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MOM GROUP TOP TEN TIPS FOR WORKING WITH SUBSTANCE 

ABUSING CLIENTS:

Treat us as a mother before you treat us as an addict.

Remember we love our kids

Please don't tell us that, “Good moms don't do dope.”

Please don't use shame and guilt we already feel like garbage.

Threats are non-productive and shaming, it is ok to hold us accountable without using threats.

Do what you say you are going to do.

Return phone calls.

If YOU make a mistake, own it...hold yourself accountable too.

Read ALL the reports.  This includes everyone on the team.

Please take time to remember the positives too.

Top Tips for Building Better Relationships with Your DHS Worker 

1) Honesty and being upfront are most important.  (Parents reporting a relapse even if they may not get ‘caught’ because it is more beneficial to building a trust based relationship)

2) Understand that Social Workers, like Parents want the children to be safe.  Social Workers may be looking at safety issues from a different perspective than a parent.  It is ok to disagree with your Social Worker.  Listen to what he/she says as their perspective is very important; i.e. they may see things that you won’t.

3) If you are not interested or ready for recovery please don’t pretend.  While not particularly desirable (your life is better sober), you may not be ready to quit.  That happens.  But your child can’t wait for you to decide to get it together.  If you don’t want to be sober tell your attorney and your Social Worker.  Then sit down with them and help to create a permanent plan for your child.  It will actually be better for you and your child in the long run and you get to keep your self-respect.  However, some people achieve success by attempting to do something they may feel unready for.  Acting as if you are and want to be clean may lead you there.  12-step programs call this ‘fake it until you make it’.

4) Follow all the terms of your court order.  If you are not sure, consult with your attorney and Social Worker.  In fact, even if you are sure, make certain that your idea of what the court order means is the same to your Social Worker, Guardian Ad-Litem and attorney.  This keeps you from doing stuff that won’t help your case.  Following through with expectations leads to success.

5) Make sure your Social Worker has your correct address and phone number.  Keep your Social Worker and attorney informed of significant events and/or changes in your life.  Provide accurate and valid information to your worker.  Stay in contact with your worker and leave messages and updates.  

6) Finally, what you DO counts way more than what you SAY.  Your behaviors and choices are what will be the deciding factors in a case.  Reality is difficult and often unpleasant.  However, pretending that the bad things that happen to you because of poor choices are the fault of your Social Worker or anyone else will only hurt you in the long run.  In other words, the first rule of getting out of a hole you are digging yourself into is to stop digging.  Your actions speak for themselves.  Make sure that they are saying what you want them to.

7) Cooperate with the worker(s) coming into your home

8) Be involved in the development of your treatment and case plan

9) Be patient when waiting for return telephone calls, workers have many messages that needs returned.  Trust them to do their job.  

10) Treat us with respect.  

11) Face to face visits at your request are nice 

Relapse Predictors

· Start having problems with thinking difficulties, emotional overreaction, sleep disturbances, memory difficulties, becoming accident prone, experiencing serious sensitivity to stress.

· Stop telling others what they are thinking/feeling and start trying to convince themselves and others that everything is ok when it is not.

· Start avoiding people who give honest feedback/start becoming angry/defensive with them.

· Start to notice that ordinary normal problems become overwhelming and can’t seem to solve problems.

· Start believing there is nowhere to turn and no ways to solve problems-feel trapped and start to use “magical thinking”.

· Start feeling down in the dumps and have very low energy.  May become so depressed they start thinking of suicide.

· Start using one or more of the following-food, sex, caffeine, nicotine, work, gambling, etc. often in an out of control fashion.

· Begin to think that alcohol/drug use is the only way to feel better.  Start using justification to drink/use.

· Begin using to “solve” problems.  Start to believe that “it’s all over till I hit bottom, so may as well enjoy this relapse while it’s good”.  

Ten most common relapse dangers:

1) Being in the presence of drugs or alcohol, drug or alcohol users, or places where they used or bought chemicals.

2) Feelings they perceive as negative, particularly anger; also sadness, loneliness, guilt, fear and anxiety.

3) Positive feelings that make them want to celebrate

4) Boredom

5) Getting high on any drug

6) Physical pain

7) Listening to war stories (stories of events that took place while using) and dwelling on getting high

8) Suddenly having a lot of cash

9) Using prescription drugs that can get them high even if used properly

10) Believing they no longer have to worry (complacent).  That is, that they are no longer stimulated to crave drugs/alcohol by any of the above situations, or by anything else-and therefore maybe it’s safe to use occasionally.

Relapse attitudes (statements you or the provider may hear):

Sobriety is boring

I’ll never drink/use again statements

I can do it myself

I’m not as bad as…….

Owe this one to me……

My problems can’t be solved

I wish I was happy

I don’t care

If nobody else cares, why should I?

Things have changed

I can substitute (alcohol instead of using drugs)

They don’t know what they are talking about

There’s got to be a better way

I can’t change the way I think

If I move, everything will change

I like my old friends

I can do things differently

Nobody needs to know how I feel

I’m depressed

I see things my way only

I feel hopeless

I can handle it

If I hide behind everyone else’s problems I won’t have to face my own

I can’t do it

Why try

The event:  A return to the use of alcohol and/or drugs
WHAT IS LIFE LIKE FOR FAMILIES TRYING TO RECOVER FROM ADDICTION?


Many barriers to recovery: housing, transportation, access to health care, treatment, shame and guilt, no healthy support systems, withdrawal, confusion, memory loss, past abuse (childhood or adult) memories begin to surface, family and children are angry about the past and do not trust that the addict is being honest or is going to stay clean and sober; family roles change.  

Attitude about DHS and child removal: inability to let go of resentment at the DHS for removing their children, stuck in the problem, unable or unwilling to accept responsibility for how their substance abuse caused their children to be placed at risk, blaming family, person who turned them in and DHS for children’s removal; 

Long-term effects on children: parents begin to recover, try to impose new lifestyle on the children, kids are full of fear, have no ability to trust their parents, afraid to trust those who could actually help them, shame and guilt over their parent’s drug abuse, behind in school, no words to tell how they are feeling or to verbalize what is really going on with them.  Parents feel intense guilt and shame over their children’s behaviors and also feel frustrated with lack of progress for children now that they are doing better; unrealistic expectations of the children and childish wish for everything to be ok now.  

If we take away their only solution to life’s problems we need to follow that up with other means of coping: many people (the addict included) believe that substance abuse is the problem and if they stop using their life should be better. While remaining clean starts to feel good there is a lot of work to do regarding their children, relationships, employment, old bills, criminal charges, meeting with service providers, managing new lifestyles, forging new friendship and building sober support systems, etc.  Focus should be on habilitation versus rehabilitation.  Some of our families begin using at an extremely early age and do not have the skills needed in the beginning to effectively participate in services.  

WHAT DO WE NEED TO KNOW AND DO TO BE ABLE TO HELP?

What doesn’t work: Frontloading services, shame, quoting statistics of the lack of recovery for meth addicts (example: only 6% recover, permanently brain damaged, etc.) Threatening strategies as opposed to advising of consequences for certain behaviors, trying to address all deficiencies simultaneously,


What does work: engagement, family team meetings; not taking their anger and frustration personal, allowing parent to vent without shaming them; informal supports (AA, NA, Moms off Meth, Dads In Recovery, etc.) instead of waiting for treatment to begin, schedules and structure, importance of appointment books if available.  

WHY CLIENTS CONTINUE TO USE WHEN THEY HAVE CHILDREN IN THE SYSTEM

· Overwhelming feelings of shame and guilt over their past actions with children and others

· Past sexual and physical abuse issues as children and adults bring a lot of painful memories to surface when they are not using.  Inability to manage or express these emotions.

· To kill the pain following visits with their children; using meth makes them quit crying and seems to help them ‘manage’ their feelings.

· Lack of structure in their lives.  Too much time on their hands to fill when they are clean and sober and the urge to use is strong.

· Lack of healthy support systems.  Many of our families come from generations of substance abuse and healthy family support is lacking.

· Fear of making new friends and losing contact with old, familiar friends or substance abusing partners.

· Drugs help maintain the weight.  Weight gain is a huge problem for recovering meth addicts and also a very serious relapse trigger.  Developing a healthy self-image is a process.  

· Very low self-esteem and feelings of total worthlessness.  They do not feel worthy of good things in their lives and have an inability to accept or maintain these events.  Sometimes tend to use twice as much as when their kids were home.  

· Abusive partner and old using friends seem to offer a lot of drugs at the lowest times in their lives when they didn’t before.

· Enabling family members make it easier to use. 

· They think they won’t get caught this time.  Use of Internet and word of mouth from other addicts to find ways to alter drug tests.

· After a period of sobriety things gradually get better with children, being employed and feeling good; they begin to believe they can control their use and relapse.

· The belief that they can successfully drink alcohol invariably leads many back to using meth.  Many addicts say that they didn’t have a problem with alcohol and believe they are still clean if they just stay away from their drug of choice.

· Keeping secrets from their past and/or present actions.  Shame over keeping these secrets can lead to relapse.

· Inability to manage or validate the importance of their emotions.  Begin to believe their feelings have no value and do not understand the relapse process.

· Many clients use the excuse they are too busy to go to NA/AA meetings or claim that ‘everyone there is using’.  Healthy support from people in some sort of recovery program is vital to those who are addicted to drugs/alcohol.  

· Lack of trust in systems that could help them.  Fear of telling the truth and the consequences for doing so.

· Feeling overwhelmed with the responsibilities that getting and staying clean entail (i.e. housing, treatment, children’s behaviors, employment, health issues, availability of services in rural areas, transportation, etc.)

Long-term effects on children

(Reported by clients)

· The children never forget what they went through, inability to let go of the past, fear of the future

· Learning can be delayed or “off track”

· Some have been traumatized by watching their parents spiral out of control

· Nightmares of moms and dads getting hurt or never coming back to them

· Fear of the law (taking mommy and daddy away)

· Mistrust and doubt of their parents always in the back of their minds

· Through watching their parents they have learned to lie and hide the truth from people who could actually help them

· A lot of behavior problems, angry, acting out, hitting

· Worried about what is going on at home when they are at school

· Lying, manipulating

· Lack of social interaction-poor social skills

· Unresolved grief-cry a lot

· Feeling of abandonment

· Very parentified, need to control/manage situations

· Shame and guilt about their parents’ actions

· Inability to follow through with directives, goals, etc.

· Intense need for structure

· Very poor boundaries

· Need to keep secrets

· Inability to express their feelings appropriately

· Behind in their school work, shame about not having skills

· Learning disabilities

· Attachment barriers

· Fear of authority figures

This information was collected from in-patient residents at the Amethyst House Residential Treatment Center for Women and Children.  

DYNAMICS IN FAMILES WITH ACTIVELY ADDICTED PARENTS

· Impose secrecy and denial

· Inflict shame and guilt on members

· Inconsistency

· Parenting not child focused

· Substances interfere with inhibitions and protective capacity

· Substances lower parent’s aggression threshold

· Children are taught not to trust

· Family rule: if things don’t go as planned, blame someone

· Rigid roles

· Closed communication system

· If illegal drug use, children may be exposed to drug sales, violence, prostitution

HOW CHILDREN OF SUBSTANCE ABUSERS FEEL

· Sad, Depressed 

· Guilty

· Afraid, Worried, Anxious

· Lonely, Isolated

· Traumatized

· Angry

· Maintain love for parent

· Embarrassed

· Responsible

· Confused

· Loyal toward parent

· Hopeful (watch for fantasies)

HOW CHILDREN OF SUBSTANCE ABUSERS BEHAVE

· Experiments with alcohol or drugs

· Has school problems

· Has social difficulties

· Runs away

· Jokes a lot

· Withdraws

· Ignores it

· Stays out of the way

· Steals

· Doesn’t trust own perceptions/looks to others for all sorts of opinions

· Tries to be perfect

· Does fine most of the time but acts out after visits with parent

· Tries to control

· Physically aggressive; hit, curse

· Takes on adult responsibilities

· Identifies with parent/acts out

· Finds alternate family (gang)

· Difficult to play with

· Can’t seem to relax/jumpy

· Doesn’t trust authority figures

· Hoards

· Psychosomatic health problems/stomachaches, headaches, backaches w/no med. Cause

· Depressed and anxious

FACTORS THAT AFFECT HOW CHILDREN EXPERIENCE PARENTAL SUBSTANCE ABUSE

· Severity of substance abuse-Is the parent a binge user?  Continuous user?  (Research shows the continuous user family showed more damage on children)

· Drug of choice-How does this drug make the person act when using?  Different?  More aggressive?  More passive?  Each drug works differently on the body.  Children’s behavior will become in sync with both extremes of the rebound effect, the euphoria as well as the crashes, or the hangovers.  Children learn what behavior is appropriate and expected at different times in the parent’s rebound cycle. The child becomes responsive to the drug, not the parent

· Rate of addiction-A parent who uses a drug such as alcohol is likely to take a long time to develop an addiction, in contrast to the parent who uses a drug such as crack cocaine.  This means that the role changes for the child are affected by the addictive quality of the parent’s drug of choice.

· Illegal or legal drug-Is dealing part of the use?  Legality is a major issue because it indicates social acceptance, thus, less shame involved.  Additionally, advertisements for alcohol make that acceptable.  The portrait of alcohol use and its associated behaviors in advertisements is often in conflict with the child’s reality and so adds to greater confusion with reality.

· Child’s perception of drug use-If drug use is perceived as a crisis; the child usually gets locked in.  Some children can’t respond well in a crisis, others do.

· Parent’s gender and role-Girls with addicted fathers are more likely to marry an addicted person.  Women that are addicted have a greater impact on children if they are the primary caregivers.

· Age of child when problem developed-How old was the child when the parent started using? Entered recovery?  Died?  When the addiction escalated?  Research shows that younger children (aged 4-10) were more seriously affected than adolescents.

CHILDREN’S BEHAVIOR PROBLEMS: SOME EXPLANATIONS

· Poor parenting-because their parents might not have kept promises or taken proper care of them, children may have learned to do many things for themselves.  As a result, they might not listen to the requests and rules of authority figures, like their kinship caregiver.  Teenagers in particular may rebel—“Who gave you the right to tell me what to do?”  Other times, a child may become ‘parentified’.  A parentified child has had to act much more mature than their age, often taking care of younger siblings.  This child can often be too good in their new home, still helping with siblings, etc.  This can make it difficult for the caregiver, or any authoritative figure, to properly parent siblings, and doesn’t allow the child to act as a child.

· Feelings-children may never have seen adults express feelings in a healthy way.  Instead they have watched their parent deal with anger, sadness, and frustration through drug use, hitting and yelling.  Therefore, they do not know how to name their feelings and express them in a healthy way—instead they may hit, yell, scream, slam doors, curse, throw tantrums, or withdraw.

· Survival Skills-some children behave badly because of patterns they had to learn before to survive.  Children may still rely on these patterns, even when they are no longer needed.  They may act up, yell, hit or kick, or even touch people in sexual ways to get attention.  They may steal or hide food to stay safe and fed.

· Distance from Others-children who grow up in substance abusing homes may have trouble making friends, and for a variety of reasons.  Perhaps they brought someone home to find their parent shooting up.   They might have trouble dealing with relationships because of their inability to express feelings in a healthy way.  They might not trust other people.

· Neglect-children may not have been taught some basic skills because no one was there to teach them.  Young children might still not be potty trained or know how to brush their teeth.  They might not know how to use silverware. All children might have poor table manners.

HOW TO HELP RESOLVE CHILDREN’S BEHAVIOR PROBLEMS INTERVENTION STRATEGIES

Model Behaviors:

Do:

· Allow them to make mistakes

· Give them attention at times other than when they are achieving

· Help them separate feelings of self-worth from behavior

Try not to:

· Allow the child to monopolize in a group

· Allow the child to always be first

· Encourage them to validate their self-worth by overachieving

Disruptive Behaviors

Do:

· Set limits

· Confront children about behaviors, in a way that does not shame or embarrass them, but does call them on it.  Attend to the needs that led to the behavior.

· Try to offer the child choices

· Give them acceptance and support their feelings

· Praise the child when he or she accepts responsibility for their behavior

Try not to:

· Allow behavior to escalate before intervening

· Engage in authority battles with child

· Shame or embarrass the child

HOW TO HELP RESOLVE CHILDREN’S BEHAVIOR PROBLEMS (cont.)

Withdrawn behaviors


Do:

· Invite them to participate

· Point out and encourage their creative talents

· Get them engaged in team and group activities

· Caution: use touch slowly and carefully with them

Try not to:

· Let child always be silent

· Let other children take over for them

Carefree behaviors

Do:

· Take them seriously

· Hold them accountable for their behavior

· Give them jobs and tasks that have value and responsibility

· Encourage appropriate humor

Try not to:

· Laugh at silly behavior

· Laugh with them

HOW TO HELP RESOLVE CHILDREN’S BEHAVIOR PROBLEMS

Be consistent-all children benefit from consistency, but children from substance abusing homes in particular need clear rules and expectations that stay the same from day to day.

Give the child words-to express him or herself, instead of resorting to unhealthy habits life yelling or bottling up emotions.  Setting an example by talking about the emotions behind behaviors (“You must be feeling very angry right now” when a  child slams a door).  Help children to find healthy outlets for feelings-sports, walking, or drawing.

Praise good behavior-which lets children know they don’t have to misbehave to get your attention.  As children come to trust you and realize thy will be praised for good behavior, their actions will become more consistent.

Listen-Children need the chance to talk about what happened in the past.  Ask questions that let the child know it is ok to talk about these things, and 

that encourage them to keep speaking (“What happened then?”  “How did you feel about that?”).  Help the child name emotions as they talk and let them know those feelings are normal.  Share information that can help the child understand the situation.

Set clear consequences-for behavior that breaks a rule, and make sure all adults that interact with that child know what those consequences are.  When a rule is broken, act quickly, consistently and fairly each time.

Regularly reassure children-that they are loved and will not be abandoned again.  Explain that they will not be “abandoned” even if they misbehave.

Share information-about parental substance abuse.  Children need to know that their parent’s problem is not their fault.  Explain how use leads to addiction, and discuss recovery and relapse.

Identify strengths-which a child has. When individuals live through a difficult situation, they develop skills that help them to survive.  This is referred to as resiliency-the strengths a person has that allow them to thrive in the face of adversity.  Some of them include acting older than real age, humor, creativity, quick response to danger, and altruism.

Be patient-and remember that change does not occur overnight.  Take pride (and help them to take pride) in the little successes.

Age Appropriate Conversations about Drugs and Alcohol

Pre-schoolers (3-5 year olds)-children at this age are learning to make their own decisions and handle their feelings.  They need help to understand what they see and hear.  They don’t need a lot of details at this age; instead, talk about drugs in general.  You can:

· Teach them that some drugs are important, like the ones a doctor gives you.  Others can make you act strangely.

· Talk about which people they can trust to take them places, feed them, or give them medicine.

· Teach the difference between real and pretend.

· Teach self-help skills like brushing teeth or washing hands.

· Help them to learn to develop solutions by breaking problems down into smaller pieces.

Children (6-10 year olds)-these children want to be grown up and make their own choices.  Friends are very important. They may have a hard time focusing on the future.  You can:

· Focus on the here and now when you discuss drugs.

· Set clear rules and support healthy friendships.

· Talk about what alcohol and drugs are like, why they are against the law and harm they can do.

· Help them to see the difference between quick fixes and long-term solutions.

· Explain about their own risk of substance abuse because of their parent’s.  Explain that risk doesn’t mean something will happen, only that it is more likely. However, you are able to make your own healthy choices.

· Explain how the bodies of children who have substance-abusing parents react differently than most people do to alcohol and other drugs.

Teens (11-18 year olds)-all teens are at high-risk for drug problems—even more so if they have a substance-abusing parent. They have a strong need to be liked by their peers, even if it means disobeying adults.  You can:

· Appeal to their vanity.  Talk about the ways drugs affect the body—stained teeth, bad breath and acne.

· Talk about how and why addiction happens, and what that means to people who are children of substance abusers.

· Help teens come up with ways to take a stand against peer pressure.  Talk about how drugs are stronger now then they ever have been.  
What to say about Parental Substance Abuse

· Explain addiction-why people start using drugs and how they become addicted.  How alcohol and other drugs can make parents behave abnormally.

· Explain recovery and relapse-make sure children understand that people do recover.  And that relapse does not mean failure.

· Children are not responsible-children need to know that they cannot cause their parent’s drug or alcohol problem. They cannot control it.  And they can’t cure it.

· Love is okay-it is okay to love an addicted parent.  No one is all bad or all good.

· Coping skills-help the child recognize how they have coped with past challenges.  And how most children of substance abusers do not become addicted.

· High risk-children of substance abusers need to know that they are at high risk for developing their own problem relationships with alcohol and other drugs.  Explain that their bodies respond to substances in a way that is different from how other people’s bodies respond to substances in a way that is different from how other people’s bodies respond.

· The truth-children need clear facts and information. It is not necessary to include the most painful details, but it is important to speak honestly and openly.  Even children as young as three or four can understand the facts when they are presented simply.

BASA MODEL

Believe-Let the child know that you believe them.  Ask for clarification if you don’t understand something (for example, you can gently ask “Are you saying that…”).


Affirm-Affirm that the problem is real, but that there are ways to fix it.  You might also wish to share with the child that they are not alone—their experience is similar of that of other children in substance abusing homes.

Support-Offer your support in finding a solution.

Action-Help the child determine a course of action by helping her to examine her options.  Let solutions come from the student.  If a child is not able to come up with appropriate action steps (because of age, immaturity, lack of problem solving experience), you can provide suggestions.

Characteristics of someone who may be using heavily

1) Denial, lying, fear, minimization, rationalization, missing appointments

2) Confusion, memory lapse, black-outs, making excuses, forgetfulness

3) Over compensating, covering up mistakes, changes in business-work schedules and production; blaming others or equipment for errors, decreased production, attitude change, missing work, coming in late Mondays-leaving early on Fridays; multiple jobs-job changing

4) Anxious, over talkative, obsessive-compulsive, working extra shifts, very social, has increased energy, clothing style change, making new friends, attitude change, depressed/sad-elation mood swings, paranoid, delusional, hallucinating to psychosis-violence-easily angered and aggressive

5) Households-unkempt, disarray, messy, cluttered, smelly-odorous, or excessively clean, junked-nonfunctioning cars, in disrepair status; multiple caretakers of children-no one in charge, no boundaries-groups/families: defensive, no set hours for activities-a lot of people coming and going, 

6) Many children trade role with parent (become caretaker for other children and parent), missing school, tardy numerous times, failing in school, preoccupied/depressed/angry

7) History of law enforcement intervention-OWI’s restraining orders, domestic abuse classes

8) Rotting teeth/tooth loss, dry mouth, bad breath-Scars/open skin sores, severe weight loss/extreme anorexia, uncontrollable jaw clenching, uncontrollable body movements/facial contortions,  

9) Increased physical activity levels-a tendency to compulsively clean and groom and repetitively sort and disassemble objects such as cars and other mechanical devices.  Performing repetitive, meaningless tasks

10) Inability to sleep for long periods of time while actively using (may stay up for days to weeks on end)-behavior and actions become increasingly more bizarre and out of control over time

11) Sleeping for incredibly long periods of time (up to 24 hours at a time) when coming down from effects of meth.

12) Moving numerous times/unable to keep housing/living with friends/relatives, children switching schools numerous times

Some of the above information was excerpted for training materials presented by Dr. Michael Abrams, Broadlawns Brain Addiction & Behavioral Treatment Center, Des Moines, IA  5/96

Stages of Change Model

Before you begin to make changes in your life, I would like to introduce you to an useful theory -- call the Stages of Change Model, or SCM about the mind/body stages we go through when we do change. The Stages of Change Model was originally developed in the late 1970ís and early 1980ís by James Prochaska and Carlo DiClemente at the University of Rhode Island when they were studying how smokers were able to give up their habits. The SCM model has been applied to a broad range of behaviors including weight loss, injury prevention, overcoming alcohol, and drug problems among others. 

The idea behind the SCM is that behavior change does not happen in one step. Rather, people tend to progress through different stages on their way to successful change. Also, each of us progresses through the stages at our own rate. So expecting behavior change by simply telling someone, for example, who is still in the "pre-contemplation" stage that he or she must go to a certain number of AA meetings in a certain time period is rather naive (and perhaps counterproductive) because they are not ready to change. Each person must decide for himself or herself when a stage is completed and when it is time to move on to the next stage. Moreover, this decision must come from the inside you (see developing an internal locus of control) -- stable, long-term change cannot be externally imposed.  

In each of the stages, a person has to grapple with a different set of issues and tasks that relate to changing behavior. Thus, for each for each stage of change, tools are available to you through this website in The Toolbox of Change.

The Stages of Change
The stages of change are:

· Precontemplation (Not yet acknowledging that there is a problem behavior that needs to be changed) 

· Contemplation  (Acknowledging that there is a problem but not yet ready or sure of  wanting to make a change) 

· Preparation/Determination (Getting ready to change) 

· Action/Willpower (Changing behavior) 

· Maintenance (Maintaining the behavior change) and 

· Relapse (Returning to older behaviors and abandoning the new changes) 

Stage One: Precontemplation
In the precontemplation stage, people are not thinking seriously about changing and are not interested in any kind of help. People in this stage tend to defend their current bad habit(s) and do not feel it is a problem. They may be defensive in the face of other peoples efforts to pressure them to quit. They do not focus their attention on quitting and tend not to discuss their bad habit with others. In AA, this stage is called denial but at Addiction Alternatives, we do not like to use that term. Rather, we like to think that in this stage people just do not yet see themselves as having a problem. 

Stage Two: Contemplation
In the contemplation stage people are more aware of the personal consequences of their bad habit and they spend time thinking about their problem. Although they are able to consider the possibility of changing, they tend to be ambivalent about it. In this stage, people are  on a teeter-totter, weighing the pros and cons of quitting or modifying their behavior. Although they think about the negative aspects of their bad habit and the positives associated with giving it up (or reducing), they may doubt that the long-term benefits associated with quitting will outweigh the short-term costs. It might take as little as a couple weeks or as long as a lifetime to get through the contemplation stage. (In fact, some people think and think and think about giving up their bad habit and may die never having gotten beyond this stage)

On the plus side, people are more open to receiving information about their bad habit, and more likely to actually use educational interventions and reflect on their own feelings and thoughts concerning their bad habit.

Stage Three: Preparation/Determination
In the preparation/determination stage, people have made a commitment to make a change. Their motivation for changing is reflected by statements such as:  I have got to do something about this; this is serious. Something has to change. What can I do?

This is sort of a research phase: people are now taking small steps toward cessation. They are trying to gather information (sometimes by reading things like this) about what they will need to do to change their behavior. Or they will call a lot of clinics, trying to find out what strategies and resources are available to help them in their attempt. Too often, people skip this stage: they try to move directly from contemplation into action and fall flat on their faces because they haven't adequately researched or accepted what it is going to take to make this major lifestyle change.

Stage Four: Action/Willpower
This is the stage where people believe they have the ability to change their behavior and are actively involved in taking steps to change their bad behavior by using a variety of different techniques. This is the shortest of all the stages. The amount of time people spend in action varies. It generally lasts about 6 months, but it can literally be as short as one hour! This is a stage when people most depend on their own willpower. They are making overt efforts to quit or change the behavior and are at greatest risk for relapse.

Mentally, they review their commitment to themselves and develop plans to deal with both personal and external pressures that may lead to slips. They may use short-term rewards to sustain their motivation, and analyze their behavior change efforts in a way that enhances their self-confidence. People in this stage also tend to be open to receiving help and are also likely to seek support from others (a very important element).

Hopefully, people will then move to:

Stage Five: Maintenance
Maintenance involves being able to successfully avoid any temptations to return to the bad habit. The goal of the maintenance stage is to maintain the new status quo. People in this stage tend to remind themselves of how much progress they have made. People in maintenance constantly reformulate the rules of their lives and are acquiring new skills to deal with life and avoid relapse. They are able to anticipate the situations in which a relapse could occur and prepare coping strategies in advance.

They remain aware that what they are striving for is personally worthwhile and meaningful. They are patient with themselves and recognize that it often takes a while to let go of old behavior patterns and practice new ones until they are second nature to them. Even though they may have thoughts of returning to their old bad habits, they resist the temptation and stay on track. 

As you progress through your own stages of change, it can be helpful to re-evaluate your progress in moving up and down through these stages. (Even in the course of one day, you may go through several different stages of change). And remember: it is normal and natural to regress, to attain one stage only to fall back to a previous stage. This is just a normal part of making changes in your behavior.

Relapse
Along the way to permanent cessation or stable reduction of a bad habit, most people experience relapse. In fact, it is much more common to have at least one relapse than not. Relapse is often accompanied by feelings of discouragement and seeing oneself as a failure. While relapse can be discouraging, the majority of people who successfully quit do not follow a straight path to a life time free of self-destructive bad habits. Rather, they cycle through the five stages several times before achieving a stable life style change. Consequently, the Stages of Change Model considers relapse to be normal. 

There is a real risk that people who relapse will experience an immediate sense of failure that can seriously undermine their self-confidence. The important thing is that if they do slip and say, have a cigarette or a drink, they shouldn't see themselves as having failed. Rather, they should analyze how the slip happened and use it as an opportunity to learn how to cope differently. In fact, relapses can be important opportunities for learning and becoming stronger.

Relapsing is like falling off a horse the best thing you can do is get right back on again. However, if you do fall off the horse and relapse, it is important that you do not fall back to the precontemplation or contemplation stages. Rather, restart the process again at preparation, action or even the maintenance stages. People who have relapsed may need to learn to anticipate high-risk situations (such as being with their family) more effectively, control environmental cues that tempt them to engage in their bad habits (such as being around drinking buddies), and learn how to handle unexpected episodes of stress without returning to the bad habit. This gives them a stronger sense of self-control and the ability to get back on track.

In addition, there is one more stage, Dr. Kern has added which is not part of the Prochaska-DiClemente Stages of Change model:

Transcendence 

Eventually, if you maintain maintenance long enough, you will reach a point where you will be able to work with your emotions and understand your own behavior and view it in a new light. This is the stage of transcendence-- a transcendence to a new life. In this stage, not only is your bad habit no longer an integral part of your life but to return to it would seem atypical, abnormal, even weird to you. When you reach this point in your process of change, you will know that you have transcended the old bad habits and that you are truly becoming a new you", who no longer needs the old behaviors to sustain yourself. 

