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Preface

This guide is written for the people who are not in treatment but are deeply affected by it: parents,
partners, spouses, siblings, and adult children of someone with an addiction. You are navigating one of
the most sustained and emotionally complex situations a family can face, and you are probably doing it
without a clear map.

What you will find in the following pages is not reassurance that everything will be fine. It is a clear,
practical account of what addiction is, what residential treatment involves, what your role during
treatment can realistically be, and what the return home actually requires - from both your loved one
and from you. It covers the questions families most commonly ask and the mistakes families most
commonly make, not out of poor intention but out of lack of specific information.

The guide is written specifically for English-speaking families whose loved one is in or approaching
residential treatment - including treatment programs outside their home country. Many of the most
effective residential programs are located in Thailand and serve clients from Australia, the UK, the
United States, Canada, and New Zealand. The specific dynamics of supporting someone across that
distance, and receiving them back home, are addressed throughout.

Supporting recovery is not a problem to solve once. It is a sustained practice that requires its own
education, its own support structure, and its own maintenance. This guide is a starting point for that
practice.

Wade Dupuis | Siam Rehab Thailand | 2025

Supporting Recovery: A Family Guide - Siam Rehab Thailand - siamrehab.com - Page 3



Part I: Understanding Addiction and Treatment

Chapter 1. What Addiction Is - and What It Isn't

Addiction - clinically termed Substance Use Disorder (SUD) in the DSM-5-TR (2022) - is a chronic
medical condition characterized by compulsive substance use despite significant harmful consequences,
loss of control over use, and continued use despite a clear desire to stop. It exists on a spectrum from
mild to severe. It is classified as a medical condition. It is not a moral failure, a character defect, or
evidence that your loved one does not care about you.

Why the Medical Model Matters for Families

The way families understand addiction - consciously or not - determines how they respond to it. If
addiction is understood as a choice, the natural response is pressure, ultimatums, and appeals to love
and responsibility. These responses are understandable and almost universally ineffective, because
they are addressed at the wrong level of the problem.

Addiction alters the brain's reward and stress regulation systems through repeated substance
exposure. The brain's incentive salience system - the mechanism that assigns motivational priority to
things - becomes recalibrated to treat the substance as a survival priority. At this stage, the decision to
use is not a free rational choice in the ordinary sense. It is a behavior driven by neurobiological
compulsion that requires neurobiological treatment, not moral persuasion.

This does not mean the person has no agency or no responsibility. It means that agency and
responsibility are most effectively exercised through treatment and structured recovery - not through
willpower alone. Understanding this distinction changes what families ask of their loved one, and what
they stop asking.

Why Later Stages Feel More Desperate

Families often notice that addiction seems to worsen over time - that later relapses feel more
desperate, that the person they knew seems further away, that the stakes keep rising. This pattern has
a neurobiological explanation called allostatic load.

Each cycle of substance use and withdrawal shifts the brain's stress and reward baseline upward. The
brain adapts to function in a state of higher stress. When the person is not using, they experience not
just the absence of the substance but a stress system calibrated to a higher intensity than before they
ever used. This is why people in later stages of addiction often describe their using as no longer
pleasurable - they are using primarily to reach a functional baseline.

For families, understanding this explains why 'just stopping' becomes progressively harder over time -
not easier, as many assume. It also explains why structured residential treatment, which addresses this
neurobiological recalibration over weeks and months, produces better outcomes than attempts to stop
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without support.

What Families Most Commonly Get Wrong

The most common misunderstanding families bring to addiction is the belief that love, pressure, and the
right conversation will be enough to create change. Families have often already tried this many times
by the point at which residential treatment is being considered. The failure of these approaches does
not reflect inadequacy in the family - it reflects the inadequacy of the approach for the nature of the
problem.

The second most common misunderstanding is that once treatment is completed, the problem is
solved. Recovery from addiction is a process measured in months and years, not a discrete event with
a clear endpoint. The family's role does not end at discharge - it changes at discharge. Understanding
what it changes into is what this guide is primarily about.

The third misunderstanding, less often discussed, is that the family's own emotional state and behavior
are peripheral to recovery outcomes. The research does not support this. Family involvement - the
quality of it, not merely its presence - is one of the most consistent predictors of treatment engagement
and long-term sobriety. Families who understand addiction accurately, who support without enabling,
who maintain their own wellbeing, and who prepare concretely for the return home are not just
bystanders in this process. They are active clinical variables.

Is my family member choosing this over us?

The neurobiological reality of addiction means that ‘choosing' is not an accurate description of what is
happening once dependence is established. The substance has become a compulsion that overrides
rational decision-making. This does not mean your feelings about the impact on your family are invalid -
they are entirely valid. It means that anger directed at the person for choosing addiction is misdirected,
and that effective support requires a different framework.
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Chapter 2: What Residential Treatment Actually
Involves

Residential addiction treatment is a structured program in which a person lives full-time at a clinical
facility for a defined period - typically four to twelve weeks - and receives daily individual therapy, group
therapy, medical oversight, and structured complementary support. It is not primarily detoxification. It is
not primarily group meetings. It is a comprehensive clinical program designed to address the
psychological, behavioral, and neurobiological dimensions of addiction simultaneously.

Most families arrive at this conversation with a mental model of rehab shaped by popular culture: either
a hospital-style medical environment or a group of people sitting in a circle at an AA meeting. The
reality of a structured residential program is different from both. Understanding what actually happens
day to day helps families set realistic expectations - and ask better questions when evaluating
programs.

What a Typical Treatment Week Looks Like

In a well-structured residential program, the week is organized around a clinical schedule that typically
includes: individual therapy sessions (usually two or more per week with a primary counselor);
structured group therapy sessions daily; psychoeducation sessions covering addiction, triggers, coping
skills, and relapse prevention; physical fithess programming; mindfulness or meditation practice; and
meals prepared on-site. Evenings typically involve structured reflection, journaling, or low-intensity
activity.

The density of the schedule is intentional. Unstructured time in early recovery is a consistent risk factor
for relapse, and the purpose of the residential environment is to provide the structure that most people
cannot reliably provide for themselves in the first weeks of abstinence.

The Evidence-Based Therapies

Cognitive Behavioral Therapy (CBT) is the most extensively researched psychological treatment for
addiction. It identifies the specific thought patterns that maintain substance use - minimizing
consequences, overestimating control, permission-giving thoughts - and builds skills for managing
high-risk situations. CBT skills are learnable and portable: they continue to function after treatment
ends.

Dialectical Behavior Therapy (DBT) addresses emotional regulation, distress tolerance, mindfulness,
and interpersonal effectiveness. It is particularly relevant where emotional dysregulation is a driver of
substance use. DBT provides a specific toolkit for managing difficult emotional states without
substances.

Motivational Interviewing (MI) is a clinical style used throughout treatment to strengthen internal
motivation for change. It works with ambivalence - the simultaneous desire to change and resistance to
changing - rather than against it. It is one of the most consistently effective early engagement
approaches in addiction treatment.

Non-12-Step Treatment - What This Means
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Many residential programs are built around the 12-step model originating from Alcoholics Anonymous:
a framework that emphasizes powerlessness, spiritual surrender, and a step-based progression
through peer sponsorship. Non-12-step programs use evidence-based clinical treatment - CBT, DBT,
MI, relapse prevention therapy - as the primary framework, without the spiritual or step-based structure.

At Siam Rehab, the program is explicitly non-12-step and evidence-based. The maximum of 18 clients
is not an operational constraint - it is a clinical decision. That capacity limit is what allows a
staff-to-client ratio sufficient for genuinely individualized treatment: a plan that reflects this person's
specific history, triggers, and goals, adjusted week by week as their needs change. For families, this
means the treatment their loved one receives is not a standardized program applied uniformly - it is a
clinical process tailored to the individual.

For families expecting their loved one to come home and attend AA or NA meetings, it is worth
understanding that non-12-step treatment leads to non-12-step aftercare. Chapter 8 covers what that
looks like in practice and how families can engage with it.
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Part Il: Your Role During Treatment

Chapter 3: How to Support From the Outside

The most effective support families can provide during residential treatment is: consistent, calm, brief
contact on a schedule agreed with the facility; positive and forward-looking communication; and the
willingness to stay out of the clinical process while staying genuinely connected to the person. What
most families find difficult is that this looks much more passive than what their instincts tell them to do.

What Helps

Regular, brief contact - typically phone or video calls at scheduled intervals agreed between the facility,
the client, and the family - provides emotional connection without the intensity that disrupts therapeutic
work. The content of these calls matters. Conversations focused on what is happening at home,
positive news, and straightforward expressions of care are supportive. Conversations that process
family conflict, communicate guilt, or raise unresolved relationship issues are not.

Letters and messages sent through the facility can be meaningful. Written communication gives both
the family and the client time to reflect before responding, which reduces the emotional intensity that
real-time contact can generate in early treatment.

What Harms

- Dally crisis calls expressing anxiety about the person's welfare - these transfer the family's distress
into the clinical environment and disrupt the focus that treatment requires.

- Communicating guilt or emotional pressure: 'The children miss you,' 'This has destroyed the family,’'
'You need to come home.' These messages are honest but counterproductive during the treatment
period.

- Processing unresolved relationship conflict during treatment calls. These conversations belong in
family therapy after discharge, not in phone calls during the first weeks of residential care.

- Attempting to manage the clinical process from the outside: asking staff for updates beyond what is
clinically appropriate, requesting changes to the treatment plan, or communicating disagreement
with clinical decisions through the client.

Supporting From a Different Country

For families whose loved one is in treatment in Thailand - or any country significantly different in time
zone - the communication dynamic has additional complexity. The time zone gap means that periods of
highest anxiety for the family (evenings, nights) often fall during the client's working therapeutic day.
Unplanned contact at these times disrupts scheduled programming.
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The most effective approach is to establish a specific call schedule before treatment begins - agreed
with the facility - and to commit to it. One to two calls per week of 20 to 30 minutes is typically more
therapeutically useful than daily brief contact, because it creates a defined space for connection without
the expectation of continuous monitoring.

The instinct to maintain daily contact during treatment is one of the most understandable and
consistently counterproductive family responses. The reason is not that the facility wants to restrict your
relationship. It is that the client needs uninterrupted therapeutic space to do the cognitive and emotional
work that early recovery requires. That work involves examining painful patterns honestly - including
patterns within family relationships - and that examination is harder when the emotional intensity of the
relationship is present in real time throughout the week.

Managing your own anxiety during this period - rather than resolving it through contact - is the specific
work the family is doing in parallel with the work the client is doing in treatment. Chapter 5 covers the
support resources available for this.

A practical tool for managing contact across time zones: establish a brief shared communication
protocol before treatment begins. This might be a twice-weekly scheduled call of 20 to 30 minutes, a
once-weekly written message in each direction, and an agreement about what constitutes a genuine
emergency that warrants unscheduled contact. Having this agreement reduces the anxiety that comes
from ambiguity - you know when you will hear from them, and they know when to expect you. The
structure itself is reassuring, for both parties.
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Chapter 4: Enabling vs. Supporting - The Practical
Distinction

Enabling is any behavior that reduces or defers the natural consequences of addiction, thereby removing
the pressure that would otherwise motivate change. Supporting is any behavior that helps the person
access and maintain recovery without absorbing the consequences of the addiction on their behalf. The
distinction is not about love - both enabling and supporting usually come from love. It is about
consequences.

Most families do not identify as enablers. The behaviors that enable addiction typically feel like
protection, loyalty, or compassion in the moment. They feel like the only possible response to a
situation that would otherwise be unbearable. Understanding enabling is not about assigning blame - it
is about developing a more precise framework for a genuinely difficult set of decisions.

Enabling vs. Supporting: Specific Examples

Enabling behavior Supporting behavior

Paying debts or fines incurred through
substance use without the person facing the
financial consequence

Providing money when you know or suspect it
will be used for substances

Calling in sick for the person or providing cover
stories to employers, family members, or others

Minimising the problem to others to protect the
person or the family's reputation

Taking over responsibilities the person has
dropped (parenting, household tasks, financial
management) without discussion

Threatening consequences and not following
through

Housing the person who is actively using
without any conditions or conversation about
what housing requires

Helping research treatment options and
facilitating access to professional help

Providing specific support with identified needs
(food, transport to an appointment) rather than
cash

Encouraging the person to be honest with their
employer, doctor, or others about what is
happening

Acknowledging the problem honestly while
maintaining appropriate privacy

Having an explicit conversation about what you
can and cannot continue to manage on their
behalf

Only making commitments you intend to keep,
and following through on them

Being clear about the conditions under which
you can provide housing and what happens if
they are not met
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Rescuing the person from the consequences of Allowing natural consequences to occur while
use each time those consequences arrive remaining emotionally available

The Hardest Case: Financial Support

Financial support is where most families feel the enabling/supporting distinction most acutely. The fear
of what will happen if money is not provided is real and sometimes valid - housing loss, physical
danger, inability to access essential care. There is no formula that covers every situation.

The most useful question to apply to any specific financial decision is: 'Does providing this reduce the
pressure that might motivate my loved one to seek or remain in treatment, or does it support their ability
to do so?' Paying for treatment is supporting. Paying a bill that was previously the person's
responsibility, incurred because their income went to substances, is typically enabling - even though it
feels like help.

This does not mean every enabling behavior must stop immediately or simultaneously. Families in this
situation are usually managing multiple competing needs - protecting children, maintaining housing,
managing their own financial stability. The goal is not perfection but direction: gradually shifting the
balance toward behaviors that support recovery rather than absorb its costs.

A practical approach many families find helpful is to make financial decisions one at a time rather than
trying to establish a comprehensive policy. When facing a specific request or situation, applying the
enabling vs. supporting question - 'Does this reduce or defer consequences, or does it support access
to recovery?' - produces a clearer answer than abstract principle alone.

It is also worth noting that families who have been enabling for years do not need to establish perfect
boundaries overnight. Rapid withdrawal of all support can destabilize a situation in ways that are not
clinically helpful. The direction of change matters more than the speed. Gradual, consistent shifts
toward supporting rather than enabling - communicated honestly - are more sustainable and more
effective than dramatic policy changes issued in a moment of crisis.

A Note on Ultimatums

Ultimatums are not inherently enabling or supporting. They become enabling when they are not
followed through. A boundary communicated and then not enforced is worse than no boundary,
because it teaches the person that stated consequences are not real. If you are not prepared to follow
through on a stated consequence, do not state it. If you are prepared to follow through, state it clearly,
calmly, and once.
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Chapter 5: Looking After Yourself

Secondary traumatic stress is a documented clinical phenomenon in which people who are in sustained
close proximity to someone experiencing trauma or addiction develop their own stress responses:
anxiety, hypervigilance, emotional exhaustion, and disrupted functioning. It is not a sign of weakness or
insufficient love. It is a predictable response to a genuinely traumatic situation, and it is treatable.

The framing of family wellbeing as a moral or practical obligation - rather than as a clinical need - leads
many family members to delay or avoid getting their own support. The more honest framing is this: a
caregiver operating from depletion is less effective than one operating from adequate reserve. Your
wellbeing is not an indulgence. It is a condition of being able to sustain the support your loved one
needs over the months and years that recovery requires.

What Secondary Traumatic Stress Looks Like
- Persistent anxiety or hypervigilance - monitoring the person's behavior constantly, unable to relax
when things are calm
- Intrusive thoughts about worst-case scenarios
- Emotional numbness or disconnection from your own needs
- Sleep disruption, appetite changes, physical symptoms of chronic stress
- Loss of interest in your own relationships, work, and activities
- A sense that nothing matters outside the addiction situation
- Difficulty accepting help or support from others

If several of these describe your experience, what you are experiencing is real and worth addressing
directly - not after your loved one's recovery is 'sorted out,' but now, in parallel.

Support Options for Families

Al-Anon / Nar-Anon. 12-step based peer support groups specifically for family members of people with
alcohol and drug use disorders. Globally available, free, and accessible. Al-Anon meetings exist in
most cities and online. Particularly useful for people who find the spiritual framework of 12-step
resonant.

SMART Recovery Family and Friends. A secular, CBT-based peer support program for families of
people with addiction. Meetings available online globally. Suited to families who prefer a rational,
skills-based approach without the spiritual framework.

Individual therapy. A therapist with experience in addiction and family systems is the most clinically
intensive option and the one most indicated when secondary traumatic stress symptoms are significant.
Many therapists offer online sessions, which is practical for families managing complex schedules.

Family therapy. Structured sessions involving the person in recovery and key family members,
facilitated by a therapist. Most effective when the person is past the acute phase of early recovery -
typically after 60 to 90 days. Addresses relationship dynamics, communication patterns, and the family
system's adaptation to recovery.
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When Professional Support Is Indicated

Professional support for family members is not a last resort - it is indicated whenever the impact of
supporting someone with addiction is significantly affecting your daily functioning, relationships, work,
or physical health. The standard of care for families of people with serious addiction has shifted: it is no
longer considered adequate to address only the person with the SUD while the family receives no
clinical support. Your own wellbeing is a legitimate target of care.

The practical barrier most families face is not access - it is permission. Many family members feel that
seeking help for themselves is self-indulgent when their loved one is the one 'really’ struggling. This
framing is understandable and clinically counterproductive. Families who model help-seeking behavior
- who demonstrate that it is acceptable to ask for support when you need it - provide a specific and
powerful signal to the person in recovery. If the family member who needs help will not seek it because
it feels self-indulgent, what message does that send to the person in recovery about whether their own
help-seeking is acceptable?

There is no timeline for when family support should begin. Before treatment, during treatment, and after
discharge are all appropriate times to access your own clinical support. The most useful framing is not
'‘when things get bad enough' but 'when | notice the impact is affecting how | function.' That is the
clinical threshold, and it is a lower bar than most families apply to themselves.
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Part IlIl: When Your Person Comes Home

Chapter 6: Preparing for the Return - Before They
Arrive

The home environment to which a person returns from residential treatment is loaded with cues from the
pre-treatment period - physical spaces, objects, smells, routines, and social contacts associated with
substance use. These cues activate craving through conditioned learning and are present from the first
hour home. Environmental changes made before arrival - not after the first difficult moment -
meaningfully reduce initial trigger density.

The period before your loved one comes home is the period of highest leverage for the family. The
decisions made in the two to four weeks before discharge - what changes to the physical environment,
which conversations to have with the extended family, what the first week's schedule looks like - will
shape the quality of the return in ways that are much harder to address after arrival.

Environmental Preparation

- Remove or securely store any substances from the home - including alcohol in a household where
alcohol was not the primary substance. In early recovery, cross-substance craving is a real risk, and
minimizing access to anything that alters brain state reduces friction between impulse and action.

- Remove objects associated with past use - paraphernalia, specific vessels, items that were present
during periods of heaviest use. These are cues, and cues activate craving.

- Consider physical rearrangements of spaces primarily associated with use - moving furniture,
changing the appearance of rooms that were primary using environments. The goal is to reduce the
automatic cue response without making the home feel foreign.

- Prepare a practical welcome: the person returning from weeks of structured care will benefit from a
clean, organized, calm environment. Practical comfort - their own space, familiar food, quiet if they
need it - supports the transition more than elaborate gestures.

Social Preparation

Not every person in your loved one's social network will be a safe contact in early recovery. Some will
be people with active substance use. Some will be people who represent social environments
associated with use. Some will be well-meaning people who will handle the return clumsily - offering
alcohol at a gathering without thinking, asking intrusive questions about treatment, or expressing
disbelief that things were 'really that bad.'

Before your loved one returns, have direct conversations with the close family and friends who will be in
early contact. These conversations do not require full disclosure about the treatment or the history.
They require clarity about what the first weeks look like: low-stimulation, structured, without events
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involving alcohol or substances, and without pressure for the person to explain or perform their
recovery to others.

What Not to Say in the First 48 Hours

- 'You look so much better." Well-intentioned; implies they looked terrible, which may not be the
person's experience of themselves.

- 'I'm so relieved this is over.' Recovery is not over - it is beginning.

- 'You'll never do this again now, right?' Adds pressure and sets up a black-and-white frame that
makes any future struggle feel like total failure.

- 'I've been so worried.' True, and not helpful in the first 48 hours. There will be time for honest
conversation about the impact; this is not that time.

- Immediately discussing unresolved issues from before treatment - financial consequences,
relationship damage, trust. These conversations matter and they belong in a therapeutic context, not
the first hours home.

What generally works: being present, calm, and practically helpful. Asking what they need rather than
assuming. Normalizing that the transition is significant without dramatising it.

For Families Receiving Someone Returning from Overseas

When a loved one returns from residential treatment in Thailand, they arrive with the combined effects
of a long-haul flight and early recovery. Jet lag disrupts sleep architecture and elevates cortisol - both of
which reduce coping capacity in the precise window when coping capacity is most needed. Planning for
jet lag as a clinical risk factor rather than a minor inconvenience means building 48 to 72 hours of
low-demand time into the itinerary after arrival before work, social obligations, or difficult conversations
begin.

The home environment they return to has not had the benefit of the same protected space they have
been in. Former contacts may reach out within hours of a social media post or a mutual friend
mentioning the return. The physical spaces associated with pre-treatment patterns are immediately
present. The environmental changes described earlier in this chapter are particularly important for
international returnees, because unlike someone returning from a domestic program - who may have
had brief home visits during treatment - the international returnee encounters the full environment
simultaneously on arrival.

Your role in the first 72 hours is primarily logistical and environmental: meet them, provide a calm
landing, have the physical space prepared, be available without intensity. The therapeutic relationship
with the clinical team continues online - your role is not to substitute for that but to complement it with a
home environment that supports rather than challenges the stability they have built.
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Chapter 7: The First 90 Days - What Families Need to
Know

The first 90 days after discharge from residential treatment are the highest-risk period in the entire
recovery trajectory - but they are not uniformly high-risk. The first 30 days are one kind of difficult. The
60-t0-90 day window is a different, often more surprising kind of difficult, driven by a neurobiological
process called Post-Acute Withdrawal Syndrome that most families have never heard of and that most
relapse prevention guides do not explain.

The First 30 Days: High Vigilance, High Support

In the first 30 days, most people and families are appropriately alert. The person is clearly in early
recovery. The treatment experience is recent. The support structures - therapy appointments, online
check-ins with the clinical team, the recovery plan - are being actively used. The family is engaged and
attentive.

The difficulties of this period are typically what people expect: adjustment to home life, re-entry into
work and social contexts, navigating the environmental triggers that were absent during residential
treatment. These are real and require real attention. They are also, for many people, manageable with
the tools and motivation coming directly from treatment.

For families, the first 30 days often feel like a period of cautious optimism. The person seems different -
more present, more communicative, more like themselves. This is real and worth acknowledging. It is
also not the full picture of what the first year involves. The risk is that this period of apparent stability
leads families to reduce the intensity of their own support and monitoring, and to assume the hardest
part is over. The PAWS window, discussed below, is why that assumption is consistently premature.

Post-Acute Withdrawal Syndrome: The 60-90 Day Window

Post-Acute Withdrawal Syndrome (PAWS) is a second phase of withdrawal that follows acute
detoxification. Unlike the acute phase (typically days to two weeks), PAWS can persist for two to 24
months, producing mood instability, cognitive difficulty, sleep disruption, and heightened stress reactivity.
From the outside, a person experiencing PAWS in the 60-t0-90 day window may seem to be
deteriorating despite earlier signs of progress.

The pattern PAWS creates is one that families frequently misread as a sign that treatment failed or that
the person has given up. The person who seemed positive and motivated at 30 days becomes irritable,
withdrawn, cognitively foggy, or emotionally unavailable at 60 or 70 days. Mood swings that seem
disproportionate to circumstances. Difficulty making decisions. Poor sleep. Reduced engagement with
recovery activities.

This is not treatment failure. It is PAWS. The brain's stress and reward systems are recalibrating after
the acute withdrawal phase - a process that takes months, not weeks, and that is most neurologically
intense in precisely the window when families have often started to relax and when clinical support
intensity has typically been reduced.
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Understanding PAWS changes the family's response completely. Instead of interpreting the difficult
60-90 day window as regression or ingratitude, the family can recognise it as a predictable
neurobiological phase that requires maintained support intensity - not reduced support on the
assumption that the hard part is over.

How to Respond to PAWS Symptoms

PAWS symptoms (mood swings, irritability, cognitive difficulty, sleep disruption) call for maintained
calm support rather than escalating concern. The most useful family responses are:

- Maintain the support structure: scheduled therapy, online check-ins, support group attendance. Do
not reduce these because things seemed stable at 30 days.

- Avoid interpreting PAWS symptoms as relapse warning signs without specific behavioral evidence.
Mood instability during PAWS is not the same as mental relapse.

- Provide practical support with the fundamentals: sleep, nutrition, structured daily routine. These are
not generic wellness suggestions during this window - they are clinically supportive of
neurobiological recovery.

- Communicate concern to the clinical team if PAWS symptoms are severe or if you are genuinely
uncertain whether what you are observing is PAWS or early relapse warning. The clinical team can
help distinguish.

What Well-Prepared Return Home Produces

The 30-day relapse rate documented at Siam Rehab across 250 clients is 9 percent - compared to
typical population estimates of 40 to 60 percent in the first year of recovery. This gap is not attributable
to any single factor but reflects the combination of clinical program quality, discharge planning that
explicitly addresses the return-home period, and the structured aftercare infrastructure that clients
establish before leaving. The family's role in that preparation is a significant variable.

This data point is not a guarantee for any individual. It is a reference point that shows what is achievable when the
clinical program, the discharge plan, and the family support structure are all well-prepared. The family's preparation
- this guide is part of it - is not incidental to that outcome.
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Chapter 8: Non-12-Step Aftercare - What Families
Need to Know

When someone completes a non-12-step residential program, the aftercare structure that follows should
be consistent with the treatment philosophy. Many families - even supportive ones - default to
encouraging AA or NA because these are the most visible recovery support structures they know. This
mismatch between treatment model and aftercare expectation is one of the most common and
preventable sources of conflict in early recovery.

The 12-step model is not wrong for the people for whom it works. The problem is the assumption that it
is the default for everyone. For someone who has completed a non-12-step evidence-based program -
and who may have chosen that program specifically because the spiritual framework or the
powerlessness concept did not resonate - being directed toward AA or NA by family members
communicates that their experience and preferences in treatment are being disregarded. This creates
unnecessary conflict at a moment when consistency of support matters most.

Non-12-Step Support Options

SMART Recovery (smartrecovery.org). Science-based, CBT-grounded peer support meetings
available globally in person and online. The secular, self-empowerment framework aligns with
non-12-step residential treatment. SMART also offers a Family and Friends program - a specific
resource for families of people in recovery using the same evidence-based framework.

Recovery Dharma (recoverydharma.org). Peer-based recovery community using Buddhist principles
and meditation. Non-hierarchical and secular-optional. Well-suited to people whose residential
treatment incorporated mindfulness practice.

Refuge Recovery (refugerecovery.org). Mindfulness-based recovery community with in-person and
online meetings. Contemplative approach aligned with mindfulness-based residential models.

Online individual counselling. For clients who completed treatment abroad, online individual
counselling with the same therapist from the residential program - or a newly identified therapist at
home - is often the highest-priority aftercare component. This provides clinical continuity that no peer
support group can replicate.

SMART Recovery Family and Friends

SMART Recovery's Family and Friends program (smartrecovery.org/family) provides families with the
same CBT and motivational framework as the main SMART program, adapted for the support role.
Unlike Al-Anon, which uses the 12-step framework, SMART Family and Friends is secular and
skills-based - consistent with the treatment philosophy of non-12-step residential programs.

For families who have been doing their own recovery work during their loved one's treatment - which
Chapter 5 encourages - continuing that work with a support structure that aligns with the person's
aftercare model creates consistency. You are both using compatible frameworks, which reduces the
likelihood of conflict about which approach 'counts' as real recovery work.
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Chapter 9: If Relapse Occurs - A Family Response
Guide

Relapse is not the end of recovery. It is a serious setback that requires a specific, informed response.
The data on addiction consistently shows that recovery from a chronic condition is rarely linear - most
people who achieve long-term sobriety experience at least one relapse in the process. What determines
whether that relapse becomes a brief interruption or a longer return to active addiction is often the
response of the people closest to the person in the hours and days immediately following.

The Abstinence Violation Effect: Why Your Response Matters

When a person in recovery relapses, they commonly experience what researchers call the Abstinence
Violation Effect (AVE) - a combination of guilt, shame, and loss of self-efficacy that, if unchecked,
drives continued use. The internal narrative becomes: ‘I've already failed - there's no point stopping
now.' That narrative, not the substance itself, is what converts a lapse into a full relapse.

The family's emotional response in this window directly affects whether the AVE is amplified or
interrupted. Responses that communicate anger, withdrawal, or 'l told you this would happen' -
however justified they feel - reinforce the shame that fuels continued use. Responses that maintain
emotional connection while clearly directing toward clinical support interrupt the AVE mechanism.

This is one of the hardest things this guide asks of families: to respond to one of the most painful things
that can happen in this situation - a relapse after real effort and investment - in a way that prioritises the
person's recovery outcome over the family's entirely legitimate emotional response. It is not a
reasonable expectation in the abstract. It is a concrete skill that can be prepared for in advance.

What to Do

1. Stay calm. Your initial response sets the emotional temperature of the conversation that follows. This
does not mean suppress your feelings - it means choose when and how to express them.

2. Contact the clinical team. The treatment center or the person's current therapist should be contacted
within 24 hours of a known relapse. They can assess what level of support is needed and coordinate a
clinical response.

3. Encourage the person to be honest about what happened - with you, with their therapist, with the
clinical team. Concealment is what allows a lapse to continue.

4. Do not issue ultimatums in the immediate aftermath of a relapse. The emotional intensity of that
moment is not the right context for consequential decisions about the relationship or living
arrangements.

5. Maintain your own support. Call your own support person, therapist, or Al-Anon/SMART Family
contact. A relapse is a crisis for the family system, not just the individual.

What Not to Do

- Express anger or disappointment in the first 24 hours in a way that increases shame. There will be
a time for honest conversation about the impact - this is not it.
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- Immediately threaten the end of the relationship, removal from the home, or other major
consequences. These may become necessary; they should not be issued impulsively.

- Attempt to manage the clinical response yourself - deciding unilaterally that the person should
return to residential treatment, contacting facilities without the person's knowledge, or bypassing the
clinical team. This removes the person's agency at the moment they most need to exercise it.

- Minimize what happened to protect the person's feelings or the family's image. A relapse that is not
honestly acknowledged cannot be effectively addressed.

When to Consider a Return to Residential Treatment

Not every relapse requires a return to residential care. Indicators that a higher level of support is
needed include: continued use despite genuine attempts to stop; a pattern of repeated relapses with
decreasing intervals; loss of ability to function safely in daily life; and the absence of a local support
structure capable of providing adequate intensity of intervention.

A second residential stay is not a sign that recovery is impossible. It is a clinical decision about the level
of support required. Families who frame a second stay as failure make it harder for the person to agree
to go. Families who frame it as 'this needs a higher level of support than we can provide at home' make
it more possible.

The Long View: Relapse and the Relationship

Relapse affects the family's trust, hope, and willingness to continue investing in support. These impacts
are real and do not need to be minimized. The honest account is that relapse often damages family
relationships in ways that require their own therapeutic attention - not just the person's recovery but the
relationship's recovery from what addiction and relapse have done to it.

Family therapy - structured sessions with a therapist experienced in addiction and family systems - is
the most clinically appropriate context for addressing this damage. It is not couples counseling or family
mediation in the general sense. It is a specific clinical process that helps families navigate the trust
deficit, the communication patterns that addiction created, and the renegotiation of the relationship on
the terms that recovery requires.

Some families find that they can fully repair what addiction damaged. Others find that the relationship
changes permanently in ways they did not choose. Both outcomes are real possibilities, and neither is
a failure of recovery or of the family's commitment. The goal of family support in addiction recovery is
not to return to what existed before addiction. It is to build something sustainable in the presence of
recovery - and that is a genuinely different project from restoring the past.
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Conclusion

Supporting someone through addiction treatment and recovery is not a temporary role with a defined
endpoint. It is a sustained commitment that changes form as recovery progresses - from the intensity of
the treatment period, through the high-vigilance first 90 days, to the longer arc of established recovery
where the person gradually reclaims more of their own management.

The most important things this guide asks of families are also the hardest: to understand addiction as a
medical condition rather than a moral failure; to distinguish enabling from supporting with honesty
rather than from guilt; to prepare the return home deliberately rather than responding to it reactively; to
understand the PAWS window as neurobiological rather than personal; and to maintain their own
support alongside their loved one's recovery rather than in place of their own needs.

None of this is straightforward. All of it is learnable. The family that approaches this with specific
information, realistic expectations, and its own support structure is in a fundamentally different position
from the one navigating it without those things. This guide is one part of building that position.

One final note: the family members who do this best are not the ones who are most emotionally
resilient, most patient, or most sacrificing. They are the ones who treat their own wellbeing as a
condition of sustained support rather than a distraction from it. They get their own help. They maintain
their own relationships and interests. They hold limits honestly. They learn the difference between the
support that helps and the support that absorbs. And they accept that recovery is a long process with
an uncertain outcome, in which their role is important but not controlling.

That is the most honest account of what effective family support in addiction recovery requires. It is
also, for many families, exactly what makes the difference.
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Resources

SMART Recovery Family and Friends. smartrecovery.org/family - free secular peer support for
families; in-person and online meetings globally

Al-Anon. al-anon.org - 12-step peer support for families of people with alcohol use disorder; widely
available globally

Nar-Anon. nar-anon.org - 12-step peer support for families of people with drug use disorder

SMART Recovery. smartrecovery.org - for the person in recovery; science-based, secular, global
in-person and online

Recovery Dharma. recoverydharma.org - mindfulness-based peer recovery; online and in-person
globally

SAMHSA National Helpline. 1-800-662-4357 (US) - free, confidential, 24/7 treatment referral

Siam Rehab. siamrehab.com - licensed private residential treatment, Chiang Rai, Thailand,
non-12-step, evidence-based, max 18 clients; +66 979436477
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