course, you know. Underlying the issue, what came first the

chicken or the egg, the addiction or the mental health?
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Sarah's understanding of the connection between addiction and mental health
emphasises the necessity of reframing addiction. By questioning the relationship between
addiction and mental health, Sarah underscores the complexity of SUDs and the significance of
addressing underlying mental health issues. Her emphasis on gaining coping strategies from
therapy highlights the importance of viewing addiction as an illness rather than a moral failing.
Recognising addiction as a sickness, Sarah aims to equip herself and her children with tools to

break intergenerational patterns.

Sarah: I'm getting tools from my therapist and my support programmes that |
can hopefully pass down to my children, you know, my daughter already knows
slogans like “hurt people hurt people.” She is learning to not take things too

personally, that her dad is unwell and that when he's upset, it's not because of
her, it's because he's sick.

Emily's evolving understanding of addiction reflects a shift towards viewing addiction
as a disease rather than a personal failing. Her realisation that addiction stems from a serious

illness underscores the importance of maintaining compassion for individuals struggling with
SUDs while also prioritizing self-preservation.

Emily: I'm learning that I can have love or compassion for this person and this
person didn't set out to destroy me. They have a really serious disease, and they

have their own journey. And addiction is horrible and destructive. But it also has
the potential for huge growth, huge opportunities and recovery.

These narratives highlight how societal perceptions of addiction influence how
supporters understand their partners and their struggles, as well as the accessibility and

effectiveness of support services. They emphasise the need for greater understanding, empathy,
and holistic approaches to address the complex challenges associated with addiction.

Breaking the silence: Challenging the stigma of addiction

The narratives reveal the widespread shame and stigma surrounding addiction, making it
difficult for individuals to seek support and share their experiences.

Emily's experience reflects the internalized shame and guilt she felt about leaving her
partner, exacerbated by societal expectations of the nuclear family. The fear of judgement from
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colleagues and the reluctance to disclose her situation highlights the stigma attached to single

motherhood and the societal pressure to conform to traditional family structures.

Emily: I was mortified, about people at work finding out...that I had left my
partner like, who leaves their partner when you've got a baby, you know? | felt
so much shame and guilt and I'm like, no one will understand unless | tell them

the truth, but I don't want to tell them because what impact is that gonna have?

Additionally, Emily's partner's reluctance to engage in group meetings due to
stereotypes and societal narratives about addiction further perpetuates the stigma surrounding
addiction, even among those directly affected by it.

Emily.: After a meeting he said to me, “They re just full of addicts who have been
to jail and have ankle bracelets and have been court ordered to be there, and I'm

not like them and you know?”

Emily's reluctance to attend her first online meeting mirrors her partner's initial
resistance, both rooted in similar fears and misconceptions about the people they expected to
encounter. Like her partner, Emily harboured apprehensions about the diversity of the group,

fearing that she would not fit in or relate to others based on preconceived stereotypes.

Emily: 1 wasn't sure what to expect | thought everyone there would be different
to me. Like ethnically, socio-economically, educationally. | thought it would all
be like, partners of people who have been to jail, all this crazy stuff, and I

opened up rooms and there were people just like me, like normal people, just like
me and that is what blew me away.

Similarly, Hannah's experience underscores the impact of societal stereotypes and
judgements associated with addiction, particularly regarding methamphetamine use. The
assumption of criminality and association with gang culture demonstrates the pervasive stigma
attached to addiction, leading individuals like Hannah to feel unfairly judged and marginalized

by society merely for her partner’s actions.

Hannabh: | feel that there's a lot of stereotypes attached to methamphetamine.

That people just assume that I'm a crack whore, people assume that we must be
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associated with the gang life. Just automatically like, you're put into this piece of
shit box. There's just there's a lack of insight in society around how big of a
problem it actually is.

Hannah's desire to break free from the silence imposed by societal stigma and share her
story highlights the importance of challenging such societal perceptions and speaking out
against stigma and shame.

Hannah: I'm not afraid to talk about how it's impacted me. And | don't want to
have to wear a muzzle anymore.

Despite the pervasive stigma surrounding addiction, both Emily and Hannah express a
desire to challenge societal norms and encourage others to speak out and seek support.

Emily: I felt like 1 was stuck in a nightmare | wanted to wake up from and | felt
so alone, so ashamed. | felt like shame was probably the worst feeling that came,
| felt so broken. And I would just want people to know that they're not alone in
that, even though this might seem like the worst thing in their life. It actually has
the potential to be the best thing that's happened to them in their life.

Hannah: It's just really really hard. I would want to encourage someone like

myself to not hide anymore, you know, don't be ashamed to talk out and have a
voice.

Their narratives emphasise the need to break the silence surrounding addiction,
providing a supportive and non-judgemental space for individuals to share their experiences. In
doing so, societal narratives that perpetuate stigma and shame can be challenged and changed.

By sharing their stories, participants seek to empower others to confront stigma, seek help, and
live healthier and more fulfilling lives free from shame and judgement.
Beyond the individual: The urgent need for family-centric addiction
support

The narratives presented herein reveal a stark divide within addiction support systems:
while a variety of resources exist to assist individuals struggling with substance abuse,

formidable barriers hinder both individuals and families from accessing them. Participants
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highlight how these systems, though well-intentioned, often fail to address the multifaceted
realities of addiction within a family context. A glaring deficiency lies in the system’s narrow
focus on the individual with addiction, leaving the critical needs of families—especially
women—overlooked and unsupported. Women are frequently relegated to the sidelines,
expected to navigate the complexities of their partner’s addiction without adequate assistance.
This expectation—that women must independently source resources while simultaneously
bearing the emotional and practical burdens of their partner’s substance abuse—creates yet
another barrier to seeking help. The systemic failure to address the whole family dynamic
reveals a profound oversight, with little recognition of the cumulative challenges women face.
The current framework struggles to adequately support even those with addiction, let alone
extend meaningful help to their partners or families, leaving women isolated, overwhelmed, and

forced to carry the weight of addiction on their own.

Emily's journey reports a mixed experience with available support services. While she
encountered initial difficulties with the drug and alcohol helpline, she found solace and
assistance through organizations like Shine'and the Northshore Women's Centre.2These
institutions provided resources which played a pivotal role in her ability to cope and navigate
the challenges of supporting her partner. Additionally, Emily's involvement with Nar-anon
highlights the significance of peer support groups in providing non-judgemental and empathetic
spaces for in similar situations.

Emily: They were so supportive, so understanding, so non-judgemental. They
understood the love I had for this person and the impact on our family and so
they got me free legal advice. They got me free counselling therapists, a social
worker, which was amazing, just all for free and, readily available, it blew my
mind. Honestly, that saved my life and then the social worker told me about Nar-

anon. And that has absolutely saved my life.

However, Emily's account also highlights the potential pitfalls of seeking professional

help:

1 Shine provides safe housing and a helpline for victims of family violence. https://2shine.org.nz/
2 North Shore Women’s Centre offers low-cost counselling, legal advice and other services
https://nswomenscentre.org.nz/
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Emily: I went to therapy and the therapist convinced me that he was ready to

change, that things were gonna be different, and that moderation was possible.
I've now found out that she was just enabling him.

Emily's experience with therapy highlights a crucial aspect of the complexities
surrounding addiction treatment: the distinction between enabling and supporting genuine
recovery efforts. The term enabling refers to behaviours or actions that inadvertently facilitate
or perpetuate an individual's addictive behaviours, often by shielding them from the
consequences of their actions or providing false reassurance about their readiness to change
(Barnett, 2016; Youvan, 2024). In Emily's case, her therapist's assertion that her partner was
ready to change, and that moderation was possible reflects an approach that Emily believed
inadvertently enabled his addictive behaviours. The therapist proposed a daily therapy
programme "at home," which Emily rightly questions given the partner's ongoing addiction and

the potential for relapse in a familiar environment. Emily's frustration is evident:

Emily: He found this therapist that was like, "No, you don't have to go to

rehab...Do this 30-Day programme with me.”

This approach, prioritizing convenience over addressing the core issues of addiction,
could be seen as enabling. By promoting moderation as a viable option, the therapist may have
underestimated the severity of the addiction and the difficulty of achieving sustained recovery
without a more intensive programme. Emily's story also touches on a concerning aspect of the
healthcare industry: potential conflicts of interest when therapists prioritise financial gain over
client well-being. Emily questions the therapist's recommendation, particularly given its

financial benefit to the therapist:

Emily: What professional tells someone who is very motivated to go to rehab, to
not go to rehab, but instead to do this programme? With them? That gives her a
lot of money?

Emily's account exposes a concerning aspect of the healthcare industry: the potential
conflict of interest that arises when private therapists prioritise financial gain over the best
interests of their clients. Emily rightly questions the efficacy and ethical implications of such a

recommendation, particularly given her partner's significant struggles with addiction. This
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narrative gives insight on the broader issue of the commercialization of healthcare, where
profit-driven motives can undermine the quality and effectiveness of therapeutic interventions
(Brown, 2024; Lima, 2019). Therapists who prioritise financial gain may be more inclined to
recommend treatments or programmes that generate revenue, even if they are not in the best
interests of their clients. This business-based model of health care creates a conflict of interest
that compromises the integrity of therapeutic relationships and undermines the trust between

clients and healthcare providers (Brown, 2024; Lima, 2019).

Further barriers to accessing help were described in terms of long wait times and
financial constraints. Emily shared that her partner had reached out to a psychiatrist “who can
finally help,” only to encounter a scheduling nightmare—an appointment set months into the
future. This delay exemplifies the systemic inefficiencies that leave individuals and families
stranded in moments of critical need. Expressing her deep frustration, Emily bluntly stated:

Emily: No wonder people in this country kill themselves.

Her words underscore the devastating impact of these barriers, where the lack of timely
care exacerbates feelings of hopelessness and despair, leaving those seeking help feeling

abandoned by the very systems meant to support them.

Financial constraints are another hurdle highlighted by Hannah's experience. Therapy
costs, at $120 per session, place private treatment out of reach for many individuals struggling
with addiction. Hannah's statement “I cannot financially afford $120 an hour to talk to
someone”, underscores the harsh reality for those without the financial means to access critical
mental health services. Hannah reported finding some relief through employer-sponsored
mental health support. This benefit serves as a crucial example of how employer-provided
resources can help mitigate financial barriers to care. However, limitations often exist with such
programmes, such as a restricted number of sessions. These limitations may not adequately
address the ongoing needs of individuals struggling with addiction, leaving them without

sufficient support in the long term.

The narratives also highlight the vital role of peer support groups. Multiple participants’
experiences with Nar-anon emphasised the importance of non-judgemental support from like-

minded peers. They discussed how finding solace in a community where they could freely
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express their emotions without fear of judgement was instrumental in helping focus on their

own well-being.

Hannabh: It truly is because of Nar-anon that I've been able to try and bring the
focus back to myself. I have a few connections within that group that 1 can call...
I don't feel judged by them. | don't feel stupid for talking to them.

However, Hannah's lament about the lack of early awareness of Nar-anon stresses a
systemic failure to adequately inform individuals about available support resources, leaving

many feeling isolated and unsupported.

Hannah: | wish somebody had told me or made me aware of Nar-anon early on,
so | didn't have to be so alone. There's really no support for us. | don't get
financial assistance as a solo mum. I don't get child support. I don't get
accommodation supplements. | don't get anything. I'm ultimately just one
income. Doing it all on my own.

Similarly, Sarah's journey highlights the frustrations encountered when seeking help for
a loved one's addiction. Despite relentless efforts to find suitable rehabilitation options, Sarah
was met with a lack of practical guidance and support from institutional and community
resources. She described feeling frustrated with the suggestion that her partner needed to seek
help on his own initiative, leaving her feeling helpless. Moreover, Sarah's reflections on her
experience with Al-Anon underscore the diverse needs of supporters at different stages of the

journey.

Sarah: | did try a couple of Al Anon groups at that time, but when I arrived, it
just wasn't the right time for me. | was done with talking about it. I just wanted
practical strategies to get him sober and I didn't understand the concept of it
being about me and why am | insisting on getting this person clean? Like you

know that there were issues in that.

While support groups offer valuable emotional support, practical strategies and
guidance are equally essential, particularly for individuals seeking tangible ways to support
their loved one's recovery. Sarah's experience highlights a critical gap in the support

infrastructure for individuals supporting loved ones through addiction. Despite her efforts, she
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encountered a startling lack of recognition and support for supporters themselves. The absence
of proactive guidance from agencies and institutions reflects a systemic failure to acknowledge
the impact of addiction on the broader support network.

Sarah: All those people that | called, no one ever mentioned is there anyone that
you can call or talk to? | reckon those agencies need to be skilled, you know, to

at least be like look, there are places that you can ring.

Recognising the vital role that supporters play in the recovery journey, agencies must
prioritise providing comprehensive support that addresses the emotional, practical, and
informational needs of supporters. The failure to acknowledge supporters as key stakeholders in
the recovery process perpetuates a cycle of neglect and isolation, leaving supporters feeling
unsupported and marginalized. Sophia’s account further reinforces this idea:

Sophia: It should include the whole family. I went hunting for everything for me
and my kids. There was nothing for us... Yeah, I get that there's the addict, but
you're not looking holistically at all the parts of this. So, I think a lot of
treatment would work better if the family, or even the friends are involved in the
whole journey. Because it keeps them accountable more and healing the people
that are hurt through it too.

Sophia's account emphasises the critical need for comprehensive family-centred
approaches to addiction treatment. Recognising the impact of addiction on families, Sophia
advocates for holistic treatment models that involve the entire family in the recovery journey.
However, Sophia’s frustration with the absence of family-inclusive services exposes a critical
flaw in the current system—one that overlooks the broader familial dynamics essential to

effective treatment and long-term recovery.

These narratives underscore the importance of accessible, comprehensive, and family-
centred support services for individuals supporting loved ones through addiction. Addressing
systemic barriers to access and improving awareness of available support resources are crucial
steps toward ensuring that all individuals affected by addiction receive the support and
assistance they need to navigate the challenges of the recovery journey.
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Reclaiming control: How protection orders and legal support restore
safety

A key theme in these narratives is the crucial role of protection orders in safeguarding
individuals and their children. These legal tools help women establish physical and emotional
boundaries from abusive partners, fostering safety and autonomy. External validation from
lawyers, family, and support groups also played a transformative role, helping participants
overcome denial, shame, and guilt. These stories emphasise the importance of accessible legal
interventions, external support networks, and family-centred approaches in empowering

supporters to reclaim safety and agency.

One recurring motif is the significance of protection orders as vital mechanisms for
ensuring the safety and security of individuals and their children. Hannah, for example, reflects
on how a protection order facilitated her separation from her partner, providing both physical
and emotional safety for herself and children. The protective nature of such orders is similarly
underscored by Sarah, who highlights how obtaining a protection order and parenting orders
provided her with a semblance of autonomy and distance from her partner, enabling her to

prioritise her own well-being and that of her children.

Hannah: [My daughter] was not even a year old and I applied for the parenting

order, and that was a way of keeping her safe

Sarah: I finally got a protection order and parenting orders in place which has
helped me keep my own distance from him. I still have contact with him,
depending on how he's going, because we do share two kids. He sees them

through me at the moment.

While protection orders and reliance on the justice system were instrumental, Sarah's
narrative also highlights the disruptive impact of external factors such as the COVID-19
pandemic, which inadvertently impeded the efficacy of court-mandated interventions like
supervised contact arrangements. Sarah's experience underscores the challenges that can arise
even when legal interventions are in place.
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Sarah: We were in a supervised contact centre but then COVID kind of

happened and it all just fell away a bit. So, I've started supervising again, which
is not a good idea. It's not working.

While legal interventions play a crucial role in safeguarding the well-being of the
women and their children, they are not without their challenges. Sarah's experience with law

enforcement highlights the nature of fear and apprehension associated with engaging with the
justice system.

Sarah: | rung the police a lot in the early days, and never did anything with that,
but I would ring them because I'd be afraid and you know, hang up, and get off
the phone. And that was quite good. Because actually, later when | went to
court, those things were all documented even though | hadn't pressed charges.

Despite initial hesitancy, Sarah's frequent calls served as a form of validation and laid
the groundwork for future legal recourse and protection. This emphasises the need to address

barriers to justice, like fear and stigma around law enforcement, which can deter people from
seeking help.

Emily's reliance on legal support amid her tumultuous circumstances underscored its
crucial role in helping her confront harsh realities and initiate positive change.

Emily: And they said to me, "Look, you can make a decision to not make a
decision™, because | was like, do | need to sell the house, there's my baby, the
lawyers telling me | need a protection order. I'm like, what the hell? I can't, it

was all just too much and so making the decision to not make a decision was
really helpful.

Sarah's account emphasises how external validation plays a transformative role,
revealing the influence of normalization and psychological manipulation on individuals' failure
to recognise the severity of their situation. It underscores the crucial involvement of external

figures, like her lawyer and mother, in dispelling denial and enabling her to confront the harsh
realities she faced.
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Sarah: You grow accustomed to your environment, and don't see how bad things
actually are. When | went to my lawyer, finally got the police involved. They
were like, you have to get a protection order straight away...call a lawyer right
now, this is not okay... I'd never actually allowed myself to believe that my
situation was as bad as it was. My mother said to me, "M, you're a battered
woman, you need to sort it out.” And my lawyer said the same, sorry this makes
me emotional. But my lawyer said the same thing to me. And | was like, Well,
what? You know, that didn't sort of occur to me. So, I got the orders within no
time at all, it was a no contact slapped straight on him with no questions asked.
Just having that behind me, those boundaries there, but also just the belief of the
justice system behind me. That your experience is real. You know, because

without that, I'd still be questioning and allowing all this behaviour.

Participants also mentioned the significance of external support via the impact of peer
support groups. Sarah acknowledges how her journey toward seeking help was aided by the

encouragement and insight gained from such groups.

Sarah: | fully attribute being in those spaces to actually going and getting my
protection order, my parenting order. If I wasn't in Al-Anon | would never have
done that, because I just thought it was all my fault or that [ wasn’t good

enough.

This emphasises how support networks empower individuals to overcome shame and
guilt, guiding them toward seeking necessary help. The narratives reveal the intricate dynamics
among families, the justice system, and support networks, stressing the need to address barriers
to justice. Legal intervention and external validation are shown to be transformative, enabling

survivors to regain agency and safety.

Co-dependency

The narratives presented in this theme delve into the complex relationship between
addiction, co-dependency, and caregiving within intimate relationships. They highlight how
partners of individuals with addiction often become enmeshed in cycles of conflict avoidance,

denial, and emotional dependence. Participants reflect on their tendencies to overlook early
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warning signs in relationships and their struggle to separate love from enabling behaviour. The

stories reveal a dynamic where partners feel addicted to the relationship itself, despite
recognising its harmful effects on their well-being.

From survival to self-awareness: A journey of boundaries, recovery,

and growth

The theme of co-dependency within drug-affected relationships is deeply explored
through participants' experiences, illuminating the dynamics of addiction not only within the
partner but also within the supporter. Participants revealed how they learned about their own

patterns of conflict avoidance and their tendency to overlook "red flags" in the early stages of
the relationship, akin to the way addiction often begins with a single use and then snowballs.

Emily: There were probably a couple of little red flags, that I ignored, or that he
kind of reassured me about and I thought, Oh, it's fine.

Sarah: I knew what addict behaviour was like, but I couldn’t see it when it came

to him. I was just in such survival mode and denial.

They describe feeling almost addicted to the relationship itself, despite knowing its

detrimental effects on their well-being.

Emily: I knew that there was something wrong with me for letting things get to
that point. | couldn't trust myself and I've gone back so many times when I had
told myself 1 would never go back. So, | knew | needed help staying away from

that really unhealthy relationship.
One participant articulates the idea succinctly stating:

Emily: I think I have an addiction too; I think I'm addicted to my addict. | know
he's bad for me, but | can't stop, | can't stay away, | have this compulsive urge to

use.

This illustrates the striking similarity in thinking patterns and emotional and behavioural
problems between addiction and co-dependency. Quotes from participants further illustrate the
complexity of this dynamic. They describe going against their better judgement, ignoring

warning signs, and feeling compelled to return to the unhealthy relationship despite knowing its
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negative impact on their lives. This compulsion is likened to addiction, with participants

expressing a need for help to abstain from the relationship, akin to the compulsion “to use."

Participants also reflect on their journey towards self-awareness and recovery. Through
therapy and support groups, they come to recognise their own destructive behaviours and
patterns, taking responsibility for their choices and actions. They acknowledge the role of

trauma bonds, denial, and low self-esteem in perpetuating their co-dependency.

Emily: [These groups] allowed me to do what I needed for myself and start
getting myself well again, because | was so unwell. And they said to me, "if you
just leave your addict now, you're just going to go find another addict and start
over again." Through working the programme, | realised that | blamed him for
destroying my life. | realised that actually, | was on a path of self-destruction
long before he came into my life, and my own issues, and the relationship

choices that | was making.

Similarly, Sarah reflects on her experience of feeling indispensable to her partner,
driven by her low self-esteem and intense need for validation. When her partner moved on to
another person, she experienced a sense of loss and turmoil, akin to withdrawal from a drug.

This realisation prompted her to seek help from Al-Anon, where she confronted the distorted
perception of her partner and the trauma bonds that kept her tethered to him.

Sarah: He moved in with this woman, two weeks after they met because of
course, they're both addicts. And | stopped being important. Because part of the
allure for me was that | was the only person that he thought would help him. 1
was this amazing person, and &e 'd never met anyone like me... and that really
fed my own issues with self-esteem. | needed somebody to be that intense for me
to feel lovable. And when he removed that and then moved on to somebody else,

| went actually crazy. It was like | was coming down from a drug myself.

Through this process participants described gaining insight into their relationship
choices. Sarah recognised that her relationship was not an isolated incident but part of a pattern
in her life. She understands that life will continue to present the same lesson until she learns

from it, motivating her to break the cycle of co-dependency and pursue healthier relationships.
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Sarah: It taught me a lot about addiction. It's not my fault, and why | was
attracted to these men. You know what | mean? He is not my first addict.
Definitely my most intense but not my first.

Participants expressed gratitude for the opportunity to break free from the cycle of
addiction and co-dependency. They recognised that their relationships served as catalysts for
personal growth and self-discovery. This journey involved a shift in personal boundaries, a
recognition of repeating patterns in relationships, and a commitment to prioritizing self-care

and self-responsibility.

The cost of caregiving: Gendered roles, co-dependency, and self-
discovery

This subtheme highlights the intricate relationship between caregiving, compassion, and
women's experiences in codependent relationships. Participants felt compelled to take on
caregiving roles within their relationships and described prioritising the needs of others above
themselves.

Hannah: | would be getting our daughter ready, taking her to daycare, working
from home full time, managing the day-to-day stuff. And then he wouldn't come
home from work, or he would sit up and not sleep. So, then it would often be me
not sleeping because | was trying to figure out is he using? Where is he? Is he

okay? Is he safe?

Emily: Before, | was just on autopilot burnt out mode because | was doing
everything for everybody else, rather than doing things for me. Going through
this has given me courage to find myself, define myself and to build a healthier
relationship with myself and others. Yeah, courage to make decisions and

choices unapologetically.

These accounts vividly portray the immense strain placed upon participants as they
navigate their partners' addictions alongside the responsibilities of parenthood. Despite their
unwavering commitment to their families, they grapple with the toll it takes on their own

mental and emotional health. Emily's perspective underscores the primal instinct to protect
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oneself and one's children from harm, bravely choosing to prioritise her safety and that of her

baby by leaving an environment tainted by addiction:

Emily: 1 gave him a chance to come clean. He was completely in denial still
lying about it. Until he finally said, yes. Okay, like I've done it a couple of times.
As soon as he admitted, like, even if he had just done it once, that was enough for

me. | knew that it was not a safe place for me and my baby.

Both Emily and Sarah described how societal expectations often dictate women's roles
as caregivers, blurring the lines between nurturing and enabling behaviour. Emily reflects on
excusing her partner's addiction due to his support during a vulnerable time, while Sarah

acknowledges feeling more like a mother figure than a partner.

Emily: What complicated things is that my brother died a week before I moved in
with him. | was totally broken and vulnerable and he was there for me
emotionally. And so, then that whole year, | was just a blind mess, and | excused
a lot of his drug use behaviour, being like, he chose to move in with a partner
who's grieving. And, you know, he's probably stressed, he's amazing for being
there for me and he could have left but he didn't. All of that also clouded up a lot

of our relationship.

Sarah: | have become a mother not partner in the relationship.... So, | was a
caretaker and a mother and, ... I do actually think of him almost like a third

child to be quite clear.

The introspection shared by these women reveals a profound realisation: equating love
with fixing others' problems only leads to neglecting one's own needs and identity. They come
to understand that true empowerment lies in allowing others to take responsibility for their

actions and experiencing the consequences of their choices.

Emily: Because if I'm doing everything and finding recovery for him, he's not
owning it. Yeah, it's always my fault then if things work or not work. It will only
be from him trying and failing and trying and failing again, that he'll surrender
and be like, Okay.
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This reflection reveals the tendency to equate love with fixing others' problems in a
caregiving role. Participants realised this often led to neglecting their own needs and identity,
prioritising peace over personal well-being. They recognised that true empowerment comes
from others taking responsibility for their actions. Emily acknowledges the limitations of her
role in her partner's addiction recovery, opting to let him face consequences instead of rescuing

him.

Emily: Everything | thought was love, was enabling and | was completely
obsessed and focused on other people. On making their lives better. I had
literally lost my whole sense of identity because even in my family, I was always
the peacemaker. You know, the mediator, the one that brought everyone
together. | thought that gave me so much self-esteem, and I'm so good because
I've kept my family together. Bullshit. I've just robbed everyone. Everyone's

opportunity to take responsibility for themselves.

Emily: By not enabling or rescuing him, I can compassionately and lovingly
allow him to experience the consequences of his choices and hit rock bottom.
And feel that pain that he needs to, that I've been trying so hard to save him
from... That's what addicts are constantly trying to get away from — pain. But
actually, the pain is the key to recovery, facing that pain is the only thing that
motivates people to really truly change their lives. Everyone sees pain as the

enemy but actually pain is the saviour.

This understanding of pain's role in growth, challenges societal views, seeing pain as

transformative rather than solely negative. The role of pain in recovery was similarly touched
on by Sarah but in terms of her own experience:

Sarah: I didn't realise how uncomfortable | was feeling any type of pain.
Physical or emotional pain I avoided at all costs, and so 1'd constantly allow
unacceptable behaviour everywhere, not just with him, because I couldn’t deal
with confrontation. | was so terrified of being criticized. That would then
reinforce the feeling that | was a shitty, horrible person that wasn't lovable,
right? So, realising | can set boundaries around what | want my environment to

be has been really important, and that someone else’s reaction to those
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boundaries is not about me or about ‘not being good enough,’ and that the

discomfort will pass.

The reflections shared by participants offer insights into the journey of self-discovery
and empowerment after navigating codependent relationships. By embracing the mantra that
"No is a complete sentence,”" Sarah acknowledges the importance of setting boundaries and
prioritising her own well-being. She recognises that avoiding discomfort and confrontation only
perpetuates unhealthy patterns and reinforces feelings of unworthiness.

Sarah: I think just the three C's. Didn't cause it, can't control it, can't cure it....
And just that it's not your fault. It's not your responsibility to fix them. | tried

absolutely everything, every tact I possibly could, none of it worked.

Sarah's realisation further solidifies her understanding that she is not responsible for
fixing others' problems. This shift in perspective liberates her from the burden of taking on
more than she can handle and allows her to release the notion that she is somehow inadequate

for not being able to fix everything.

In summary, these narratives provide a compelling glimpse into how addiction deeply
affects intimate relationships and family dynamics, emphasising the remarkable strength and
commitment of caregivers amidst overwhelming challenges. They showcase the intricate
interplay of caregiving, co-dependency, and gender roles in relationships, offering profound
insights into the complexities of these dynamics. Moreover, the reflections shared offer
valuable lessons on reclaiming agency, establishing boundaries, and prioritizing self-care amid

societal pressures and personal evolution.
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Chapter Five: Discussion

The ecological approach was utilised throughout the analysis to examine the impact of
addiction on partners across personal, interpersonal and societal levels. The themes explored
highlight the relational, dynamic, and enduring nature of this impact, which evolves slowly with
lasting consequences. To understand these themes the discussion moves to sense-making across
these dimensions. This discussion begins by outlining the emotional and practical costs of being
a supporter and the effects of emotional abuse, particularly gaslighting. Consistent with
previous studies, it also highlights the impact of family addiction on children. The discussion
then explores the interplay between isolation and stigma for those supporting individuals with
addiction. The discussion further investigates the relationship between co-dependency, gender
dynamics, and caregiving behaviours in these contexts, starting with a definition of co-
dependency and its relevance to participants' experiences. It examines how personality traits,
such as agreeableness and neuroticism, contribute to co-dependency and the challenges faced
by women supporting their partners. Parallels between participants' narratives and established
stages of addiction recovery are then explored, illustrating a transition from chaos to stability as
participants and family progress toward recovery. Implications of the research are then
explored, highlighting the critical need for accessible, comprehensive, and family-centred

support services forindividuals supporting loved ones through addiction. Limitations and future
directions are then summarized.

The Toll on the Partner

The research findings align with existing literature on the experiences of supportive
family members in addiction, highlighting the significant personal challenges they face. These
challenges include mental, physical, and financial stressors that contribute to chronic distress
and declining well-being. The burden carried by partners of individuals struggling with
substance use is profound, encompassing far more than emotional distress. These partners often
endure a relentless combination of mental, physical, and financial challenges, leading to chronic
stress and deteriorating well-being. The following discussion explores the multifaceted toll
experienced by supporters, focusing on two interwoven themes: the emotional and practical

costs of being a supporter and the impact of emotional abuse, particularly gaslighting. Together,

96



these themes highlight how supporting a partner with addiction can entrap individuals in cycles

of emotional strain, financial hardship, and psychological manipulation.

The intertwined emotional and practical costs of supporting addiction

Partners of individuals with substance use issues face profound challenges that affect
their well-being beyond emotional distress. This study, in line with previous research (Barnard,
2006; Dawson et al., 2007; Olafsdottir et al., 2018; Wells, 2021), underscores the strong
interconnection between mental and physical health in close relationships, as participants’
experiences of anxiety, stress, and trauma highlight the dual impact on overall well-being.
Participants described a concerning progression: initial worry about their partner's substance
abuse escalated into anxiety which, for some, culminated in panic attacks. This emotional strain
manifested physically, leading to problems such as sleep disturbances, disordered eating,
weight loss, and, in severe cases, hospitalization. Consistent with past research (Barnard, 2006;
Dawson et al., 2007; Olafsd6ttir et al., 2018), many participants endured persistent stress, often
leading to depression, profound anxiety, and fatigue. The prevalence of these conditions
mirrored Olafsdottir et al.'s (2018) findings, where over a third of participants experienced
depression, anxiety, and stress. Ultimately, as reported by Dawson et al. (2007), anxiety,
loneliness, and emotional drain became pervasive features of their lives, significantly impacting
their quality of life. These findings solidify the understanding that partners of substance abusers
face a significant mental and physical health burden, highlighting the need for comprehensive
support systems. This study reinforces the critical connection between mental and physical
health, emphasizing the importance of addressing both aspects to improve the overall well-
being of affected individuals.

The financial strain of supporting a spouse with addiction is also well-documented
(Fathi et al., 2020). Participants in this study echoed these challenges, describing disputes over
finances and possessions, mirroring findings by Orford et al. (2010). These conflicts
encompassed a range of concerning behaviours, including selling personal belongings,
unauthorized borrowing, and neglecting financial obligations. Such actions can lead to
significant financial hardship for the supportive partner. These financial challenges are not

limited to the direct costs of the substance abuse itself—such as depleted savings, increased
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debt, or loss of income—but also involve hidden costs, including disrupted employment,

housing instability, and the inability to plan for the future.

The participants' experiences aligned with research highlighting the increased risk of
domestic violence associated with SUDs (Donohue et al., 2006; Freisthler et al., 2017; Gruber
& Taylor, 2006; Hartley, 2002; Martin et al., 2010). Emily's account particularly exemplified
this, detailing her partner's escalating mood swings, aggression, and erratic behaviour. This
volatility created a climate of fear and uncertainty within the home, mirroring the anxieties
documented in the literature (Orford et al., 2010).

In this study, supportive partners experienced insecurity, betrayal, and resentment—
emotions stemming from both the financial consequences and the emotional erosion of trust due
to their partner’s addiction. The financial instability, coupled with fears of escalating violence,
left these partners in a state of constant vigilance and heightened anxiety. These factors
(financial strain and the threat of violence) imposed a significant burden on supporters,
intensifying their emotional distress and leaving them feeling overwhelmed, isolated, and
unsupported. Systemic barriers further compound these challenges (Epstein & Goodman, 2018;
Kelly et al., 2014; Stoever, 2019). Many partners lacked adequate access to mental health
resources, either due to high costs or overwhelming demand. Likewise, legal protections for
those facing domestic violence are often limited, inaccessible, or complex, leaving victims
vulnerable and with few options (Kelly et al., 2014; Stoever, 2019). Additionally, societal
stigmas around addiction and domestic violence frequently isolate partners, deterring them from
seeking help out of fear of judgement or disbelief (Epstein & Goodman, 2018; Page et al.,
2024).

The cumulative effect of financial strain, emotional distress, and societal barriers forms
a complex web of challenges that entraps partners in a state of chronic stress (Barnard, 2006;
Epstein & Goodman, 2018; Fathi et al., 2020). Without adequate resources or support systems,
the psychological toll can manifest as depression, anxiety, post-traumatic stress, and physical
health issues, further diminishing their capacity to cope (Dawson et al., 2007; Olafsd6ttir et al.,
2018; Wells, 2021). Thus, addressing these intersecting burdens requires not only individual-

level interventions but also systemic changes, including improved access to mental health care,
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stronger social safety nets, and more robust legal protections for victims of both substance-

related violence and financial abuse.

"Am | crazy?': The psychological toll of gaslighting in substance-
affected relationships

Participants all experienced emotional abuse including manipulation, lies and deception
and were made to feel crazy by their partners. Encompassing a broad spectrum of manipulative
tactics, emotional abuse constitutes a pervasive form of psychological aggression within
relationships (Gavin, 2011). This insidious behaviour relies on overt and covert manipulation,
verbal mistreatment, intimidation, and persistent criticism, all designed to erode the victim's
self-esteem and exert control (Gavin, 2011; Lackhar, 2001). All of this was outlined by women
in this study and my previous honours research (Wells, 2021). The long-term psychological
effects of emotional abuse can be even more damaging than physical abuse (Ali et al., 1999;
Geffner & Rossman, 1997; Follingstad et al., 1990).

One particularly harmful manifestation of emotional abuse within romantic relationships
is termed romantic terrorism (Hayes & Jeffries, 2015). This describes the strategy of emotional
and psychological manipulation used by domestic violence perpetrators to maintain control
over their partners. Gaslighting is another specific subtype of emotional abuse (Hayes &
Jeffries, 2016). Gaslighting is a particularly destructive tactic involving targeted manipulations
that purposefully undermine the victim's mental stability and perception of reality through
techniques like minimization, threats, and feigned ignorance (Barton & Whitehead, 1969; Calef
& Weinshel, 1981). While the term gaslighting itself may be recent in academic literature
(Hayes & Jeffries, 2016), the core concept of epistemic harms has been documented for years
under various names (Eisenberg, 2011; Ferraro, 2006; Williamson, 2010) such as unreality,
surreality and crazy-making. This study echoed these themes, as partners described the gradual

erosion of their sense of self, leading them to question their reality.

While research suggests a gender disparity in gaslighting perpetration — with women
more likely to be victims (Dorpat, 1996; Gass & Nichols, 1988) — this form of emotional
abuse transcends specific relationships. It thrives in environments with power imbalances,
manifesting in marriages (Abramson, 2014), workplaces (Simon, 2010), and even political

spheres (Gibson, 2017). However, the most pronounced and concerning instance of gaslighting
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likely occurs within IPV. Studies reveal that over 80% of IPV survivors report being called

crazy by their partners (Warshaw et al., 2014), highlighting its prevalence in abusive
relationships.

The core function of gaslighting in 1PV becomes evident when examining its impact on
the victim's sense of self. Research by Loring (1994) and Tolman (1992) suggests that inducing
self-doubt and a distorted reality are central to an abuser's ability to maintain control. By
eroding the victim's perception of truth, the abuser effectively manipulates and exerts
dominance (Akdeniz & Cihan, 2024). Understanding why victims remain in these relationships
requires acknowledging the characteristics that can make individuals more vulnerable to
gaslighting. Stern (2020) highlights self-doubt, a desire for approval from the abuser, and a
need to reduce conflict as vulnerabilities that can be exploited by gas lighters. Participants
described themselves as individuals who seek to maintain harmony and noted their aversion to
conflict, indicating the vulnerabilities that make them susceptible to gaslighting. The
underhanded nature of gaslighting, often disguised as concern or affection, combined with the
victim's own vulnerabilities, creates a complex situation that makes escape difficult (Akdeniz &
Cihan, 2024).

Hailes and Goodman (2023) reveal the firsthand experiences of individuals subjected to
gaslighting, which closely mirror the narratives of participants in this study. They emphasise
that a central tactic of gaslighting involves systematically undermining the victim's self-trust.
This dynamic appears both in their research and in the accounts shared here. For instance,
Sarah’s description of ongoing uncertainty, "I just lived in an absolute state of doubt...
constantly questioning my reality," vividly underscores this aspect of self-doubt induced by
gaslighting. Hannah's tendency to blame herself due to her partner's manipulative tactics also
underscores this phenomenon. She was made to believe she was irrational and responsible for
her partner's setbacks. These strategies are designed to induce victims to doubt their own
integrity and shoulder the blame for the abuser's actions (Hailes & Goodman, 2023).

Gaslighting can dismantle a victim's sense of self-worth. The sentiments of
worthlessness and self-condemnation expressed in the current study, such as "I was made to
feel like | was crazy... disgusting... not worthy," resonate with findings on how gas lighters
manipulate their victims. As elucidated by Hailes and Goodman (2023), this self-doubt
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cultivates a heightened dependence on the abuser's judgement, as evidenced by their research
participants who reported defaulting to their partner's judgement and prioritizing appeasement.
Further illustrating the idea of appeasement, the quote "I do kind of still catch myself placating
him to an extent to avoid confrontation™ reflects the learned behavioural patterns that can
develop in response to gaslighting. Victims may resort to placating their abuser to sidestep
further emotional abuse and manipulation, even after terminating the relationship. This aligns
with the study by Hailes and Goodman (2023), which discovered that gaslighting can prompt
victims to prioritise conflict avoidance with the abuser, often at their own detriment. This

provides additional insight into the below discussion on agreeableness and conflict avoidance
within the context of gender, caregiving and co-dependency (Hays, 1996; Panaghi et al., 2016).

Partners of individuals with SUDs endure significant emotional, practical, and
psychological burdens. The stress of caregiving, financial instability, and fear of violence create
cycles of chronic anxiety, depression, and exhaustion. Emotional abuse, particularly
gaslighting, further deepens these challenges by eroding self-worth, fostering dependency, and
reinforcing conflict avoidance. Addressing these intertwined burdens requires more than
individual coping strategies—it demands systemic solutions, such as accessible mental health
care, stronger legal protections, and social support. A holistic approach is essential to help

partners heal, regain autonomy, and rebuild their well-being.

The price of addiction: The emotional and psychological toll

on children

Research consistently highlights the detrimental effects of parental SUD on children's
well-being (Copello et al., 2005; Lander et al., 2013; Schultz & Alpaslan, 2020; Velleman &
Templeton, 2003; Wilson et al., 2019). Velleman and Templeton (2003) show that families
affected by alcohol and drug misuse often experience recurring issues like household
disharmony, placing children at risk for adopting long-lasting coping mechanisms such as
avoidance, emotional withdrawal, self-blame, and guilt. These mechanisms disrupt children’s
mental and emotional well-being throughout their formative years and beyond (Velleman &
Templeton, 2003). Schultz and Alpaslan (2020) further support these findings, as their
participants expressed deep concerns about their children’s inability to build meaningful

relationships with an addicted parent who lacks the capacity to provide essential emotional
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support crucial for healthy development. Without this connection, children often experience a

range of negative emotions, including guilt, self-blame, embarrassment, helplessness, anger,
and anxiety (Copello et al., 2005; Lander et al., 2013).

Participants in this study also expressed significant concern about the impact of
substance use on their children’s long-term well-being. Sarah, for instance, observed that her
daughter struggles with concentration, confidence, and dissociation due to chronic neglect and
exposure to her father’s unpredictable behaviour—mirroring the emotional and psychological
vulnerabilities noted in previous research (Velleman & Templeton, 2003). Similarly, Sophia's
daughter's persistent anxiety and fear of abandonment, along with Hannah’s daughter's
experience of growing up without a supportive father, illustrate the disruption to emotional
stability and secure attachment formation reported by Wilson et al. (2019). These narratives
provide compelling evidence of the lasting impact of parental substance use on children's

development and mental health.

Navigating isolation and stigma

This research highlighted the powerful interplay between isolation and stigma in the
lives of those supporting individuals with addiction. Stigma acts as a powerful force that
discourages help-seeking and weakens support systems, trapping families in a cycle of isolation
(Sampson et al., 2020; Wilson et al., 2019). The fear of judgement and disapproval fuels social
isolation, driving families into secrecy and withdrawal (Fathi et al., 2020; Joolaee et al., 2014;
Orford et al., 2013; Straussner & Fewell, 2011). This isolation intensifies feelings of shame and
self-blame, deepening the cycle (Wilson et al., 2018) and obstructing positive change for both
the addicted individual and their loved ones.

Supporting in silence: The emotional isolation of partners

Social isolation poses a critical barrier for families supporting individuals with addiction
(Condry, 2007; Sampson et al., 2020). Supporting a partner with addiction often creates a ripple
effect, straining relationships beyond the couple. Emily, for example, experienced this with
friends who, instead of being a source of support, became sources of awkwardness and
distance. Friends may voice concerns earlier than those directly involved, leading to strained

interactions and, withdrawal by the supportive partner (Fathi et al., 2020).
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As social isolation deepens, it impacts not only the well-being of supportive partners but
also complicates family dynamics, introducing additional layers of pressure and judgement.
Fear of judgement and disapproval traps supporters in a cycle of isolation (Fathi et al., 2020;
Joolaee et al., 2014; Orford et al., 2013; Straussner & Fewell, 2011). Participants in this study
described feeling increasingly alone and misunderstood by their social circles, mirroring
previous findings (Cornille & Boronto, 1992; Fathi et al., 2020). Ironically, to avoid this

judgement, supporters often withdraw, focusing solely on managing their partner's addiction.
This social withdrawal, though detrimental, often becomes a self-protective coping mechanism.

Supportive partners may also face pressure to abandon the relationship or criticism of
their approach from the addict's family (Wilson et al., 2019), as felt by Emily, Hannah and
Sophia. This pressure can be exacerbated by perceived biases within the family system that
favour the individual with addiction, further isolating the supportive partner and hindering their
ability to effectively address the situation (Wilson et al., 2019). Participants' narratives reveal a
perceived need for secrecy surrounding addiction, aligning with findings by Schultz and
Alpaslan (2020). Similar to Sarah's "drips and drabs" disclosure, participants in Schultz and
Alpaslan’s study resorted to deception and excuses to maintain an illusion of normalcy,
particularly to preserve the family unit (Schultz & Alpaslan, 2020). However, this secrecy
isolates partners further and prevents them from accessing crucial support systems, hindering
positive change for both the addict and their loved ones.

Caughtina cycle: Internal, secondary, and societal stigma’s impact on
families

Addiction stigma fosters multi-layered isolation for families. Internally, shame and self-
blame can lead to social withdrawal (Corrigan & Miller, 2004). Externally, secondary stigma,
where family members are judged by association with the addiction, further isolates them

(Goffman, 1963; Larson & Corrigan, 2008). This creates a complex web of isolation that
hinders help-seeking behaviours and weakens support systems.

Individuals supporting those with addiction often experience a profound sense of shame
and self-blame. This internalised stigma can stem from a belief that they should have been able
to fix the situation or prevent their loved one from developing an addiction. Such feelings can

lead to social withdrawal and a reluctance to seek help, as individuals may fear being judged by
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others. The narratives of participants outline their feelings of how internalised shame coupled

with fear of judgement by friends, family and colleagues functioned as significant barriers to
seeking support. These anxieties intensified their feelings of isolation and withdrawal.

Emily's experience exemplifies how stigma intertwines with other societal biases. Her
internalised shame and guilt about leaving her partner stemmed not only from his addiction but
also from societal pressures to conform to traditional family structures (Corrigan & Miller,
2004). Her fear of judgement from colleagues regarding single motherhood highlights how

stigma can exploit existing societal biases, creating a complex web of isolation.

Despite their professional backgrounds in mental health, three participants revealed a
profound sense of shame and guilt, surrounding their partners addictions. Emily, a psychologist,
expressed deep shame for missing the warning signs in her partner. This internal conflict
between professional knowledge and personal experience suggests a self-blame that even
professional training could not fully mitigate. Similarly, Hannah and Sophia, though familiar
with addiction concepts from their careers in mental health, acknowledged a sense of personal
failure for not being able to leverage their knowledge to "fix" the situation. Their stories
emphasise that professional expertise does not necessarily shield individuals from the isolating
effects of stigma and self-blame.

In addition to internalised stigma, supporters may also face secondary stigma.
Secondary stigma, a key concept in understanding the isolation of families affected by
addiction, refers to the negative attitudes directed towards family members by association
(Goffman, 1963; Larson & Corrigan, 2008). This study's participants exemplify its detrimental
effects. Secondary stigma operates on multiple levels. Societal stereotypes, like those associated
with methamphetamine use in Hannah's case, can lead to feelings of being unfairly judged and
marginalised (Corrigan & Miller, 2004). Stereotypes such as those outlined by Hannah that
often depict addicts as criminals or associated with gang culture, create a pervasive stigma that
extends to loved ones. This fear of judgement, as demonstrated by Hannah's initial hesitation to
share her story, is a significant barrier to accessing crucial support systems (Corrigan & Miller,
2004; Keyes et al., 2010). Similarly, Emily's own and Hannah's partner's resistance to attending
support groups due to preconceived notions about drug users further highlights the

pervasiveness of stigma and its ability to discourage positive interventions. Secondary stigma
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can also manifest within families. Emily's experience with her partner's family exemplifies this.
Pressure to abandon the relationship or criticism of her approach can stem from a perceived
bias within the family system towards the substance user (Wilson et al., 2019). This not only

isolates the supportive partner but also hinders their efforts to address the situation effectively.

The interplay between internalised, public, and secondary stigma created significant
barriers to seeking help and support for the participants in this research. This cycle of isolation
and stigma was self-perpetuating as fear of judgement from friends and family (interpersonal
stigma) led to social withdrawal and secrecy, further isolating the supporter (isolation). This
isolation exacerbates feelings of shame and fuels internalised stigma, making it even harder to
seek support from those same social circles. Societal biases regarding addiction and family
structures (societal stigma) also contribute to this cycle by creating a climate where open
communication is discouraged.

In summary, the interconnectedness of various levels of stigma forms a complex web
that significantly obstructs help-seeking behaviours for families navigating the challenges of
addiction. Breaking this cycle requires a multi-pronged approach that addresses internalised
shame, fosters open communication within social circles, and challenges negative societal

stereotypes about addiction and family dynamics.

Co-dependency

This section investigates the intricate relationship between co-dependency, gender
dynamics, and caregiving behaviours in relationships impacted by SUDs. It begins by defining
co-dependency and relating it to the experiences of participants in this research. Following this,
the discussion delves into how personality traits such as agreeableness and neuroticism
contribute to the development of co-dependency and the subsequent challenges faced by

women supporting their partners through addiction.

The entanglement of love and addiction
A surprising finding emerged from the research as participants frequently described co-
dependent behaviours, such as a compulsive need to care for or rescue the addicted individual.

Co-dependency, though often discussed in literature as a stigmatizing label (Corrigan et al.,

2006), was a term used willingly by participants in this research to describe their experiences.
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Through their involvement in Nar-Anon, they learned that acknowledging what they could
control was a crucial step in their healing. In this context, the term can be framed as helpful
rather than harmful, as it allowed participants to gain clarity on their roles and behaviours,
empowering them to focus on their personal growth and well-being. While support from loved
ones is vital for an individual’s recovery, supporters benefit greatly from recognizing and
addressing their co-dependency issues as part of their healing process—a core topic in Nar-

Anon Family groups (Nar-Anon Family Groups, 2014).

Co-dependency is characterized by behaviours that reflect excessive focus on another's
well-being and heightened sensitivity to interpersonal dynamics, often leading to self-neglect
(Ahmad-Abadi, 2017; Bortolon et al., 2017; Dear, 2002; Harkness & Cotrell, 1997; Panaghi et
al., 2016; Young & Timko, 2015). The term remains debated, with some viewing it as a disease
(Dear & Roberts, 2005) and others describing it as addictive love or pathological altruism
(Young & Timko, 2015). Despite these definitional variations, core elements consistently
emerge, such as an extreme focus on others’ expectations, self-sacrificing behaviours, a belief
in one’s ability to fix others, and the suppression of personal emotions (Dear, 2002; Dear &
Roberts, 2005). Participants in this study illustrated these traits; for instance, some believed that
skills from their mental health training could help change their partners’ behaviours, while
Sarah shared that her self-esteem depended on the intensity of her partner’s attention. Within
the framework of co-dependency, these behaviours are understood as coping mechanisms,
driven by the strong desire for connection and a fear of abandonment, characterised by feelings
of powerlessness, paired with an over-attribution of power to others (Schultz & Alpaslan,
2020). This preoccupation may lead to self-neglect and a reliance on external validation for
self-worth, often alongside low self-esteem (Dear, 2002). Caretaking behaviours may become a
source of purpose, particularly in dysfunctional relationships characterized by denial, rigidity,
and control attempts (Schultz & Alpaslan, 2020). Research suggests that efforts to control a

loved one’s behaviour can unintentionally reinforce these co-dependent dynamics within the
family unit (Timko, et al., 2012).

The concept of co-dependency can also be understood as a form of love addiction
(Briggie & Briggie, 2015). Briggie and Briggie (2015) suggest that childhood attachment styles

play a significant role in shaping how individuals experience love in romantic relationships. In
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a healthy progression, love moves naturally from attraction to a secure attachment. However,
challenging childhood experiences, such as traumatic loss, separation, neglect, or a caregiver's
mental health struggles, can disrupt this path. These early disruptions may alter the
development of healthy love, sometimes resulting in a form of love that becomes compulsive,
obsessive, and dependent— characteristics often associated with love addiction. Love addiction
is marked by an intense yearning for romantic relationships to find euphoria, security, and self-
worth (Briggie & Briggie, 2015). Such attachment styles often include difficulty controlling
behaviours, an excessive need for intensity, and heightened distress when a relationship ends.
This craving for connection reflects a need for closeness rather than a character flaw, with
symptoms mirroring addiction, such as loss of control, tolerance, and emotional withdrawal
(Briggie & Briggie, 2015).

Research has revealed striking parallels in the neural processes underlying various
addictions (Burkett & Young, 2012; Fisher et al., 2010). Brain scans of both pathological
gamblers and crack cocaine addicts exhibit similar activity patterns (Potenza, 2008). Moreover,
romantic love has been found to activate brain regions akin to those implicated in substance
addiction (Fisher et al., 2010). This connection is further supported by the alignment of
romantic relationship addiction with the DSM-5 criteria (American Psychiatric Association,
2013) for SUDs. These criteria, applicable across different types of addiction, encompass
behaviours such as continued engagement despite harm, difficulty in cessation, loss of control,
tolerance, and withdrawal symptoms. Participants' experiences mirror these patterns, showing
escalating desperation, shame, and a loss of control, emphasising that the essence of addiction
transcends the specific object of dependence.

The findings in this study strongly support the concept of love addiction proposed by
Briggie and Briggie (2015) and align with broader research on addiction. Participants'
experiences mirrored the stages and struggles commonly seen in addiction, with one key
similarity being their tendency to overlook early warning signs. Just as substance users might
downplay the initial effects of drug use (Chang et al., 2016), participants recounted ignoring
"red flags™ during the early stages of their relationships. Even after recognising the harm
inflicted, they felt a powerful urge to stay, —much like the craving that drives substance

addiction (American Psychiatric Association, 2013). This aligns with a core diagnostic criterion
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for addiction: continued engagement despite negative consequences (American Psychiatric
Association, 2013). The parallel with addiction becomes even more evident in the cyclical
pattern participants described, as they repeatedly returned to unhealthy relationships despite
efforts to leave. This echoes the struggle substance users face when trying to break free, often
requiring external support to succeed (American Psychiatric Association, 2013). Finally, the
intense emotional distress experienced upon leaving the relationship mirrored withdrawal
symptoms, a hallmark feature of addiction. These observations solidify the view of co-
dependency as an unhealthy attachment style with strikingly similar dynamics to those found in
substance abuse.

These findings align closely with current addiction research, indicating that various
addictions share similar underlying neural processes (Burkett & Young, 2012; Fisher et al.,
2010). The DSM-5 diagnostic criteria for SUDs also apply to co-dependency, with patterns of
continued involvement despite harm, difficulty stopping, and withdrawal symptoms (American
Psychiatric Association, 2013). This alignment underscores co-dependency as a complex
response to abuse, sharing essential traits with addiction. Recognising the addictive dynamics in
co-dependency can empower individuals and support systems to break these patterns, enabling
healthier relationships for those in supporting roles.

Exploring the role of personality and gender in co-dependency

Co-dependency literature suggests a link between societal gender norms and the
development of co-dependency in caregiving roles for those supporting loved ones with SUDs
(Cermak, 1986; Panaghi et al., 2016). This exploration examines the Big Five personality traits,
focusing particularly on neuroticism and agreeableness, to better understand their connection to
co-dependency and gender dynamics (Bakker et al., 2006; Flory et al., 2002; Goldberg, 1992;
Jensen-Campbell & Graziano, 2001; Malouff et al., 2007). A key question emerges: is
agreeableness an inherent personality trait or a learned response shaped by societal
expectations, particularly those emphasising women's nurturing roles? Societal narratives like
the good mother ideal, which glorify self-sacrifice, undoubtedly play a role (Hays, 1996). This
raises the question of whether the pressure to be agreeable drives women toward co-

dependency when confronted with a partner's SUD.
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The narratives presented in this study reveal the complex interplay among gender
dynamics, caregiving responsibilities, and co-dependency. Central to these stories is the
depiction of individuals feeling compelled to assume caregiving roles within their relationships,
often at the expense of their own well-being. The good mother narrative encourages self-
sacrifice and nurturing (Hays, 1996), prompting women to internalise the expectation of
prioritising others' well-being over their own. For example, Emily’s self-esteem was deeply tied
to her ability to hold her family together and fix her partner, creating an identity solely defined
by caregiving. This aligns with societal expectations of a selfless caregiver (Hays, 1996) and
correlates with the personality trait of agreeableness (Bakker et al., 2006; Goldberg, 1992;
Jensen-Campbell & Graziano, 2001). Agreeable individuals, known for their kindness,
empathy, and cooperation, often prioritise their partner's well-being and feel responsible for
their happiness. In the context of substance use, this tendency can lead to enabling behaviours,
hindering rather than promoting recovery (Panaghi et al., 2016).

Participants in this study often struggled to maintain harmony and resolve conflicts
within their relationships and families. This prioritisation of others' well-being, a core aspect of
agreeableness, becomes particularly challenging in the context of addiction. Driven by both
inherent agreeableness and societal expectations of the good mother, these women juggle the
demands of parenthood while caring for their partners. Societal norms further reinforce this
cycle, making it difficult for them to establish boundaries and resist enabling their partners'

addictive behaviours.

Research suggests an association between agreeableness and co-dependency. Panaghi et
al. (2016) found that wives of partners with SUDs scored higher in agreeableness compared to a
control group. This elevated agreeableness may serve as a compensatory trait, balancing the
lower agreeableness often seen in partners with SUDs and potentially fostering stability within
the relationship, as proposed by the Vulnerability-Stress-Adaptation Model (Karney &
Bradbury, 1995). Alternatively, societal expectations may play a role, as culturally ingrained
narratives like the good mother ideal reinforce the notion that women should prioritise others’
needs (Panaghi et al., 2016). Together, these pressures may hinder women’s ability to prioritise

their own well-being, thus fostering co-dependent behaviours.
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The role of neuroticism adds further complexity to understanding co-dependency.
Panaghi et al. (2016) found a notable link between co-dependency and neuroticism, a trait
associated with anxiety and negative emotions. Wives of partners with SUDs showed
significantly higher neuroticism levels than a control group, supporting research that highlights
the chronic stress and emotional strain often faced by partners of those with substance use
issues (Asante & Lentoor, 2017; Barnard, 2006; Dawson et al., 2007; Olafsdottir et al., 2018;
Wells, 2021). Such stressors likely contribute to elevated neuroticism levels, potentially
increasing susceptibility to codependent behaviours. While some studies do indicate higher
neuroticism in partners of those with SUDs (Panaghi et al., 2016), it is essential to consider how
context influences these findings. Earlier research once stereotyped such individuals as
inherently neurotic, but newer studies argue that situational factors—Ilike a partner’s substance
use—can play a significant role in elevating distress and neuroticism (Corder et al., 1964).
Edwards et al. (1973) further demonstrated that partners’ distress fluctuates, rising during
periods of active use and decreasing with abstinence. These insights underscore the complex
interaction of personality traits, societal expectations, and the emotional toll of caregiving in
SUD contexts. Participant narratives in this study reveal how agreeableness, shaped by both
personality and societal pressures, can lead to self-neglect and co-dependency. As these women
navigate their partners' substance use challenges, the associated stress and anxiety may intensify
neuroticism, further entrenching them in a cycle of co-dependency that complicates their own
mental health and well-being.

Smith-Genthos and colleagues' (2017) study on sibling dynamics in addiction-affected
families brings valuable insights to the broader discussion of gender and co-dependency in
caregiving. Their findings suggest a gender disparity in how siblings respond to addiction, with
female siblings experiencing a potentially greater negative impact compared to males. This
discrepancy likely stems from societal expectations that position women as primary caregivers.
The study also highlights that women may engage in greater emotional labour, expending effort
to manage emotions, aligning with traditional views that associate women with the
responsibility for family emotional well-being (Hochschild, 1983). This emotional investment
in supporting an addicted sibling may lead to burnout and heightened negative emotions
(Smith-Genthos et al., 2017). This sibling-focused analysis parallels discussions on co-

dependency in romantic relationships, revealing how gender roles and emotional labour shape
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family responses to addiction. Further research is needed to understand how these dynamics

intersect across different family relationships and collectively impact co-dependency.

These narratives reveal how agreeableness can predispose women to develop
codependent tendencies, particularly when coupled with societal pressures to embody the
archetype of the nurturing caregiver. Recognising these dynamics marks the first step toward

reclaiming agency and fostering empowerment.

Chaos, recovery and renewal: Family stability in the

aftermath of addiction

Often within addiction and recovery there is a journey with marked stages from chaos to
stability as substance users shift toward the phase of being in recovery (Kougiali et al., 2017).
This research highlights a striking parallel between the experiences of participants and the
established stages of addiction recovery (Kougiali et al., 2017). The narratives depict a journey
from a chaotic existence marked by a multitude of negative consequences to a newfound sense
of stability and focus on personal recovery.

Research demonstrates the detrimental impact of living with a partner struggling with
addiction (Dawson et al., 2007; Wilson et al., 2018). The women in this study echoed these
findings, describing pervasive anxiety, loneliness, and emotional exhaustion. Financial
struggles due to hidden spending, job loss, or neglected responsibilities further compounded
their burdens, as also found in literature (Wilson et al., 2018). Trust became a constant
battleground, with past deceptions fuelling suspicion and scrutiny in the present. These
experiences mirror the chaos and dysfunction often associated with the active phase of
addiction (Kougiali et al., 2017).

The narratives also reveal a stark contrast between the chaotic past and the newfound
stability achieved by the women. Participants like Sophia and Sarah describe a transformation
from a fragmented existence characterised by unpredictability and broken promises to a present
marked by structure, routine, and normalcy. This shift aligns with the well-documented in-
recovery phase of addiction, where individuals establish healthy routines and rebuild trust
(Kougiali et al., 2017). The emphasis on financial security and a safe environment for children,

as highlighted by participants, further underscores the positive impact of familial recovery.
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While the narratives overwhelmingly reflect a journey from chaos to stability, the case of Emily
demonstrates the complexities of this process. While acknowledging emotional improvements
due to her partner's recovery, Emily grapples with lingering feelings of loneliness. This

highlights the individual nature of recovery, where personal challenges may persist even as the
core issues are addressed.

This research offers compelling evidence that the recovery process from addiction
extends far beyond the individual struggling with substance use. The narratives presented in this
study illustrate how the well-being and stability of the entire family unit are significantly
impacted. By drawing parallels to existing research on addiction recovery, this study
emphasises the importance of acknowledging the emotional toll on partners and the potential

for shared healing journeys alongside the recovering individual.

Support and practical implications

The narratives of supporters reveal a multifaceted journey characterized by a need for
practical assistance, therapeutic intervention, and a supportive community.

Navigating addiction: The role of practical and emotional resources for
families

The narratives emphasise the critical role of practical support in navigating the
complexities of addiction. Participants consistently highlighted the value of readily available
resources to assist in traversing the justice system. Protection orders emerged as a cornerstone
of safety, fostering a profound sense of security — both physical and emotional — for the
participants. These orders, temporary or permanent in nature, serve as legal documentation of
abuse, offering victims a mechanism to secure protection without pursuing criminal charges or
seeking incarceration of the perpetrator (McFarlane et al., 2004). This security empowered
participants to prioritise the well-being of themselves and their children, acting as a catalyst for
accessing further support services. Significantly, the ability to ensure safety without inflicting
further harm or triggering criminal proceedings resonated deeply with participants, especially
given the often-complex emotional bonds with the child’s other parent. In essence, resources
such as protection orders and free legal assistance not only served a practical purpose in

safeguarding participants but also functioned as a source of external validation. This validation
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proved crucial in facilitating a cognitive shift, enabling participants to grasp the true nature of
their situation. Such concrete support structures empower individuals to prioritise personal
safety and well-being throughout the process of supporting their partner or navigating
separation. This knowledge underscores the necessity for psychologists and addiction
specialists to advocate for and connect their clients with practical support resources,

empowering them to navigate the complexities of addiction and prioritise their well-being.

Beyond the realm of practical assistance, the narratives illuminate the profound need for
emotional support for the supporters and families. Therapeutic interventions play a crucial role
in equipping supporters with effective coping mechanisms and fostering emotional resilience.
However, the case of Emily underscores the critical importance of therapist awareness
regarding the multifaceted nature of addiction and the potential pitfalls of generalized treatment
approaches. Emily's frustration with the suggestion of in-home treatment for her actively using
partner exemplifies the necessity for therapists to possess a nuanced understanding of the
cyclical nature of addiction, particularly the high probability of relapse during active use. This
necessitates a tailored approach that prioritises the safety of the supporter and any dependents
within the home environment. Emily's case further highlights the potential drawbacks of
moderation-based interventions, especially when a loved one's safety is paramount. The
narratives suggest a need for a deeper exploration of individual needs and a critical evaluation
of the potential risks associated with specific treatment approaches. This necessitates a shift in
focus towards frameworks that prioritise the safety and well-being of families and children

within the addiction treatment ecosystem.

This research also exposes limitations within existing rehabilitation addiction services.
Sarah's experience exemplifies the frustration associated with extended wait times and a lack of
comprehensive guidance in navigating the complexities of the system. This aligns with findings
from Moriarty et al. (2011) where supportive family members in New Zealand reported services
that discouraged family involvement and offered minimal support specifically for the family
unit. Furthermore, lengthy waitlists and stringent eligibility criteria resulted in delays for
families seeking interventions for their loved ones. These combined findings underscore the
critical need for increased accessibility to treatment options for addiction sufferers as well as

clear pathways for the families.
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The positive impact of Hannah's employer-sponsored mental health programme
highlights the potential for workplace resources to play a significant role. Such programmes can
mitigate the financial burden associated with seeking professional help. However, limitations
like restricted session numbers, as mentioned by Hannah, underscore the need for more
comprehensive support systems that extend beyond traditional therapeutic interventions. This
knowledge emphasises the importance of collaboration between mental health professionals,

addiction specialists, and policymakers. By working together, they can develop a more robust
and accessible network of resources for families impacted by addiction.

The narratives further illuminate the value of peer support groups as a central theme.
Participants consistently reported finding solace and strength in connecting with others who
shared their experiences. These groups functioned as safe spaces for non-judgemental
emotional expression, fostering a profound sense of belonging and fostering emotional
resilience. This sense of mutual understanding was particularly important because it contrasted
sharply with the isolation and stigma they often faced in their daily lives. In peer groups,
women found safe spaces for non-judgemental emotional expression, free from the fear of
being criticized or misunderstood. The shared experiences of others validated their feelings,
reinforcing that their challenges were not unique or insurmountable. This aligns with
established research on the effectiveness of peer support groups in improving relationships,
quality of life and deeper self-understanding (DeLucia et al., 2015; McGovern et al, 2021).
These benefits are critical not only for the individual but also for the overall health of family
dynamics, as emotionally supported individuals are better equipped to manage stress and
maintain positive connections with their partners and children (Feeney & Collins, 2015). Peer
groups are most effective when integrated into a broader network of services that also provide
practical guidance and intervention tools (Donovan et al., 2013; Eddie et al., 2019; Mutschler et
al., 2022). Strengthening collaboration between peer groups, mental health professionals, and
addiction specialists ensures women are connected with the full range of resources they need
for both emotional and practical support.
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Breaking down barriers: Towards comprehensive and accessible
support

Addiction support systems are fundamentally flawed in their narrow focus on
individuals struggling with substance abuse, neglecting the needs of the family unit—
particularly women. While these systems aim to address addiction, they overlook the realities of
those who support their partners through the process. This leaves women to manage not only
their partner’s recovery but also the emotional and practical burdens that addiction brings into
their daily lives. Women are often expected to shoulder these challenges alone, forced to find
resources while managing the strain of their partner’s substance use. Participants’ narratives
described feeling isolated, overwhelmed, and unsupported, citing a systemic lack of awareness
about the services available to families of substance users. The absence of clear information and

practical guidance adds to the emotional burden, making it even harder for women to seek or
receive meaningful help.

This underscores the importance of raising awareness about available resources through
crisis hotlines and community outreach programmes. A multifaceted approach is crucial, as the
needs of supporters vary across different stages of their journey. While peer support groups
provide emotional solace, practical strategies—such as legal guidance or intervention tools—
are equally necessary to help women navigate the complexities of their circumstances. Support

services must be flexible and responsive, addressing both emotional needs and practical
challenges.

While peer support groups are shown to be a vital resource, awareness remains critically
low. Crisis services, mental health professionals, and addiction specialists must collaborate
more effectively to ensure families affected by addiction are connected with the full range of
available support. This means developing stronger referral networks and integrating practical
support into existing services. Only through this comprehensive approach can women and
families receive the assistance they need—help that goes beyond addressing addiction alone

and supports the entire family system.

Figure 2 has quotes from the participants about the importance of advocating for oneself
and seeking support. These powerful messages urge those struggling to support loved ones in

addiction to break the silence, seek help, and prioritise their own well-being. Understanding that
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they are not alone and that effective support systems exist is a crucial step on the path to healing

and self-empowerment.

Figure 2: Participant Quotes on Support Seeking

Community and Breaking the silence I would want to encourage someone like myselfto not
Connection Awareness of shared hide anymore, don't be ashamed to talk out and have a
experiences voice.

Building a supportive network
I’d want them to understand that they're not the only
one that's going through this and there's multiple other
people going through it. And that it doesn't just affect
the low poverty, you know, all demographics

I would just want people to know they are not alone.

Support Services Utilising available systems I wish that somebody had told me or made me aware
of NAR anon early on, so that I didn't have to be so
alone

...to reach out to Al Anon, or NAR Anon

Setting healthy Understanding enabling So, my advice to other people that were in my shoes is

boundaries Prioritising self-care understand what enabling means. Don't enable them
and create your own boundaries

Recognition Understanding what is in your I think just the three C's. Didn't Cause it, can't Control

control it, can't Cure it.... Yeah. And that it's not your fault.

Letting go of guilt and blame It's not your responsibility to fix them. It's above
anything that you can do any way, it’s up to them

Learning from the Reframing difficult experiences | This might seem like the worst thing in their life. It
journey Cultivating resilience could be the best. It has the potential to be the best
Practicing gratitude thing that's happened to them in their life. Yeah, that
gives them the opportunity to live a much saner,
joyful, healthy, full, rich, meaningful life

Limitations and future directions

This study provides valuable groundwork for understanding the experiences of New

Zealand mothers supporting a partner through methamphetamine addiction. However, to gain a
more comprehensive picture, future research should address some key limitations.

The focus on female partners and a limited range of ethnicities restricts the
generalisability of the findings. Including a more balanced sample in terms of gender and
ethnicity would provide richer data for understanding how cultural and social factors influence

family dynamics throughout the journey of addiction. Research suggests societal expectations
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and gender roles can significantly impact how partners experience and navigate addiction
within their relationships (Cermak, 1986; Corrigan & Miller, 2004; Panaghi et al., 2016).
Exploring the experiences of partners from diverse ethnic backgrounds would provide a more

nuanced understanding of how cultural contexts shape coping mechanisms and support systems.

Future research could also benefit from examining how different types of addiction
(alcohol, opioids, etc.) might uniquely impact family members. The varying characteristics and
trajectories of different substances may influence the dynamics within the family unit. For
instance, the withdrawal symptoms and compulsive behaviours associated with certain
substances might present distinct challenges for partners compared to others.

This study focused on the experiences of female partners. However, future research
should explore the experiences of other family members directly affected by substance use.
Investigating the specific challenges and coping mechanisms of parents whose child ren struggle
with addiction would be invaluable for developing targeted support groups and family therapy
interventions. Examining the experiences of siblings would contribute to a more holistic
understanding of the family system, as siblings can often feel overlooked within the family's
focus on the addict's recovery (Smith-Genthos et al., 2017). Additionally, research on the
impact on children of a parent's substance use would provide crucial insights for therapists
working with families. Research including male supporting partners, and those using different
substances would also offer a more balanced perspective on gender and other dynamics within
these relationships. By examining the experiences of the entire family unit, future research can
gain a more comprehensive understanding of the multifaceted impact of addiction.

The Biopsychosocial (BPS) model offers a valuable framework for understanding the
health impacts experienced by partners of substance abusers. This model emphasises the
interconnectedness of biological, psychological, and social factors influencing health outcomes
(Skewes & Gonzalez, 2013). In the context of this study, the BPS model sheds light on the
observed connection between mental and physical health in supportive partners. Further
research can leverage the BPS model to investigate how a partner's biological makeup (e.g.,
genetics) and social environment (e.g., support systems) interact with the stress of their
partner's addiction. This will provide a deeper understanding of the health impacts explored in
this study.

117



Furthermore, research on trauma and secondary trauma suggests promise for
understanding the mental and physical health toll on partners of substance abusers. Figley
(1989) suggests that secondary traumatisation begins when close others provide emotional
support to their troubled loved ones, leading to attempts to understand and empathise with their
feelings. In doing so, significant others may internalise the traumatised person’s emotions,
experiences, and symptoms. This process can result in overidentification, causing them to
develop trauma-like symptoms themselves (Catherall, 1992; Figley, 1995; Maloney, 1988;
Solomon et al., 1992). Future research could explore whether prolonged exposure to a partner's
addiction parallels the development of secondary traumatic stress in partners. This line of
inquiry holds significant promise for understanding the mental and physical health toll on

partners of substance abusers.

In conclusion, this research highlights the critical need for accessible, comprehensive,
and family-centred support services for individuals supporting loved ones through addiction. By
addressing systemic barriers, raising awareness of available resources, and fostering a deeper
understanding of the supporter's journey, we can empower these individuals to navigate the

challenges of addiction recovery alongside their loved ones.

118



References

Abramson, K. (2014). Turning up the lights on gaslighting. Philosophical Perspectives, 28, 1-
30.

Afflerback, S., Carter, S. K., Anthony, A. K., & Grauerholz, L. (2013). Infant-feeding
consumerism in the age of intensive mothering and risk society. Journal of Consumer
Culture, 13(3), 387-405.

Ahmad-Abadi, F. K., Maarefvand, M., Aghaei, H., Hosseinzadeh, S., Abbasi, M., &
Khubchandani, J. (2017). Effectiveness of Satir-informed family-therapy on the co-
dependency of drug dependents’ family members in Iran: a randomized controlled
trial. Journal of Evidence-Informed Social work, 14(4), 301-310.

Akdeniz, B., & Cihan, H. (2024). Gaslighting and interpersonal relationships: Systematic
Review. Psikiyatride Giincel Yaklagimlar, 16(1), 146-158.

Alniak, 1., Ulusoy, S., & Cebeci, B. A. (2022). The use of methamphetamine in the probation
population. Dusunen Adam: Journal of Psychiatry & Neurological Sciences, 35(1).

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental
disorders. Text revision.

Ames, M. R. (2014). Where have all the good men gone? A psychoanalytic reading of the
absent fathers & bad dads on ABC's Lost. The Journal of Popular Culture, 430.

Arcidiacono, C., Velleman, R., Precents, F., Albanesi, C., & Semantic, M. (2009). Impact and
coping in Italian families of drug and alcohol users. Qualitative Research in
Psychology, 6(4), 260-280.

Asante, K. O., & Lentoor, A. G. (2017). Use of crystal methamphetamine among male
adolescents in Cape Town, South Africa: Caregivers' experiences. Substance Abuse
Treatment, Prevention, and Policy, 12, 1-7.

Attig, T. (2004). Disenfranchised grief revisited: Discounting hope and love. OMEGA-Journal
of Death and Dying, 49(3), 197-215.

Avery, J. J., Avery, J. D., Mouallem, J., Demner, A. R., & Cooper, J. (2020). Physicians’ and
attorneys’ beliefs and attitudes related to the brain disease model of addiction. The
American Journal on Addictions, 29(4), 305-312.

Avery, J., & Avery, J. (2019). The stigma of addiction. Springer.

119



Babor, T. (2018). Drug Policy and the Public Good (Second edition). Oxford University Press.

Bailey, D. J. (2018). A life of grief: An exploration of disenfranchised grief in sex offender
significant others. American Journal of Criminal Justice, 43, 641-667.

Bakker, A. B., Van Der Zee, K. |., Lewig, K. A., & Dollard, M. F. (2006). The relationship
between the big five personality factors and burnout: A study among volunteer
counsellors. The Journal of Social Psychology, 146(1), 31-50.

Baler, R. D., & Volkow, N. D. (2006). Drug addiction: the neurobiology of disrupted self-
control. Trends in Molecular Medicine, 12(12), 559-566.

Banta-Green, C. J., Field, J. A., Chiaia, A. C., Sudakin, D. L., Power, L., & De Montigny, L.
(2009). The spatial epidemiology of cocaine, methamphetamine and 3, 4-
methylenedioxymethamphetamine (MDMA) use: a demonstration using a population
measure of community drug load derived from municipal wastewater. Addiction, 104(11),
1874-1880.

Barnard, M. (2006). Drug addiction and family. London, UK: Jessica Kingsley Publishers

Barnett, R. (2016). Addict in the house: a no-nonsense family guide through addiction and
recovery. New Harbinger Publications.

Barrett, K. L., Lynch, M. J., & Stretesky, P. B. (2016). Green criminology and the
reconceptualization of school violence: Comparing green school violence and traditional
forms of school violence for school children. Critical Criminology, 24, 19-37.

Barton, R., & Whitehead, J. A. (1969). The gas-light phenomenon. The Lancet, 293(7608),
1258-1260.

Berger, R. (2015). Now I see it, now I don’t: Researcher’s position and reflexivity in qualitative
research. Qualitative Research, 15(2), 219-234.

Bortolon, C. B., Moreira, T. D. C., Signor, L., Guahyba, B. L., Figueird, L. R., Ferigolo, M., &
Barros, H. M. T. (2017). Six-month outcomes of a randomized, motivational tele-
intervention for change in the codependent behaviour of family members of drug
users. Substance Use & Misuse, 52(2), 164-174.

Boss, P. (2010). The trauma and complicated grief of ambiguous loss. Pastoral Psychology, 59,
137-145.

Brescoll, V. L., & Uhlmann, E. L. (2005). Attitudes toward traditional and nontraditional
parents. Psychology of Women Quarterly, 29(4), 436-445.

120



Briggie, A., & Briggie, C. (2015). Love addiction. The Behavioural Addictions, 153.

Brown, E. C. (2024). Private equity and the corporatization of health care. Stanford. Law.
Review, 76, 527.

Bruner, J. (1994). Life as narrative. In Dyson, A.H. & Genishi, C. (Eds.). The need for story:
Cultural diversity in classroom and community (pp. 28-37). Urbana, IL: National Council
of Teachers of English

Budnick, C. K., Pickard, H. B., & White, W. L. (2011). Narcotics Anonymous chronology—
Volume one. William White Papers. http://www.williamwhitepapers.com/pr/2011-09-
13%20NA%20Chronology%20-%20V olume%200ne.pdf

Burkett, J. P., & Young, L. J. (2012). The behavioural, anatomical and pharmacological
parallels between social attachment, love and addiction. Psychopharmacology, 224, 1-26.

Burrell, M. J. (1999). Personal meaning, drug use, and addiction: An evolutionary constructivist
perspective. Journal of Constructivist Psychology, 12(1), 41-63.

Butler, R., & Bauld, L. (2005). The parents' experience: Coping with drug use in the
family. Drugs: Education, Prevention and Policy, 12(1), 35-45.

Byrt, A., & Dempsey, D. (2022). Encouraging ‘good’ motherhood: Self-tracking and the
provision of support on apps for parents of premature infants. Information,
Communication & Society, 25(8), 1135-1150.

Calef, V., & Weinshel, E. M. (1981). Some clinical consequences of introjection:
Gaslighting. The Psychoanalytic Quarterly, 50(1), 44-66.

Cannon, E. (2018). How to address methamphetamine abuse in the United States: Nurses
leading comprehensive care. MEDSURG Nursing, 27(2), 103-107.

Cantwell, B., McBride, A. J. (1998). Self-detoxication by amphetamine dependent patients: A
pilot study. Drug and Alcohol Dependence, 49(2), 157-163.

Caplan, G. (1974). Support systems and community mental health: Lectures on concept
development. Behavioural publications.

Carter, S. K., & Anthony, A. K. (2015). Good, bad, and extraordinary mothers: Infant feeding
and mothering in African American mothers’ breastfeeding narratives. Sociology of Race
and Ethnicity, 1(4), 517-531.

Casswell, S., You, R. Q., & Huckle, T. (2011). Alcohol's harm to others: reduced wellbeing and
health status for those with heavy drinkers in their lives. Addiction, 106(6), 1087-1094.

121



Casti, J. L. (1989). Paradigms lost. Images of man in the mirror of science. New York: Morrow.

Catalano, R. F., & Hawkins, J. D. (1996). The social development model: A theory of
protective and risk factors in alcohol use. Journal of Drug Issues, 26(2), 189-214.

Catherall, D. R. (1992). Back from the brink: A family guide to overcoming traumatic stress.
New York, NY: Bantam.

Cermak, T. L. (1986). Diagnostic criteria for co-dependency. Journal of Psychoactive
Drugs, 18(1), 15-20.

Chandler, R. K., Fletcher, B. W., & Volkow, N. D. (2009). Treating drug abuse and addiction in
the criminal justice system: improving public health and safety. Jama, 301(2), 183-190.

Chang, J., Dubbin, L., & Shim, J. (2016). Negotiating substance use stigma: the role of cultural
health capital in provider—patient interactions. Sociology of Health & Iliness, 38(1), 90-
108.

Chermack, S. T., Murray, R. L., Walton, M. A., Booth, B. A., Wryobeck, J., & Blow, F. C.
(2008). Partner aggression among men and women in substance use disorder treatment:
correlates of psychological and physical aggression and injury. Drug and Alcohol
Dependence, 98(1-2), 35-44.

Cohen, J. B., Dickow, A., Horner, K., Zweben, J. E., Balabis, J., Vandersloot, D., & Reiber, C.
(2003). Abuse and violence history of men and women in treatment for methamphetamine
dependence. American Journal on Addictions, 12(5), 377-385.

Coleman, J. M., & Franiuk, R. (2011). Perceptions of mothers and fathers who take temporary
work leave. Sex Roles, 64, 311-323.

Condry R. 2007. Families shamed: the consequences of crime for relatives of serious offenders.
Willan: Cullompton

Connelly, F. M., & Clandinin, D. J. (1990). Stories of experience and narrative
inquiry. Educational Researcher, 19(5), 2-14.

Copello, A. G., Velleman, R. D., & Templeton, L. J. (2005). Family interventions in the
treatment of alcohol and drug problems. Drug and Alcohol Review, 24(4), 369-385.

Corder, B. F., Hendricks, A., & Corder, R. F. (1964). An MMPI study of a group of wives of
alcoholics. Quarterly Journal of Studies on Alcohol, 25(3), 551-554.

122



Cornille, T. A., & Boroto, D. R. (1992). The Family Distress Model: A conceptual and clinical
application of Reiss' strong bonds finding. Contemporary Family Therapy, 14(3), 181-
198.

Corrigan, P. W., & Miller, F. E. (2004). Shame, blame, and contamination: A review of the
impact of mental illness stigma on family members. Journal of Mental Health, 13(6),
537-548.

Corrigan, P. W., Kuwabara, S. A., & O'shaughnessy, J. (2009). The public stigma of mental
illness and drug addiction: Findings from a stratified random sample. Journal of Social
Work, 9(2), 139-147.

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.

CostaJr, P. T., & McCrag, R. R. (1995). Domains and facets: Hierarchical personality
assessment using the Revised NEO Personality Inventory. Journal of Personality
Assessment, 64(1), 21-50.

Cowdery, R. S., & Knudson-Martin, C. (2005). The construction of motherhood: Tasks,
relational connection, and gender equality. Family Relations, 54(3), 335-345.

Crossley, M. (2008). Narrative analysis. In E. Lyons, & A. Coyle (Eds.), Analysing qualitative
data in psychology (pp. 131-144). London: Sage.

Crotty, M. J. (1998). The foundations of social research: Meaning and perspective in the
research process. The Foundations of Social Research, 1-256.

Crowther, S., Ironside, P., Spence, D., & Smythe, L. (2017). Crafting stories in hermeneutic
phenomenology research: A methodological device. Qualitative Health Research, 27(6),
826-835.

Darke, S., Kaye, S., McKetin, R., & Duflou, J. (2008). Major physical and psychological harms
of methamphetamine use. Drug and Alcohol Review, 27(3), 253-262.

Dawson, D. A., Grant, B. F., Chou, S. P., & Stinson, F. S. (2007). The impact of partner alcohol
problems on women’s physical and mental health. Journal of Studies on Alcohol and
Drugs, 68, 66—75. doi:10.15288/jsad.2007.68.66

Dear, G. E. (2002). The Holyoake Co-dependency Index: further evidence of factorial
validity. Drug and Alcohol Review, 21(1), 47-52.

123



Dear, G. E., & Roberts, C. M. (2005). Validation of the Holyoake co-dependency index. The
Journal of Psychology, 139(4), 293-314.

Degenhardt, L., & Hall, W. (2012). Extent of illicit drug use and dependence, and their
contribution to the global burden of disease. The Lancet, 379(9810), 55-70.

Degenhardt, L., Baxter, A. J., Lee, Y. Y., Hall, W,, Sara, G. E., Johns, N., & VVos, T. (2014).
The global epidemiology and burden of psychostimulant dependence: findings from the
Global Burden of Disease Study 2010. Drug and Alcohol Dependence, 137, 36-47.

DeLucia, C., Bergman, B. G., Formoso, D., & Weinberg, L. B. (2015). Recovery in Narcotics
Anonymous from the perspectives of long-term members: A qualitative study. Journal of
Groups in Addiction & Recovery, 10(1), 3-22.

Denzin NK, Lincoln YS (1998) Introduction: Entering the field of qualitative research. In:
Denzin NK, Lincoln YS (eds.) Collecting and interpreting qualitative materials SAGE
Publications, Thousand Oaks, California: 1-34

Di Sarno, M., De Candia, V., Rancati, F., Madeddu, F., Calati, R., & Di Pierro, R. (2021).
Mental and physical health in family members of substance users: A scoping
review. Drug and Alcohol Dependence, 219, 108439.

Dodgson, J. E. (2020). Quality in research: Asking the right question. Journal of Human
Lactation, 36(1), 105-108.

Donohue, B., Romero, V., & Hill, H. H. (2006). Treatment of co-occurring child maltreatment
and substance abuse. Aggression and Violent Behaviour, 11, 636-640.
doi:10.1016/j.avb.2005.08.007

Donovan, D. M., Ingalsbe, M. H., Benbow, J., & Daley, D. C. (2013). 12-step interventions and
mutual support programmes for substance use disorders: An overview. Social Work in
Public Health, 28(3-4), 313-332.

Dorpat, T. L. (1996). Gaslighting, the double whammy, interrogation and other methods of
covert control in psychotherapy and analysis. Jason Aronson, Incorporated.

Douthit, N., Kiv, S., Dwolatzky, T., & Biswas, S. (2015). Exposing some important barriers to
health care access in the rural USA. Public health, 129(6), 611-620.

Duncan, D. F., Nicholson, T., White, J. B., & Ellis-Griffith, G. (2014). A brief history of
prohibition and treatment solutions for substance abusers. International Journal of
Criminology and Sociology, 3, 186.

124



Eberhardt, T. (1996). Storytelling and pastoral care. Journal of Pastoral Care, 50(1), 23-31.

Edalati, H., & Krank, M. D. (2016). Childhood maltreatment and development of substance use
disorders: A review and a model of cognitive pathways. Trauma, Violence, &
Abuse, 17(5), 454-467.

Eddie, D., Hoffman, L., Vilsaint, C., Abry, A., Bergman, B., Hoeppner, B., Weinstein, C., &
Kelly, J. F. (2019). Lived experience in new models of care for substance use disorder: A
systematic review of peer recovery support services and recovery coaching. Frontiers in
Psychology, 10, 1052. https://doi.org/10.3389/fpsyg.2019.01052

Edwards, P., Harvey, C., & Whitehead, P. C. (1973). Wives of alcoholics; a critical review and
analysis. Quarterly Journal of Studies on Alcohol, 34(1), 112-132.

Efran, J. S., Lukens, R. J., & Lukens, M. D. (1988). Constructivism: what's in it for you?. The
Family Therapy Networker, September.

Eisenberg, F. I. (2011). “I Could See Colors Again”: How Women End Emotional Abuse by
Accessing Agency. City University of New York.

Epstein, D., & Goodman, L. A. (2018). Discounting women: Doubting domestic violence
survivors' credibility and dismissing their experiences. Georgetown Law Faculty
Publications, 167, 399.

Eriksen, L. L., & Hoeck, B. (2022). The construction of meaning in alcohol addiction: A
narrative study of socially excluded people’s stories about alcohol. Nordic Studies on
Alcohol and Drugs, 39(1), 76-88.

Emst, A. A., Weiss, S. J., & Enright-Smith, S. (2006). Child witnesses and victims in homes
with adult intimate partner violence. Academic Emergency Medicine, 13(6), 696-699.

Emst, A. A., Weiss, S. J., Del Castillo, C., Aagaard, J., Marvez-Valls, E., D'Angelo, J., &
Coffman, B. (2007). Witnessing intimate partner violence as a child does not increase the
likelihood of becoming an adult intimate partner violence victim. Academic Emergency
Medicine, 14(5), 411-418.

Ernst, A. A., Weiss, S. J., Enright-Smith, S., Hilton, E., & Byrd, E. C. (2008). Perpetrators of
intimate partner violence use significantly more methamphetamine, cocaine, and alcohol
than victims: a report by victims. The American Journal of Emergency Medicine, 26(5),
592-596.

Etaugh, C., & Folger, D. (1998). Perceptions of parents whose work and parenting behaviours
deviate from role expectations. Sex Roles, 39(3), 215-223.

125



European Monitoring Centre for Drugs and Drug Addiction. (2021). European drug report
2021: trends and developments. Publications Office of the European Union.
https://www.emcdda.europa.eu/publications/edr/trends-developments/2021_en

Fathi, M., Khakrangin, M., Haghdin, M., & Janadleh, A. (2020). Exploring the problems and
needs of women whose spouses are involved in substance use: a qualitative research study
in an Iranian context. Journal of Substance Use, 25(4), 363-366.

Feeney, B. C., & Collins, N. L. (2015). A new look at social support: A theoretical perspective
on thriving through relationships. Personality and Social Psychology Review, 19(2), 113-
147.

Ferraro, K. (2015). Neither angels nor demons: Women, crime, and victimization. Northeastern
University Press.

Field, J. (2014). Assisting the bereaved to understand the relationship between their grief
processes and addiction experiences. Grief Matters: The Australian Journal of Grief and
Bereavement, 17(1), 19.

Figley, C. (1995). Compassion fatigue as secondary traumatic stress disorder: An overview. In
C. Figley (Ed.), Compassion fatigue: Coping with secondary traumatic stress disorder in
those who treat the traumatized (pp. 1-20). New York, NY: Brunner/Mazel.

Figley, C. R. (1989). Helping traumatized families. San Francisco: Jossey-Bass.

Finlay, L., & Ballinger, C. (Eds.). (2006). Qualitative research for allied health professionals:
Challenging choices. John Wiley & Sons.

Fisher, H. E., Brown, L. L., Aron, A., Strong, G., & Mashek, D. (2010). Reward, addiction, and
emotion regulation systems associated with rejection in love. Journal of
Neurophysiology, 104(1), 51-60.

Flanagan, O. (2013). The shame of addiction. Frontiers in Psychiatry, 4, 120.
Flick U (2006) An introduction to qualitative research (3rd edn). SAGE Publications.

Flory, K., Lynam, D., Milich, R., Leukefeld, C., & Clayton, R. (2002). The relations among
personality, symptoms of alcohol and marijuana abuse, and symptoms of comorbid
psychopathology: results from a community sample. Experimental and Clinical
Psychopharmacology, 10(4), 425.

126



Ford, C., & Bressan, J. (2014). Ending the mass criminalisation of people who use drugs: a
necessary component of the public health response to hepatitis C. BMC Infectious
Diseases, 14(Suppl 6), S4.

Foster, S. E., & Macchetto, M. L. (1999). Providing safe haven: The challenge to family courts
in cases of child abuse and neglect by substance-abusing parents. Journal of Health Care
Law & Policy, 3(1), 44-71.

Foulds, J. A., & Nutt, D. (2020). Principled sentencing for drug supply offences: Revised
methamphetamine sentencing guidelines in New Zealand. Drug Science, Policy and
Law, 6, 2050324520942347.

Francis, A. (2012). Stigma in an era of medicalisation and anxious parenting: how proximity

and culpability shape middle-class parents’ experiences of disgrace. Sociology of Health
& lliness, 34(6), 927-942.

Frank, N. D., Banta-Green, C. J., Guthrie, B. L., Kingston, S., Tinsley, J., Whiteside, L., &
Glick, S. N. (2024). Emergency room utilization and methamphetamine overdose
symptoms among syringe services programme participants in Washington State.
Substance Use Misuse. 2024;59(7):1012-1019. doe: 10.1080/10826084.2024.2317148.

Freisthler, B., Price Wolf, J., Wiegmann, W., & Kepple, N. J. (2017). The drug environment,
and child physical abuse and neglect. Journal of Child Maltreatment, 22, 245-255.
doi:10.1177/1077559517711042

Furstenberg, F. F. (1988). Good dads-bad dads: Two faces of fatherhood. The changing
American family and public policy, 193-218.

Gadamer, H. G. (1976). Gadamer, Hans-Georg, Philosophical Hermeneutics. Berkeley, CA:
University of California Press, 1976.

Galea, S., Nandi, A., & Vlahov, D. (2004). The social epidemiology of substance
use. Epidemiologic Reviews, 26(1), 36-52.

Gass, G. Z., & Nichols, W. C. (1988). Gaslighting: A marital syndrome. Contemporary Family
Therapy, 10(1), 3-16.

Gavin, H. (2011). Sticks and stones may break my bones: The effects of emotional
abuse. Journal of Aggression, Maltreatment & Trauma, 20(5), 503-529.

Gershuny, J., Bittman, M., & Brice, J. (2005). Exit, voice, and suffering: Do couples adapt to
changing employment patterns?. Journal of Marriage and Family, 67(3), 656-665.

127



Gibson, C. (2017). What we talk about when we talk about Donald Trump and
“gaslighting.” The Washington Post.

Glasner-Edwards, S., Mooney, L. J., Marinelli-Casey, P., Hillhouse, M., Ang, A., Rawson, R.,
& Methamphetamine Treatment Project Corporate Authors. (2008). Clinical course and
outcomes of methamphetamine-dependent adults with psychosis. Journal of Substance
Abuse Treatment, 35(4), 445-450.

Glaze, L. E., & Bonczar, T. P. (2002). Probation and parole in the United States, 2001. US
Department of Justice, Office of Justice Programmes, Bureau of Justice Statistics.

Glick, S. N., Burt, R., Kummer, K., Tinsley, J., Banta-Green, C. J., & Golden, M. R. (2018).
Increasing methamphetamine injection among non-MSM who inject drugs in King
County, Washington. Drug and Alcohol Dependence, 182, 86-92.

Goffman, E. (1963). Stigma. Simon & Shuster.
Goffman, E. (2009). Stigma: Notes on the management of spoiled identity. Simon and Shuster.

Goldberg, L. R. (1992). The development of markers for the Big-Five factor
structure. Psychological Assessment, 4(1), 26.

Gordon, Y., & Stephens, C. (2021). Qualitative research: Cessation strategies used successfully
by individuals in recovery from methamphetamine addiction. Aotearoa New Zealand
Social Work, 33(2), 32-44.

Gower, P. (2002) ‘P’ is for psychotic - users linked with rising violence. New Zealand Herald,
14-15 December 2002

Gruber, K. J., & Taylor, M. F. (2006). A family perspective for substance abuse: Implications
from the literature. Journal of Social Work Practice in the Addictions, 6, 1-29.
d0i:10.1300/J160v06n01_01

Guba, E. G., & Lincoln, Y. S. (1994). Competing paradigms in qualitative research. Handbook
of Qualitative Research, 2(163-194), 105.

Haber, P., Day, C., & Farrell, M. P. (Eds.). (2015). Addiction medicine: principles and practice.
IP Communications.

Halkitis, P. (2009). Methamphetamine addiction. American Psychological Association
Hamamoto, D. T., & Rhodus, N. L. (2009). Methamphetamine abuse and dentistry. Oral
Diseases, 15(1), 27-37.

128



Hamel, C., Corace, K., Hersi, M., Rice, D., Willows, M., Macpherson, P., Sproule, B., Flores-
Aranda, J., Garber, G., Esmaeilisaraji, L., Skidmore, B., Porath, A., Ortiz Nunez, R., &
Hutton, B. (2020). Psychosocial and pharmacologic interventions for methamphetamine
addiction: Protocol for a scoping review of the literature. Systematic Reviews, 9, 245.
https://doi.org/10.1186/s13643-020-01499-z

Harkness, D., & Cotrell, G. (1997). The social construction of co-dependency in the treatment
of substance abuse. Journal of Substance Abuse Treatment, 14(5), 473-479.

Harnett, J. T., Dargan, P. I, Dines, A. M., Archer, J. R., Greene, S. L., Hunter, L. J., & Wood,
D. M. (2022). Increasing emergency department attendances in central London with
methamphetamine toxicity and associated harms. Emergency Medicine Journal, 39(6),
463-466.

Hartley, C. C. (2002). The co-occurrence of child maltreatment and domestic violence:
Examining both neglect and child physical abuse. Journal of Child Maltreatment, 7, 349—
358. d0i:10.1177/107755902237264

Hayes, S., & Jeffries, S. (2015). Romantic terrorism: An auto-ethnography of domestic
violence, victimization and survival. Springer.

Hayes, S., & Jeffries, S. (2016). Romantic terrorism? An auto-ethnographic analysis of
gendered psychological and emotional tactics in domestic violence. Journal of Research
in Gender Studies, 6(2).

Hein, S. F., & Austin, W. J. (2001). Empirical and hermeneutic approaches to
phenomenological research in psychology: A comparison. Psychological Methods, 6(1),
3.

Hemeida, S., & Goldberg, D. (2022). Dismantling structural addiction stigma in law: Policies
for systematic change. Families, Systems, & Health, 40(2), 288.

Hickman, M., Taylor, C., Chatterjee, A., Degenhardt, L., Frischer, M., Hay, G., & McKetin, R.
(2002). Estimating the prevalence of problematic drug use: a review of methods and their
application. Bulletin on Narcotics, 54(1-2), 15-32.

Horton, D. K., Berkowitz, Z., & Kaye, W. E. (2003). The acute health consequences to children
exposed to hazardous substances used in illicit methamphetamine production, 1996 to
2001. Journal of Children's Health, 1(1), 99-108.

Hudson, C. R., Kirby, K. C., Clements, N. T., Benishek, L. A., & Nick, C. E. (2014). Social
adjustment of women with and without a substance-abusing partner. Journal of
Psychoactive Drugs, 46(2), 106-113.

129



Hughes, C. E., & Stevens, A. (2010). What can we learn from the Portuguese decriminalization
of illicit drugs?. The British Journal of Criminology, 50(6), 999-1022.

Hughes-Hammer, C., Martsolf, D. S., & Zeller, R. A. (1998). Development and testing of the
co-dependency assessment tool. Archives of Psychiatric Nursing, 12(5), 264-272.

Irvine, G. D., & Chin, L. (1997). The environmental impact and adverse health effects of the
clandestine manufacture of methamphetamine. Substance Use & Misuse, 32(12-13),
1811-1816.

Jenner, L., & Lee, N. (2008). Treatment approaches for users of methamphetamine: A practical
guide for frontline workers. Australian Government Department of Health and Ageing.

Jensen-Campbell, L. A., & Graziano, W. G. (2001). Agreeableness as a moderator of
interpersonal conflict. Journal of Personality, 69(2), 323-362.

Johannessen, A., Tevik, K., Engedal, K., Tjelta, T., & Helvik, A. S. (2022). Family members
experiences of their older relative’s alcohol and substance misuse. International Journal
of Qualitative Studies on Health and Well-being, 17(1), 2094059.

Johnson, M. P. (2004). Patriarchal terrorism and common couple violence: Two forms of
violence against women in U.S. families. In H. T. Reis & C. E. Rusbult (Eds.), Close
relationships: Key readings (pp. 471-482). Philadelphia, PA: Taylor & Francis.

Jones, R., Woods, C., & Usher, K. (2018). Rates and features of methamphetamine-related
presentations to emergency departments: An integrative literature review. Journal of
Clinical Nursing, 27(13-14), 2569-2582.

Joolaee, S., Fereidooni, Z., Seyed Fatemi, N., Meshkibaf, M. H., & Mirlashari, J. (2014).
Exploring needs and expectations of spouses of addicted men in Iran: A qualitative study.
Global Journal of Health Science, 6, 132-141. doi:10.5539/gjhs.v6n5p132

Kane, E. (2020). Substance Use Disorder: Experiences of Affected Family Members Social
Support. The University of Wisconsin-Milwaukee.

Karberg, J. C., & James, D. J. (2005). Substance dependence, abuse, and treatment of jail
inmates, 2002.US Department of Justice: Special Report.
https://bjs.ojp.gov/content/pub/pdf/sdatji02.pd f

Kaye, S., McKetin, R., Duflou, J., & Darke, S. (2007). Methamphetamine and cardiovascular
pathology: a review of the evidence. Addiction, 102(8), 1204-1211.

130



Kelly, L., Sharp-Jeffs, N., & Klein, R. (2014). Finding the costs of freedom: How women and
children rebuild their lives after domestic violence. Solace Women’s Aid.
https://www.endviolenceagainstwomen.org.uk/wp-
content/uploads/Costs_of Freedom_Report_- SWA.pdf

Kernic, M. A., Wolf, M. E., Holt, V. L., McKnight, B., Huebner, C. E., & Rivara, F. P. (2003).
Behavioural problems among children whose mothers are abused by an intimate
partner. Child Abuse & Neglect, 27(11), 1231-1246.

Keyes, K. M., Hatzenbuehler, M. L., McLaughlin, K. A., Link, B., Olfson, M., Grant, B. F., &
Hasin, D. (2010). Stigma and treatment for alcohol disorders in the United
States. American Journal of Epidemiology, 172(12), 1364-1372.

Kim, B. (2001). Social constructivism. Emerging Perspectives on Learning, Teaching, and
Technology, 1(1), 16.

King, J. (2014). Review of outcomes for clients who use methamphetamine at Higher Ground
Rehabilitation Centre. http://www.higherground.org.nz/wp-content/
uploads/2014/09/Review-of-Outcomes-for-clients-whouse-Methamphetamine.pd

Kolecki, P. (1998). Inadvertent methamphetamine poisoning in paediatric patients. Paediatric
Emergency Care, 14(6), 385-387.

Kosten, T. R. (1998). Addiction as a brain disease. The American Journal of Psychiatry, 155(6),
711-7183.

Kougiali, Z. G., Fasulo, A., Needs, A., & Van Laar, D. (2017). Planting the seeds of change:
Directionality in the narrative construction of recovery from addiction. Psychology &
Health, 32(6), 639-664.

Lachkar, J. (2001). Emotional abuse of high-functioning professional women: A
psychodynamic perspective. Journal of Emotional Abuse, 2(1), 73-91.

Lai, F. Y., O'Brien, J., Bruno, R., Hall, W., Prichard, J., Kirkbride, P., & Mueller, J. (2016).
Spatial variations in the consumption of illicit stimulant drugs across Australia: a
nationwide application of wastewater-based epidemiology. Science of the Total
Environment, 568, 810-818.

Lander, L., Howsare, J., & Byrne, M. (2013). The impact of substance use disorders on families
and children: from theory to practice. Social Work in Public Health, 28(3-4), 194-205.

Larson, J. E., & Corrigan, P. (2008). The stigma of families with mental illness. Academic
Psychiatry, 32, 87-91.

131



Larsson, S., Lilja, J., Braun, T., & Sjo"blom, Y. (2013a). Chapter 1. Introduction: Using
narrative research methods for the analyses of use and misuse of alcohol and drugs.
Substance Use & Misuse, 48(13), 1286-1293.

Larsson, S., Lilja, J., Braun, T., & Sjo"blom, Y. (2013b). Chapter 2. General theoretical
perspectives of narrative analysis of substance use related dependency. Substance Use &
Misuse, 48(13), 1294-1305.

Laslett, A.-M., Catalano, P., Chikritzhs, Y., Dale, C., Doran, C., Ferris, J., Jainullabudeen, T.,
Livingston, M., Matthews, S., Mugavin, J., Room, R., Schlotterlein, M., & Wilkinson, C.
(2010). The Range and Magnitude of Alcohol’s Harm to Others. AER Centre for Alcohol
Policy Research, Turning Point Alcohol and Drug Centre, Eastern Health.

Laverty, S. M. (2003). Hermeneutic phenomenology and phenomenology: A comparison of
historical and methodological considerations. International Journal of Qualitative
Methods, 2(3). Article 3.

Lewis, M. (2017). Addiction and the brain: development, not disease. Neuroethics, 10(1), 7 18.

Lima, J. (2019). Commercial determinants of health: how do they shape health policy and the
consumption of unhealthful commodities? [Doctoral dissertation], University of Oxford.

Lincoln, Y. S. (1996). Emerging criteria for quality in interpretive research. In Annual Meeting
of the National Reading Conference, Columbus, South Carolina.

Lindeman, S. K., Titlestad, K. B., Loras, L., & Bondas, T. (2022). An unknown invisible
intrusion. Impact of an adult family member’s problematic substance use on family life:
A meta-ethnography. Drugs: Education, Prevention and Policy, 29(5), 464-476.

Link, B. G., & Phelan, J. C. (2001). Conceptualizing stigma. Annual review of Sociology, 27(1),
363-385.

Lipari, R. N., & Van Horn, S. L. (2017). Children living with parents who have a substance use
disorder. https://www.samhsa.gov/data/sites/default/files/report_3223/ShortReport-
3223.html [PubMed]

Lipsey, M. W., Wilson, D. B., Cohen, M. A., & Derzon, J. H. (1997). Is there a causal
relationship between alcohol use and violence? A synthesis of evidence. In Recent
developments in alcoholism: Volume 13: Alcohol and violence—Epidemiology,
neurobiology, psychology, family issues (pp. 245-282). Springer.

Lopez, G. (2016, December 19). How Obama quietly reshaped America’s war on drugs. VOX.
https://www.vox.com/identities/2016/12/19/13903532/obama-war-on-drugs-legacy

132



Loring, M. T. (1994). Emotional abuse. Lexington Books/Macmillan.

MacLeod, A., Burm, S., & Mann, K. (2022). Constructivism: Learning theories and approaches
to research. Researching Medical Education, 25-40.

Major, B., & O’Brien, L. T. (2005). The social psychology of stigma. Annual Review of
Psychology, 56, 393-421. https://doi.org/10.1146/annurev.psych.56.091103.070137

Maloney, L. J. (1988). Post traumatic stresses on women partners of Vietnam veterans. Smith
College Studies in Social Work, 58, 122-143.

Malouff, J. M., Thorsteinsson, E. B., Rooke, S. E., & Schutte, N. S. (2007). Alcohol
involvement and the five-factor model of personality: A meta-analysis. Journal of Drug
Education, 37(3), 277-294.

Martin, S. L., Gibbs, D. A., Johnson, R. E., Sullivan, K., Clinton-Sherrod, M., Walters, J. L. H.,
& Rentz, E. D. (2010). Substance use by soldiers who abuse their spouses. Violence
Against Women, 16, 1295-1310. d0i:10.1177/1077801210387038

Mathibela, F., & Skhosanna, R. (2019). Challenges faced by parents raising adolescents abusing
substances: parents’ voices. Social Work.

Matthews, S. (2019). Self-stigma and addiction. In The stigma of addiction: An essential
guide (pp. 5-32). Cham: Springer International Publishing.

McCann, T. V., & Lubman, D. I. (2018). Stigma experience of families supporting an adult
member with substance misuse. International Journal of Mental Health Nursing, 27(2),
693-701.

McCloskey, L. A., Lichter, E., Ganz, M. L., Williams, C. M., Gerber, M. R., Sege, R., Stair, T.
& Herbert, B. (2005). Intimate partner violence and patient screening across medical
specialties. Academic Emergency Medicine, 12(8), 712-722.

McFarlane, J., Malecha, A., Gist, J., Watson, K., Batten, E., Hall, 1., & Smith, S. (2004).
Protection orders and intimate partner violence: An 18-month study of 150 Black,
Hispanic, and White women. American Journal of Public Health, 94(4), 613-618.

McGovern, W., Addison, M., & McGovern, R. (2021). An exploration of the psycho-social
benefits of providing sponsorship and supporting others in traditional 12 step, self-help
groups. International Journal of Environmental Research and Public Health, 18(5), 2208.

133



McKetin, R., Ross, J., Kelly, E., Baker, A., Lee, N., Lubman, D. I., & Mattick, R. (2008).
Characteristics and harms associated with injecting versus smoking methamphetamine
among methamphetamine treatment entrants. Drug and alcohol review, 27(3), 277-285.

Messina, N., Jeter, K., Marinelli-Casey, P., West, K., & Rawson, R. (2014). Children exposed
to methamphetamine use and manufacture. Child Abuse & Neglect, 38(11), 1872-1883.

Ministerial Action Group on Drugs (2003) Methamphetamine Action Plan, Wellington: New
Zealand Government.

Ministry of Health. (2010). Matua Raki 2010: Interventions and treatment for problematic use
of methamphetamine and other amphetamine-type stimulants. Ministry of Health

Ministry of Health. (2014). Amphetamine Use 2013/14: New Zealand Health Survey.
Wellington: Ministry of Health.

Ministry of Health. (2016). Amphetamine Use 2015/16: New Zealand Health Survey.
Wellington: Ministry of Health.

Ministry of Health. (2019). Amphetamine Use 2018/19: New Zealand Health Survey.
Wellington: Ministry of Health.

Ministry of Justice (2021). Drug offences.
https://www.justice.govt.nz/assets/Documents/Publications/4gj2oyl-Drug-
offencesdec2021-v1.0.xIsx

Mumola, C. J., & Karberg, J. C. (2007). Drug use and dependence, state and federal prisoners,
2004. Washington, DC: US Department of Justice, Office of Justice Programmes, Bureau
of Justice Statistics.

Murray, M. (2000). Levels of narrative analysis in health psychology. Journal of Health
Psychology, 5(3), 337-347.

Murray, M. (2003). Narrative psychology and narrative analysis. In P. M. Camic, J. E. Rhodes,
& L. Yardley (Eds.), Qualitative research in psychology: Expanding perspectives in
methodology and design (pp. 95-112). Washington, DC: American Psychological
Association.

Mutschler, C., Bellamy, C., Davidson, L., Lichtenstein, S., & Kidd, S. (2022). Implementation
of peer support in mental health services: A systematic review of the
literature. Psychological Services, 19(2), 360.

134



Nar-Anon Family Groups. (2014). Affected by a Loved One’s Addiction?: Nar-Anon Offers
Hope [Brochure]. Torrance, CA 90505: Nar-Anon

Narcotics Anonymous World Services. (2022). Information about NA. Narcotics Anonymous
World Services. https://www.na.org/?ID=PR-index

Narcotics Anonymous, & Narcotics Anonymous World Services (Eds.). (1998). A guide to
local services in Narcotics Anonymous. Narcotics Anonymous World Services

Narcotics Anonymous. (1986). NA White Booklet. Narcotics Anonymous World Services.
https://na.org/admin/include/spaw2/uploads/pdf/litfiles/us_english/Booklet/NA%20White
%20Booklet.pdf

Narcotics Anonymous. (2008). Narcotics Anonymous: 6th Edition Basic Text (6th ed.). NA
World Services Inc.

National Institute on Drug Abuse. (2012). Epidemiologic trends in drug abuse: Proceedings of
the community epidemiology work group, highlights and executive summary, June 2013.
U.S. Department of Health and Human Services, National Institutes of Health. Division
of Epidemiology, Services and Prevention Research. Bethesda, Maryland.
https://archives.drugabuse.gov/sites/default/files/cewg_june_2012 voll_508.pdf

New Zealand Herald. (2017, June 24). Violent teen’s spate of misery in Auckland crime spree.
https://www.nzherald.co.nz/nz/violent-teens-spate-of-misery-in-auckland-crime-
spree/LTGSCF6ZPOPY2AWA4DZWZ3SIDNY/?c_id=1&objectid=11881136

New Zealand Police. (2020). National Wastewater Testing Programme - Quarter 1 2021.
Retrieved 1 September 2022 from https://www.police.govt.nz/about-
us/publication/national-wastewater-testing-programmeme-quarter-1-2021

New Zealand Police. (2022). National Wastewater Testing Programme - Quarter 1 2022.
Retrieved 1 September 2022 from https://www.police.govt.nz/about-
us/publication/national-wastewater-testing-programmeme-quarter-1-2022

Newton, T. F., Kalechstein, A. D., Duran, S., Vansluis, N., Ling, W. (2004). Methamphetamine
abstinence syndrome: Preliminary findings. The American Journal on Addictions, 13(3),
248-255

NZ Drug Foundation. (2022a). Budget 2022 a chance to move away from failed approaches to
drugs. Media Release.

135



NZ Drug Foundation (2022b). State of the Nation.
https://drugfoundation.org.nz/assets/Uploads/Submissions-and-reports/State-of-the-
Nation-2022-web.pdf

O'Farrell, T. J., Fals-Stewart, W., Murphy, M., & Murphy, C. M. (2003). Partner violence
before and after individually based alcoholism treatment for male alcoholic
patients. Journal of Consulting and Clinical Psychology, 71(1), 92.

Olafsdattir, J., Hrafnsd6ttir, S., & Orjasniemi, T. (2018). Depression, anxiety, and stress from
substance-use disorder among family members in Iceland. Nordic Studies on Alcohol and
Drugs, 35, 165-178. doi:10.1177/1455072518766129

Oliver, K. L. (1998). A journey into narrative analysis: A methodology for discovering
meanings. Journal of Teaching in Physical Education, 17(2), 244-259.

Orford, J. (2017). How does the common core to the harm experienced by affected family
members vary by relationship, social and cultural factors?. Drugs: Education, Prevention
and Policy, 24(1), 9-16.

Orford, J., Copello, A., Velleman, R., & Templeton, L. (2010). Family members affected by a
close relative's addiction: The stress-strain-coping-support model. Drugs: Education,
Prevention and Policy, 17(supl), 36-43.

Orford, J., Natera, G., Davies, J., Nava, A., Mora, J., Righy, K., Bradbury, C., Copello, A., &
Velleman, R. (1998). Stresses and strains for family members living with drinking or drug
problems in England and Mexico. Addiction, 93(3), 319-330.
https://doi.org/10.1046/].1360-0443.1998.933319.x

Orford, J., Templeton, L., Velleman, R., & Copello, A. (2005). Family members of relatives
with alcohol, drug and gambling problems: a set of standardized questionnaires for
assessing stress, coping and strain. Addiction, 100(11), 1611-1624.

Orford, J., Velleman, R., Copello, A., Templeton, L., & Ibanga, A. (2010). The experiences of
affected family members: A summary of two decades of qualitative research. Drugs:
Education, Prevention and Policy, 17(s1), 44-62.
https://d0i.org/10.3109/09687637.2010.514192

Orford, J., Velleman, R., Natera, G., Templeton, L., & Copello, A. (2013). Addiction in the
family is a major but neglected contributor to the global burden of adult ill-health.
Journal of Social Science & Medicine, 78, 70-77. doi:10.1016/j.socscimed.2012.11.036

Packer, M. J. (1985). Hermeneutic inquiry in the study of human conduct. American
Psychologist, 40(10), 1081-1093.

136



Page, S., Fedorowicz, S., McCormack, F., & Whitehead, S. (2024). Women, addictions, mental
health, dishonesty, and crime stigma: solutions to reduce the social harms of
stigma. International Journal of Environmental Research and Public Health, 21(1), 63.

Panaghi, L., Ahmadabadi, Z., Khosravi, N., Sadeghi, M. S., & Madanipour, A. (2016). Living
with addicted men and co-dependency: The moderating effect of personality
traits. Addiction & Health, 8(2), 98.

Pates, R., & Riley, D. (Eds.). (2009). Interventions for amphetamine misuse. John Wiley &
Sons.

Peleg-Oren, N., & Teichman, M. (2006). Young children of parents with substance use
disorders (SUD): A review of the literature and implications for social work
practice. Journal of Social Work Practice in the Addictions, 6(1-2), 49-61.

Petra, M. M. (2020). The salience of intimate partner violence to coping and social support for
intimate partners of people with addictions. Alcoholism Treatment Quarterly, 38(3), 306-
324,

Pokman, V., Rossi, F. S., Holtzworth-Munroe, A., Applegate, A. G., Beck, C. J., & D’Onofrio,
B. M. (2014). Mediator’s Assessment of Safety Issues and Concerns (MASIC) reliability
and validity of a new intimate partner violence screen. Assessment, 21(5), 529-542.

Polkinghorne, D. E. (1995). Narrative configuration in qualitative analysis. International
Journal of Qualitative Studies in Education, 8(1), 5-23.

Potenza, M. N. (2008). The neurobiology of pathological gambling and drug addiction: an
overview and new findings. Philosophical Transactions of the Royal Society B:
Biological Sciences, 363(1507), 3181-31809.

Price, M. (2021). Spatial, temporal and socioeconomic patterns of illicit drug use in New
Zealand assessed using wastewater-based epidemiology timed to coincide with the
census. New Zealand Medical Journal. 25;134(1537), 11-26.

Radatz, D. L., Vandenberg, A. L., Sample, L. L. (2015). Predictors of methamphetamine use
among adolescents: Findings from a Midwestern sample. Journal of Drug Issues, 45(2),
100-117

Radcliffe, P., & Gilchrist, G. (2016). “You can never work with addictions in isolation’:
Addressing intimate partner violence perpetration by men in substance misuse
treatment. International Journal of Drug Policy, 36, 130-140.

137



Radio New Zealand. (2024, October 27). Philip Polkinghorne murder trial: Meth brings
elevated risk of violence, jury hears. RNZ.
https://www.rnz.co.nz/news/national/525934/philip-polkinghorne-murder-trial-meth-
brings-elevated-risk-of-violence-jury-hears

Red Door Recovery. (2018). Residential Treatment Centre. http://reddoorrecovery.co.nz
Ricoeur, P. (2007). The course of recognition. Harvard University Press.

Riessman, C. K. (1993). Narrative analysis. Sage.

Riessman, C. K. (2008). Narrative methods for the human sciences. Sage.

Riggs, D. W., & Bartholomaeus, C. (2018). Gaslighting in the context of clinical interactions
with parents of transgender children. Sexual and Relationship Therapy, 33(4), 382-394.

Room, R. (2005). Stigma, social inequality and alcohol and drug use. Drug and Alcohol
Review, 24(2), 143-155.

Salter, G., & Clark, D. (2004). The impact of substance misuse on the family: A grounded
theory analysis of the experience of parents. Swansea: WIRED/University of Wales.

Sampson, D., Heinsch, M., Geddes, J., Velleman, R., Velleman, G., Teesson, M., Newton, N.,
& Kay-Lambkin, F. (2020). ‘I no longer know that person’: Grief and loss in families
living with someone using crystal methamphetamine. Newcastle University Faculty of
Medical Sciences.

Schultz, P., & Alpaslan, A. H. N. (2020). Playing the second fiddle-the experiences, challenges
and coping strategies of concerned significant others of partners with a substance use
disorder: informing social work interventions. Social Work, 56(4), 430-446.

Semple, S. J., Grant, I., & Patterson, T. L. (2005). Utilization of drug treatment programmes by
methamphetamine users: The role of social stigma. American Journal on
Addictions, 14(4), 367-380.

Shaffer, H. J., & Robbins, M. (1991). Manufacturing multiple meanings of addiction: Time-
limited realities. Contemporary Family Therapy, 13(5), 387-404.

Shaw, R. (2010). Embedding reflexivity within experiential qualitative psychology. Qualitative
Research in Psychology 7(3), 233-243

Sikes, P., & Gale, K. (2006). Narrative approaches to education research. Faculty of education,
University of Plymouth, 211-253.

138



Simon, G. (2010). In sheep’s clothing: Understanding and dealing with manipulative people.
Little Rock, AR: Parkhurst Brothers.

Simpson, J. E. (2013). Grief and loss: A social work perspective. Journal of Loss and
Trauma, 18(1), 81-90.

Skewes, M. C., & Gonzalez, V. M. (2013). The biopsychosocial model of addiction. Principles
of Addiction, 1, 61-70.

Smith, J. A., & Eatough, V. (2012). Interpretative phenomenological analysis. In G. M.
Breakwell, J. A. Smith & D. B. Wright (Eds.), Research Methods in Psychology (4™
ed., pp 439-459). SAGE. https://d0i.org/10.4135/9781526405555.n12

Solomon, Z., Waysman, M., Levy, G., Fried, B., Mikulincer, M., Benbenishty, R., Florian, V.,
& Bleich, A. (1992). From front line to home front: A study of secondary traumatization.
Family Process, 31(3), 289-302. https://doi.org/10.1111/}.1545-5300.1992.00289.x

Sommers, |., Baskin, D., & Baskin-Sommers, A. (2006). Methamphetamine use among young
adults: health and social consequences. Addictive Behaviours, 31(8), 1469-1476.

Sommers, 1., Baskin, D., & Baskin-Sommers, A. (2006). Methamphetamine use among young
adults: health and social consequences. Addictive Behaviours, 31(8), 1469-1476.

Stephens, C., & Breheny, M. (2013). Narrative analysis in psychological research: An
integrated approach to interpreting stories. Qualitative Research in Psychology, 10(1), 14-
217.

Stern, R., & Logue, J. (2020). Gaslighting and beyond: Psychoanalytic and historical
perspectives on the leadership of Donald Trump (1st ed.). Routledge.
https://doi.org/10.4324/9781003020684

Stoever, J. K. (2019). Access to safety and justice: Service of process in domestic violence
cases. Washington Law Review, 94(333), 333-402.

Straussner, S. L. A., & Fewell, C. H. (Eds.). (2011). Children of substance-abusing parents:
Dynamics and treatment. Springer publishing company.

Struening, E. L., Perlick, D. A., Link, B. G., Hellman, F., Herman, D., & Sirey, J. A. (2001).
Stigma as a barrier to recovery: The extent to which caregivers believe most people
devalue consumers and their families. Psychiatric Services, 52(12), 1633-1638.

Student, V., & Matova, A. (1969). Development of psychic disorders in wives of
alcoholics. Ceskoslovenska Psychiatrie. 65(1), 23-29.

139



Swanepoel, I., Geyer, S., & Marcus, T. (2022). The impact of substance use disorders on
families and carers: A scoping review. African Journal of Drug and Alcohol
Studies, 21(1-2), 38-54.

Tanha, M., Beck, C. J., Figueredo, A. J., & Raghavan, C. (2010). Sex differences in intimate
partner violence and the use of coercive control as a motivational factor for intimate
partner violence. Journal of Interpersonal Violence, 25(10), 1836-1854.

Tindal, C., Cook, K., & Foster, N. (2010). Theorising stigma and the experiences of injecting
drug users in Australia. Australian Journal of Primary Health, 16(2), 119-125.

Tolman, R. M. (1999). The validation of the Psychological Maltreatment of Women
Inventory. Violence and Victims, 14(1), 25-37.

United Nations (2022). World Drug Report 2022. United Nations Office on Drugs and Crime.

UNODC (2017), “World drug report 2017: executive summary conclusions and policy
implications’, in: United Nations Office on Drugs and Crime, Vienna
(https://www.unodc.org/unodc/ en/scientists/world -drug-report-2017---executive-
summaryconclusions-and-policy-implications.html).

Vancouver Coastal Health. (2007). This is not a test: 2006 Vancouver youth drug survey
results. Vancouver, BC: Vancouver Coastal Health.

Velleman, R., & Templeton, L. (2003). Alcohol, drugs and the family: results from a long-
running research programme within the UK. European Addiction Research, 9(3), 103-
112.

Wall, T., & Horwood, A. (2003, January 25). Drug ‘Pure’ linked to sword attacks and gunshot
death. New Zealand Herald.

Warshaw, C., Lyon, E., Bland, P. J., Phillips, H., & Hooper, M. (2014). Mental health and
substance use coercion surveys. Report from the National Centre on Domestic Violence,
Trauma & Mental Health and the National Domestic Violence Hotline: National Centre
on Domestic Violence, Trauma & Mental Health and the National Domestic Violence
Hotline.

Watt, M. H., Guidera, K. E., Hobkirk, A. L., Skinner, D., & Meade, C. S. (2017). Intimate
partner violence among men and women who use methamphetamine: A mixed-methods
study in South Africa. Drug and Alcohol Review, 36(1), 97-106.

Welham, K. (2011). Where everybody knows you're nameless: A history of Narcotics
Anonymous in New Zealand. Matters of Substance, 21(4), 24-26.

140



Wells, J. (2021). Insight into the impact of methamphetamine addiction on families.
[Unpublished Honour’s thesis]. Massey University.

Werner, A., & Malterud, K. (2016). Children of parents with alcohol problems performing
normality: A qualitative interview study about unmet needs for professional
support. International Journal of Qualitative Studies on Health and Well-being, 11(1),
30673.

White, W. L., Galanter, M., Humphreys, K., & Kelly, J. (2020). “We do Recover”: Scientific
studies on Narcotics Anonymous. Cochrane Database of Systematic Reviews.
https://doi.org/10.1002/14651858.CD012880.pub2

Wilkins, C., Prasad, J., Romeo, J. S., & Rychert, M. (2017). Recent trends in illegal drug use in
New Zealand, 2006-2016. SHORE, College of Health, Massey University.

Wilkins, C., Prasad, J., Wong, K., & Rychert, M. (2015). Recent trends in illegal drug use in
New Zealand, 2006-2014. Social and Health Outcomes Research and Evaluation, Massey
University.

Wilkins, C., Rychert, M., Romeo, J. S., & Graydon-Guy, T. (2019). What is the price of
methamphetamine, cannabis, ecstasy and LSD in your region? SHORE & Whariki
Research Centre.

Williamson, E. (2010). Living in the world of the domestic violence perpetrator: Negotiating
the unreality of coercive control. Violence Against Women, 16(12), 1412-1423.

Wilson, S. R., Lubman, D. I., Rodda, S., Manning, V., & Yap, M. B. (2018). The personal
impacts of having a partner with problematic alcohol or other drug use: descriptions from
online counselling sessions. Addiction Research & Theory, 26(4), 315-322.

Wilson, S. R., Lubman, D. I., Rodda, S., Manning, V., & Yap, M. B. (2019). The impact of
problematic substance use on partners’ interpersonal relationships: qualitative analysis of
counselling transcripts from a national online service. Drugs: Education, Prevention and
Policy, 26(5), 429-436.

Wiseman, J. (2018). The other half: Wives of alcoholics and their social-psychological
situation. Routledge.

Wong, G., & Breheny, M. (2018). Narrative analysis in health psychology: A guide for
analysis. Health Psychology and Behavioural Medicine, 6(1), 245-261.

141



Wood, E., Stoltz, J. A., Montaner, J. S., & Kerr, T. (2006). Evaluating methamphetamine use
and risks of injection initiation among street youth: the ARY'S study. Harm Reduction
Journal, 3, 1-6.

Wood, Evan, Stoltz, Jo-Anne, Zhang, Ruth, Strathdee, Steffanie, Montaner, Julio, & Kerr,
Thomas. (2008). Circumstances of first crystal methamphetamine use and initiation of
injection drug use among high-risk youth. Drug and Alcohol Review, 27(3), 270-276.

Wounded Healer, & Mythology Reader. (2021). A sibling's narrative of recovery from
addiction trauma and loss in the family. Journal of Psychiatric and Mental Health
Nursing, 28(2), 285-290.

Yang, J. N. (1997). Culture, family and alcoholism in South Korea (Doctoral dissertation,
Goldsmiths, University of London).

Yasbek, P., Mercier, K., Elder, H., Crossin, R., & Baker, M. (2022). Minimising the Harms
from Methamphetamine. Helen Clark Foundation.

Young, L. B., & Timko, C. (2015). Benefits and costs of alcoholic relationships and recovery
through Al-Anon. Substance Use & Misuse, 50(1), 62-71.

Youvan, D. C. (2024). Reinforced Drama in Families: Psychological Dynamics of Mental
lliness and Unintentional Pathological Reinforcement.
DOI:10.13140/RG.2.2.36046.68166

Yu, S., George, J., & Noller, G. (2021, November 5). Quarterly drug use report. NZ Needle
Exchange Programme, Needle Exchange Services Trust.

Zuo, J. (2004). Shifting the breadwinning boundary: The role of men’s breadwinner status and
their gender ideologies. Journal of Family Issues, 25(6), 811-832.

142



Appendix A — NZ P Pull Facebook Post

Kia ora everyone,

I have lived experience supporting both partners and close family members through

methamphetamine addiction and this has led to me wanting to understand more about this.

I am doing a Masters research project at Massey University for my psychology degree. |
am looking for New Zealand mothers who have supported a partner through methamphetamine
addiction, to take part in my research.

This would be a one-hour conversation with me about your experiences and you would
get a $30 voucher for participating. Everything would be anonymous when | write my research

with no names included.

I hope to use my research to share these experiences, to increase understanding of the
harms addiction can have on whanau and communities, and reduce some of the stigma of

addiction.

I would love it if anyone would like to take part, or knows anyone who might. Please

PM me if you would like some more information!
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Appendix B — Information Sheet
School of Psychology

Massey University » W

Private Bag 102-904 MASSEY
North Shore UNIVERSITY
Auckland 0745 b TE KUNENGA KI PUREHUROA

Tel +64 9 414 0800 ext. 43116
Fax +64 9 441 8157

UNIVERSITY OF NEW ZEALAND

Narrative analysis of mother’s experiences supporting a partner with
methamphetamine abuse problems
INFORMATION SHEET

My name is Jesse Wells and as part of my Master’'s Thesis in Psychology, | am doing research about the
experience of New Zealand mothers who have supported a partner with substance abuse problems

relating to methamphetamine.
Project Description and Invitation

Substance abuse has long been considered an individual problem, but this is an issue which affects the
whole family. This research is interested in exploring your experience of supporting an intimate partner
struggling with methamphetamine abuse. This Information Sheet will help you decide if you want to
participate in this study. It outlines why |1 am doing the study, what involvement is needed from you if you
wish to participate and what would happen at the completion of the study. Before you decide, you may

want to discuss the study with other people such as partners, family, whanau, friends, or health providers.
Who can take part?
Inclusion Criteria

e Partner or ex-partner of an individual with a past methamphetamine substance use issue

e Shared parenthood with this partner or ex-partner to one or more children

e Consider yourself to be inagood place to take part —i.e. in a place of well-being, no significant mental
health distress

e Have not used methamphetamine

e Currently reside in Auckland New Zealand or lived in New Zealand during the affected period

e Participants of any ethnicity are invited to participate however; the interviews will be conducted in

English

What would you be asked to do?

144



If you wish to take part, you will be invited to take part in one interview at a time and place we both agree
on. It is preferred these will happen face to face, but given the current Covid-19 situation there may be a
possibility of Zoom, Skype, or phone call interviews. Each interview should take no longer than one hour.
During the interview, | will ask about you, your partner and your family experiences and anything you think
is important to share about your experiences. You will be offered a $30 voucher in recognition of your

time.

Data Management

These interviews will be voice recorded with your permission. | will transcribe these recordings and give
you a copy of the transcript which you can edit or make changes to if you wish. After reading the transcript
you will be given a Transcript Release Authority form which, if you sign, gives me permission to use the
information in my research. | will be reading through these transcripts to look for themes and patterns

which will provide the data for my analysis.

Your confidentiality and privacy is important and therefore all names or identifying information will be
removed from the transcripts, data and write up of the research. All personal information and data will be
stored on a password protected computer and on a Massey University hard drive until the research is
complete in February 2022, and then it will be deleted. An anonymous form of your transcript and coding
will be stored indefinitely in Massey H drive as the data saved to Massey University’s network is backed

up, maintained and managed, secure, replicated and protected against viruses.

Participant’s Rights
You are under no obligation to accept this invitation. If you decide to participate, you have the right to:

decline to answer any particular question

withdraw from the study at any time up to two weeks after the interview

ask any questions about the study at any time during participation

provide information on the understanding that your name will not be used unless you give permission
to the researcher

be given access to a summary of the project findings when it is concluded

e Ask for the recorder to be turned off at any time during the interview

Please contact the researcher or supervisor if you have any questions about the
project.
Contact details below:

Researcher: Supervisor:
Jesse Wells Kathryn McGuigan
I G massey.ac.nz K.Mcguigan@massey.ac.nz

09 414 0800, ext. 43115
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SUPPORT SERVICES

If the interviews raise issues that are particularly upsetting, | encourage you to use your
personal support systems to talk through them. Often reliving an experience can be distressing,
but sometimes there are benefits of talking with someone about it. Furthermore, your
experience may help others who are experiencing something similar.

Mental health services — Where to get help

There’s a range of resources and services available to help including phone and online services
and information, as well as face to face support.

Most services are free and provide information and confidential advice from trained
professionals.

If you’re told that there is a waiting time for a service, please still reach out and make contact.
Other supports can be put in place — ask what you can try in the meantime.

Helplines

Need to talk? Free call or text 1737 any time.

Talk to a trained counsellor or call:

. The Depression helpline — 0800 111 757

. Alcohol drug helpline — 0800 787 797

. Gambling helpline — 0800 654 655

. Healthline — 0800 611 116 — to get help from a registered nurse 24/7.
. Lifeline — 0800 543 354

. Samaritans — 0800 726 666

For Domestic Violence:

Women’s Refuge crisis line — free from any phone, 24 hours a day, every day.
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0508 744 633 Shine Helpline — free from any phone, 9am to 11pm every day.

0800 456 450 1t’s Not OK info line — free from any phone, 9am to 11pm every day.
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Appendix C — Consent Form
School of Psychology
Massey University R v
Private Bag 102-904 M A S S E Y
North Shore _ UNIVERSITY
Plagaae®™

Auckland 0745 TE KUNENGA KI POUREHUROA

Tel +64 9 414 0800 ext. 43116 UNIVERSITY OF NEW ZEALAND
Fax +64 9 441 8157

Narrative analysis of mother’s experiences supporting a partner with methamphetamine
abuse problems

PARTICIPANT CONSENT FORM - INDIVIDUAL

| have read, or have had read to me in my first language, and | understand the Information Sheet attached
as Appendix I. | have had the details of the study explained to me, any questions | had have been
answered to my satisfaction, and | understand that | may ask further questions at any time. | have been
given sufficient time to consider whether to participate in this study and | understand participation is
voluntary and that | may withdraw from the study up to two weeks after the interview.

1. lagree/do not agree to the interview being sound recorded.

2. lwish/do not wish to have my recordings returned to me.

3. lwish/do not wish to have data placed in an official archive.

4. |agree to participate in this study under the conditions set out in the Information Sheet.

5. lunderstand that if during the interviews concerns are raised for my own or children's safety there

is a legal requirement for police to be notified.

Declaration by Participant:

I [print full name] hereby consent to take part in this study.

Signature: Date:
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Appendix D — Confidentiality
School of Psychology

Massey University g
Private Bag 102-904 é - MASSEY

North Shore UNIVERSITY
Auckland 0745 U TE KUNENGA KI PUREHUROA
Tel +64 9 414 0800 ext. 43116 UNIVERSITY OF NEW ZEALAND

Fax +64 9 441 8157

Narrative analysis of mother’s experiences supporting a partner with methamphetamine
abuse problems

| (Full Name - printed)

agree to keep confidential all information concerning the project: Narrative analysis of mothers
experiences supporting a partner with methamphetamine abuse problems.

| will not retain or copy any information involving the project.

Signature:

Date:
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Appendix E — Interview Guide

General Opening Questions:

Tell me about your experiences of sharing a life with a partner with methamphetamine struggles:
Do you recall the discovery that your partner had a substance use problem?
Are you still with this partner?

What changes did you notice in your own or families life once your partner started, or while
they were using methamphetamine (MA)?

How do you think MA has affected you/your partner/your children?

How do you think this affected your widerrelationships? Family, friends, community, social life
etc, Or attitudes to others (friends, family, community)

How do you think MA has affected the relationships within your family? e.g. child and parents,
partner and partner..

How did you feel during this time or upon reflection what were you feeling during this time?
Your roles and support you needed or received

What have your experiences been when accessing support services in New Zealand? For
yourself or your partner?

Did you make a decision to access support for your partner or family? Could you describe any
barriers you faced once you made this decision?

What access to support did you have or use? This could be family, friends or official services
What are your perceived successes or limitations of the services you accessed for support?

How did your life look during this period or currently? How does your personal or family life
look now? A typical day? Feelings/emotions?

Closing Questions:
Were there any positive outcomes that came from this experience?

Is there anything else you would like to add about your personal or family journey, things that
have helped you, or things you’d like other people to know?

150



Appendix F — Authority for the Release of Transcripts
School of Psychology

Massey University g
Private Bag 102-904 é - MASSEY

North Shore ' UNIVERSITY
Auckland 0745 b TE KUNENGA KI POUREHUROA
Tel +64 9 414 0800 ext. 43116 UNIVERSITY OF NEW ZEALAND

Fax +64 9 441 8157

Narrative analysis of mother’s experiences supporting a partner with methamphetamine
abuse problems

AUTHORITY FOR THE RELEASE OF TRANSCRIPTS

| confirm that | have had the opportunity to read and amend the transcript of the interview(s)

conducted with me.

| agree that the edited transcript and extracts from this may be used in reports and publications

arising from the research.

Signature:
Date:

Full Name - printed:
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